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PSYCHOLOGICAL  FACTORS  IN  MEDICAL  AND 
SURGICAL  CONDITIONS* 

WILLIAM  C.  MENNINGER,  M.  D„ 

From  the  Menninger  .Sanitarium, 

Topeka 


The  title  of  my  paper — psychological  factors 
in  physical  disease — somewhat  belies  the  thesis 
I wish  to  present.  It  is  my  purpose  to  discuss 
disease  or  illness  of  the  individual  as  a response 
of  the  total  organism  and  show  that  the  qualify- 
ing words  “physical”  and  “mental”  merely  desig- 
nate the  location  of  emphasis-  in  the  individual’s 
response.  I shall  limit  my  discussion  chiefly  to 
those  illnesses  usually  designated  as  “physical”  or 
“organic.” 

It  may  appear  somewhat  presumptuous  for 
the  psychiatrist  to  address  the  internist  and  sur- 
geon regarding  those  illnesses  with  which  they 

♦Read  at  the  Bryan  Memorial  Hospital  Clinic  Day,  Lincoln. 
Nebr.,  April  6,  1936,  and  at  the  Post-Graduate  Course  of  the 
Menninger  Clinic,  April  22,  1936. 


deal  in  the  majority  of  instances,  and  which  he, 
the  psychiatrist,  sees  relatively  infrequently.  I 
am  aware  of  the  observation  that  when  an  intern- 
ist or  surgeon  does  talk  to  a group  of  his  own 
colleagues  on  the  subject  of  psychological  factors 
in  illness  he  carries  far  more  weight  than  the 
psychiatrist.  None  of  us  learned  very  much 
about  psychiatry  in  medical  .school,  but  the  psy- 
chiatrist has  the  advantage  that  in  addition  to 
his  clinical  experience  with  psychological  malad- 
justments and  “breakdowns”  he  has  the  medical 
and  surgical  hackground  and  training  of  the  in- 
ternist and  surgeon. 

It  is  with  gratification,  however,  that  those  of 
us  in  psychological  medicine  note  an  increasing 
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awareness  and  recognition  by  the  physicians  in 
general  medicine  of  the  psychic  component  in  dis- 
ease. This  interest  is  still  very  limited  but  it  is 
definite  and  it  is  growing.  One  may  understand 
the  present  point  of  view  in  light  of  the  evolution 
of  medical  knowledge.  Going  back  only  to  the 
Middle  Ages  medicine  was  dominated  by  a cloud 
of  spiritualism  and  religiosity,  when  man  was  a 
prize  sought  after  by  the  demons  who  waged 
battle  with  the  Lord  for  his  possession.  Priests 
played  the  role  of  physicians  since  only  the  spirit 
and  soul  mattered,  and  the  body  needed  chastise- 
ment and  torture.  Then  followed  the  struggle 
through  the  Renaissance  and  Reformation  with 
the  spectacular  materialistic  discoveries  of  Har- 
vey, Koch,  Pa.steur,  Ehrlich,  and  many  others. 
The  result  was  to  discredit  the  existence  of  all 
phases  of  disease  that  could  not  be  viewed  in  some 
kind  of  a scope  or  measured  or  tested  in  some 
quantitative  fashion.  These  anatomical,  chemi- 
cal, and  mechanical  advances  have  continued,  and 
until  thirty  years  ago  did  so  proportionately  much 
faster  than  advances  in  the  psychological  field. 
P)Ut  the  pendulum  which  swung  so  far  to  the 
right  and  then  to  the  left  is  beginning  to  approach 
an  equilibrium  again,  where  both  physical  and 
psychic  factors  are  viewed  with  equal  scrutiny. 

Sooner  or  later  most  physicians  have  moments 
of  a philosophical  turn  when  they  are  interested 
in  considering  the  ultimate  cause  of  disease.  With 
their  immediately  allied  workers  they  hold  the 
unique  position  of  being  the  army  against  death 
— some  intangible  force  toward  which  all  life  is 
attracted.  From  the  moment  of  birth  onwards 
the  individual  starts  this  battle  — a struggle 
against  death.  Expressed  in  more  positive  terms, 
it  is  a .struggle  to  maintain  life,  and  in  the  crises 
of  disease,  the  physician  is  the  last  stronghold. 
Man,  in  a biological  sense,  reacts  as  do  all  proto- 
plasmic masses,  aided  ( or  perhaps  hindered  ! ) by 
his  greatly  increased  sensitivity.  Biologically  we 
must  conceive  of  him  as  reacting  as  a unit,  a total 
organism,  to  all  stimuli  with  either  flight  or  fight ; 
and  the  result  of  either  may  be  health,  disease, 
or  death.  This  flight  or  fight  reaction  is  not  ac- 
complished in  terms  of  muscle  alone,  or  liver  or 
brain,  but  as  a complete  entity  which  defies  any 
separation  into  parts  or  segments.  The  older 
conception  of  a division  into  brain-mind-spirit 
and  body-soma-organic  is  untenable ; every  re- 
action and  every  function  of  the  individual  in 
health  and  disease  is  a total  one — psychosomatic, 
or  to  use  Draper’s^^^  term.  “psy.somatic.'’ 

A'luch  as  I wish  to  believe  differently,  I know 
that  only  a minority  of  ])hysicians  make  practical 
use  of  such  a viewpoint.  The  chemical  and  phy- 


sical advances  have  given  us  an  illusory  prag- 
matic attitude  which  tends  to  limit  our  diagnostic 
])rocedures  to  physical  means,  to  attempt  explana- 
tions only  in  physiological  and  chemical  terms, 
and  to  rely  for  treatment  on  chemical  or  me- 
chanical means.  But  every  practicing  physician 
recognizes  intuitively  that  his  extreme  pragma- 
tism in  sticking  to  materialistic  conceptions  is  only 
a part  of  the  truth.  Even  though  he  cannot  re- 
duce this  particular  imponderable  to  a ponderable 
and  for  practical  reasons  treats  his  patient  for  a 
specific  organ  disease,  for  instance  of  the  gall- 
bladder, he  knows  that  the  man  functions  in  only 
a small  j)art  through  his  gallbladder.  The  organ 
is  only  the  focal  point  of  a struggle  that  is  also 
expressed  in  part  through  the  autonomic  nervous 
system,  the  endocrine  glands,  and  the  emotions — 
in  short,  through  every  body  system.  In  this 
particular  example  of  gallbladder  disease,  the  in- 
tuitive judgment  of  the  physician  is  shown  in  the 
common  knowledge  of  the  three  well  known  al- 
literative terms  “fair,  fat,  and  forty,”  each  of 
which  refers  not  to  gallbladder  disease  per  sc  but 
to  the  total  reaction  of  the  individual. 

We  may  grant  that  man’s  struggle  for  life  is 
always  a total  organism  reaction.  Disease  repre- 
sents a particular  type  of  flight  or  fight  reaction 
in  which  we  can  readily  see  that  there  may  be 
varying  degrees  of  emphasis  on  either  the  psychic 
or  the  organic  components.  But  all  disease  is 
included  in  this  description,  even  though  in  some 
instances  the  emphasis  is  chiefly  on  the  psyche 
and  in  others  chiefly  on  the  soma ; never  is  in 
entirely  on  one  or  the  other. 

For  the  sake  of  illustration,  I shall  be  so  bold 
as  to  attempt  a classification  of  disease,  depend- 
ing on  the  location  of  the  emphasis  of  this  psy- 
chosomatic reaction,  i.  e.,  whether  it  may  be  chief- 
ly psychic,  equally  psychic  and  somatic,  or  chiefly 
somatic.  For  convenience  I have  divided  my 
classification  into  five  groups,  and  will  indicate 
the  relative  emphasis  on  each  component  by  arbi- 
trarily jdacing  a valence  on  it : in  the  first  group, 
a valence  of  five  on  the  psychic  reaction  and  a 
valence  of  one  on  the  physical  reaction ; in  the 
second  group,  a valence  of  four  on  the  psychic 
reaction,  and  a valence  of  two  on  the  physical 
reaction  ; in  each  succeeding  group,  the  valence 
on  the  psychic  component  decreases  and  that  of 
the  physical  component  increases  until  in  group 
five,  the  ])sychic  component  has  a valence  of  one 
and  the  somatic  component,  a valence  of  five.  It 
is  my  purpose  to  thus  show  the  gradual  and 
natural  continuity  in  the  shift  of  the  emphasis, 
and  to  further  show  that  in  every  instance,  both 
the  psychic  and  somatic  responses  are  present  to 
constitute  the  whole. 
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GROUP  I 

Psychosomatic  Reactions  in  Which  the  I’sycliic 
Component  Has  a Valence  of  Pive 
and  the  Physical  Component 
a Valence  of  One. 

In  this  group  are  included  all  the  severe  “func- 
tional” mental  illnesses  referred  to  as  psychoses. 
The  psychiatrist  will  testify  that  a consistent  find- 
ing in  the  history  of  these  includes  various  phys- 
ical disturbances  among  the  prodromal  symptoms 
of  the  illness.  As  the  severity  or  acuteness  of 
the  illness  increases,  so  do  the  physical  symptoms, 
so  that  it  is  common  to  find  disturbances  of  wa- 
ter metabolism  or  fever  in  an  acute  case.  In  the 
more  chronic  cases,  one  frequently  finds  a sec- 
ondary anemia,  anorexia  with  subsequent  weight 
loss,  or  perhaps  bulemia  with  weight  increase.  In 
an  effort  to  explain  this  type  of  illness  on  purely  a 
physio-chemical  basis  countless  studies  have  been 
made  on  the  functions  of  the  various  organ  sys- 
tems. Many  of  these  have  shown  disturbances, 
not  of  etiological  moment,  but  of  much  practical 
im]:)ortance,  such  as  changes  in  the  chemical  and 
cellular  constituents  of  the  blood,  disturbances  in 
the  oxyg'en  and  mineral  metabolism,  alterations 
in  the  circulatory  response,  and  disturbances  of 
the  gastrointestinal  secretory  and  motor  func- 
tions. While  such  findings  are  not  consistent, 
one  is  forced  to  regard  even  the  psychoses  as 
psychosomatic  reactions  in  which  the  emphasis  i; 
on  the  psychic  component. 

GROUP  II 

I’sychosomatic  Reactions  in  Which  the  Psychic 
Component  Has  a Valence  of  Four 
and  the  Physical  Component 
a Valence  of  Two. 

This  group  includes  a class  of  illnesses  gener- 
ally regarded  as  mental  in  that  the  causative  fac- 
tors are  chiefly  psychological,  but  always  associat- 
ed with  physical  symptoms  which  are  too  often 
treated  as  if  they  alone  were  the  total  picture. 
L’nder  this  general  group  should  be  included  the 
temporary  physical  responses  in  so-called  normal 
people  to  emotional  situations ; the  polyuria  asso- 
ciated with  tenseness,  the  anorexia  of  anger,  the 
constipation  or  diarrhoea  associated  with  fear,  the 
palpitation  associated  with  fright,  etc. 

The  majority  of  illnesses  falling  in  this  group 
are  included  in  the  neuroses,  illnesses  in  which 
the  psychological  maladjustment  is  mirrored  in 
various  organs  of  the  body.  It  is  variously  esti- 
mated by  internists  and  surgeons,  as  well  as  men 
in  the  specialties,  that  from  thirty  to  seventy  per 
cent  of  the  individuals  they  see  suffer  from 
“functional”  disturbances.  Despite  careful  search 
there  is  no  organic  explanation  for  the  heart  dis- 
order, the  stomach  complaint,  the  dysmenorrhea, 
the  impotence.  A partial  result  of  this  situation 


is  reflected  in  the  long  list  of  medical  diagnoses 
coined  to  apply  to  such  syndromes,  viz.,  neuro- 
circulatory  asthenia,  soldier’s  heart,  anorexia  ner- 
vosa, chronic  nervous  exhaustion,  eye  .strain, 
cardiac  neurosis,  functional  constipation,  mucous 
colitis,  impotence,  frigidity,  etc.  And  such  diag- 
noses do  not  include  the  much  greater  number  of 
patients  who  come  to  the  physician  with  vague 
stomach  distress,  concern  about  their  hearts,  gen- 
ito-urinary  disturbances,  and  other  physical  symp- 
toms without  demonstrable  pathology  which  we 
class  under  hysteria,  neurasthenia,  and  hypochon- 
driasis. 

Another  smaller  group  of  major  interest  to  the 
surgeon  falls  in  this  class — those  neurotic  char- 
acters with  a propensity  for  securing  repeated 
surgical  operations,  a disorder  which  my  broth- 
er <2)  labels  with  the  term  “polysurgical  addic- 
tion.” He  points  out  that  instances  of  repeated 
operations  excite  varying  reactions  of  sympathy, 
suspicion,  and  ridicule,  in  proportion  to  the  trans- 
parency of  the  unconscious  motives  for  the  poly- 
surgical demands.  These  cannot  always  be  la- 
beled unnecessary  operations  because  such  pa- 
tients are  very  often  able  to  make  the  particular 
operation  appear  imperative.  Moreover,  there  is 
frequently  no  doubt  about  the  necessity  of  the 
operations,  the  only  question  being  whether  the 
necessity  is  a psychological  or  a physical  one. 
The  consideration  of  the  psychic  factors  in  surgi- 
cal diagnosis  and  procedure  has  been  the  subject 
of  study  by  several  surgeons ; a representative  ap- 
peal is  voiced  by  Hugh  Cabot  who  deplores 
the  vogue  of  operating  on  the  neurotic  patient 
first  and  referring  him  to  a psychiatrist  after- 
wards. 

GROUP  III 

Psycho!5omatic  Reactions  in  Which  the  Psychic 
Component  Has  a Valence  of  Three 
and  the  Physical  Component 
a Valence  of  Three. 

There  is  a group  of  illnesses  in  which  both  the 
mental  symptoms  and  the  organic  symptoms  are 
equally  conspicuous,  i.  e.,  the  symptomatic  psy- 
choses. This  diagnostic  category  includes  a het- 
erogenous assortment  of  diseases  with  only  the 
common  bond  of  equal  emphasis  on  the  psychic 
and  physical  components.  They  include  first, 
those  organic  brain  diseases  like  encephalitis, 
neurosyphlilis,  other  infections,  and  hrain  tu- 
mors ; second,  the  endogenous  toxic  and  the  in- 
fectious illnesses  in  which  the  mental  symptoms 
are  produced  by  the  toxins,  such  as  acute  febrile 
delirium,  psychoses  with  uremia,  with  influenza, 
and  the  infectious  diseases,  pellagra,  etc. ; third, 
there  are  a host  of  physical  diseases  which  mas- 
fpierade  under  the  guise  of  mental  symptoms, 
often  so  well  disguised  that  the  illness  appears 
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to  he  primarily  a mental  one.  I confe.ss  having 
regarded  a man  as  having  a neurosis  (which  he 
did  have)^'*)  and  treating  him  for  such  for  two 
months  before  we  discovered  also  the  presence  of 
a hrain  tnmor ; there  are  many  reports  in  the 
literature  of  similar  confessions.  Weisenhnrg^“^ 
has  reported  various  types  of  physical  illnesses — 
heart  disease,  carcinoma  of  the  lung,  carcinoma 
of  the  esophagus,  gastric  ulcer  and  carcinoma, 
and  carcinoma  of  the  bladder — which  at  first  ap- 
peared to  he  neuropsychiatric  disorders.  Yas- 
kin^*^)  has  reported  four  cases  of  carcinoma  of  the 
pancreas  in  all  of  which  the  first  and  predominat- 
ing symptoms  were  mental.  We  have  all  become 
aware  of  the  frequency  of  hypoglycemia mas- 
querading as  an  acute  confusional  psychosis. 

In  addition  to  the  symptomatic  psychoses, 
there  are  at  least  two  other  types  of  ill  health  in 
which  the  patient’s  reaction  shows  about  equal 
emphasis  on  the  psychic  and  physical  expression. 
First,  there  is  the  group  of  individuals  damned 
with  a disfiguring  birthmark,  a traumatic  scar, 
club  feet,  or  the  residual  of  a poliomyelitis,  by 
which  the  individual’s  struggle  in  life  is  greatly 
affected  and  modified  because  of  this  handicap. 
These  individuals  often  may  obtain  a great  deal 
of  help  through  the  efforts  of  the  plastic  surgeon 
and  the  orthopedist.  The  second  smaller  hut 
complicated  group  in  this  class  includes  the  indi- 
viduals who  have  an  unmistakable  neurosis  which 
is  bound  up,  often  inextricably,  with  organic  dis- 
ease. They  present  an  extremely  difficult  prob- 
lem in  diagnosis  as  well  as  in  treatment. 

GROUP  IV 

I’sychosomatic  Reaction.s  in  Which  the  I’sychic 
Component  Has  a Valence  of  Two 
and  the  Physical  Component 
/ a Valence  of  Four. 

In  this  group,  I place  that  large  class  of  or- 
ganic illnesses — hyperthyroidism,  gastric  ulcer, 
hypertension,  migraine,  certain  types  of  asthma, 
etc. — which  at  the  present  time  are  regarded  as 
properly  coming  in  the  domain  of  the  internist 
and  surgeon.  But  these  illnesses  are  consistently 
found  in  individuals  in  whom  we  can  readily  dis- 
cover conspicuous  psychological  maladjustments. 
Because  the  complaint  is  physical  and  the  disease 
is  manifested  in  organic  pathology,  our  thera- 
peutic attack  has  been  limited  chiefly  to  pragmat- 
ic physical  and  chemical  measures  ; nevertheless, 
the  etiology  in  most  instances  remains  obscure. 
The  possibility  that  these  illnesses  may  represent 
an  end  result  of  prolonged  psychological  conflicts, 
expressed  through  the  autonomic  nervous  system 
and  result  in  the  manifest  organic  changes,  is 
fast  gaining  credence.  This  conception  has  been 
recognized  intuitively  by  many  internists  and  sur- 


geons, and  has  received  real  impetus  through  the 
psychological  investigation  of  such  illnesses  by 
the  psychoanalytic  approach But  research  in- 
to the  role  played  by  the  emotions  in  producing 
such  disorders  has  been  confined  by  no  means  to 
psychiatrists.  An  increasing  number  of  intern- 
ists and  surgeons  recognize  and  stress  a probable 
psychological  etiological  factor,  notably  Palmer, 
Alvarez,  Soma  Weiss,  Conner,  Draper,  IMcLes- 
ter,  Woodyatt,  Strauss.  In  the  present  stage  of 
our  knowledge,  we  must  grant  that  in  these  ill- 
nesses the  emphasis  in  the  psychosomatic  reaction 
is  predominately  physical  but  also  that  with  fur- 
ther investigation,  we  may  find  the  original 
emphasis  to  be  psychological. 

In  addition  to  those  illnesses  with  an  unknown 
etiology,  there  is  a group  in  which  the  psychoso- 
matic reaction  is  expressed  chiefly  in  physical 
forms  but  associated  consistently  with  personal- 
ity changes.  Various  metabolic  disturbances  il- 
lustrate this  class,  particularly  the  endocrine 
gland  dysfunctions — acromegaly,  severe  dia- 
betes, hypothyroidism,  genital  infantilism,  and 
marked  obesity.  Less  evident  but  still  very  defi- 
nite, are  the  specific  personality  reactions  ascribed 
to  some  of  the  chronic  diseases,  the  hopefulness 
displayed  in  advanced  pulmonary  tuberculosis, 
tbe  depression  in  pernicious  anemia,  the  tenseness 
in  diabetes. 

GROUP  V 

Psychosomatic  Reactions  in  ^Vhich  the  Psychic 
Component  Has  a Valence  of  One 
and  the  Physical  Component 
a Valence  of  Five. 

There  are  a great  number  of  illnesses  in  which 
almost  the  entire  emphasis  seems  to  be  on  the 
somatic  side  of  the  reaction,  including  the  toxic, 
the  infectious,  the  neoplastic,  the  traumatic,  and 
the  degenerative  disorders.  It  is  this  group  that 
comprises  the  major  work  and  interest  of  most 
of  the  practitioners  of  medicine.  It  is  my  thesis, 
however,  that  every  disease  reaction  is  an  expres- 
sion of  the  total  individual  and  that  in  these  in- 
stances, the  psychic  component,  even  though  in- 
conspicuous, is  of  great  importance. 

To  illustrate  my  point,  I shall  use  the  example 
chosen  by  Draper^^)  of  a fractured  femur,  a con- 
dition wbich  certainly  would  appear  to  be  entire- 
ly somatic.  Even  though  we  limit  our  investiga- 
tion to  the  conscious  attitude  and  life  situation  of 
the  individual,  we  can  determine  various  highly 
important  psychological  responses  which  must 
certainly  influence  the  healing  process.  One  may 
first  investigate  the  circumstances  under  which 
the  accident  occurred,  a problem  that  might  log- 
ically be  considered  first  by  the  individual.  The 
accident  may  have  occurred  in  the  line  of  duty. 
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in  which  case  it  was  caused  by  faulty  machinery 
or  some  one’s  carelessness,  and  the  immediate 
concern  may  be  the  fixing  of  damages  and  re- 
sponsibility. The  accident  may  have  occurred  as 
an  act  of  valor,  in  which  case  the  individual  may 
have  the  feeling  of  righteous  honor,  possibly  a 
sense  of  martyrdom  or  increased  self-esteem.  On 
the  contrary,  if  the  accident  occurred  through 
carelessness  or  recklessness,  the  individual  may 
have  a sense  of  humiliation  and  guilt,  which  are 
undoubtedly  increased  in  proportion  to  the  de- 
gree of  stupidity  or  clumsiness  involved  in  the 
causes  for  the  trauma. 

A second  factor  influencing  the  psychologi- 
cal reaction  is  the  economic  status  of  the  indi- 
vidual. For  a few,  the  wealthy,  the  holders  of 
accident  insurance,  and  those  for  whom  the  acci- 
dent would  merit  compensation  from  the  employ- 
er, there  might  be  no  concern.  But  for  the  aver- 
age man  with  an  income  of  $100  to  $200  a month, 
a fractured  femur  entails  a major  psychological 
adjustment.  What  must  he  sacrifice?  Will  his 
job  be  held  for  him?  How  will  his  family  suf- 
fer? How  will  he  meet  the  medical  and  hospital 
bills?  Many  other  similar  important  problems 
take  form  also. 

A third  situational  factor  may  require  a major 
psychological  readjustment,  and  this  is  the  factor 
of  occupation.  The  individual  is  totally,  though 
perhaps  temporarily,  disabled.  If  he  is  a pro- 
fessional man,  he  may  be  annoyed  and  con- 
cerned at  the  inconvenience  of  a forced  three 
months’  absence  from  business,  but  he  may  be 
able  to  easily  adjust  by  utilizing  the  opportunity 
for  reading,  enjoying  the  associations  of  his 
friends,  and  in  other  ways  making  the  most  of 
the  bad  situation.  On  the  other  hand,  if  he  is 
a professional  acrobat  or  dancer,  the  broken  leg 
may  necessitate  a change  in  his  life’s  work,  a 
condition  which  at  best  is  difficult  to  accept. 

A fourth  factor  in  determining  the  total  reac- 
tion and  thus  the  adjustment  to  the  situation  is 
the  knowledge  the  individual  may  have  of  frac- 
tures. This  factor  is  strongest  if  the  patient  hap- 
pens to  be  a physician  whose  mind  may  run  im- 
mediately to  deformity,  shortening,  fat  embolus, 
infection,  non-union,  and  other  eventualities. 

With  all  of  these  influences,  I have  not  men- 
tioned the  individual’s  immediate  reaction  to  and 
acceptance  of  pain,  discomfort,  forced  inac- 
tivity, the  vicissitudes  of  life  in  a Balkan 
frame,  a relative  isolation  from  family  and 
friends,  and  all  the  other  difficulties  encountered 
by  a life  in  bed  with  one’s  leg  in  suspension  and 
traction.  All  of  these  factors  are  conscious  real- 
ities, and  I have  given  no  consideration  to  that 


well  recognized  dynamic  portion  of  the  personal- 
ity referred  to  as  the  unconscious.  It  undoubted- 
ly motivates  much  of  the  flight  and  fight  method 
of  every  individual,  and  does  so  without  his  con- 
scious recognition.  It  seems  probable  that  some 
accidents  are  motivated  by  unconscious  de- 
mands i.e.,  they  are  purposeful,  or  occur  “ac- 
cidentally on  purpose.’’  In  every  instance,  it 
must  be  assumed  that  the  unconscious  plays  some 
role  in  both  the  cause  and  the  reaction  to  the 
accident. 

One  could  apply  these  same  considerations  and 
others  to  every  instance  of  organic  disease.  In 
fact,  if  we  accept  the  concept  of  disease  as  a 
psychosomatic  expression,  one  should  do  so.  Un- 
fortunately, we  must  recognize  that  the  pragmat- 
ic point  of  view  of  the  internist  or  surgeon  us- 
ually excludes  such  considerations.  The  practi- 
cal results,  as  shown  in  the  average  ward  of  a 
general  hospital,  are  two  fold : the  individual 
with  emphasis  on  the  organic  component  is  re- 
garded as  an  “interesting  case”  whose  blood 
cholesterol  is  very  high  and  whose  reticulo-endo- 
thelial  system  is  obviously  disturbed ; he  is  a 
case,  pure  and  simple,  an  anatomic-chemical  unit 
whose  situational  and  life  struggles  are  usually 
not  considered  of  sufficient  importance  to  bear 
inquiry.  The  second  and  even  more  lamentable 
result  occurs  in  the  individual  whose  reaction 
carries  chief  emphasis  on  the  psychic  component. 
Such  individuals  are  hastily  passed  by  because 
the  story  is  tinted  with  a functional  coloring.  The 
physician  feels  that  such  individuals  are  excluded 
from  the  realm  of  internal  medicine  or  surgery 
and  simply  calls  the  condition  “functional,”  as 
if  that  explained  everything. 

Why  does  this  situation  exist?  The  answers 
to  this  question  are  numerous.  When  the  atten- 
tion of  an  alert  internist  or  surgeon  is  called  to 
such  facts,  he  is  almost  willing  to  admit  them 
and  deplore  them,  but  the  practice  continues.  The 
answer  lies  entirely  within  our  attitude  which  in 
part  is  explained  by  the  present  status  in  the 
evolution  of  medicine,  (referred  to  earlier  in  the 
paper),  in  part  by  the  fact  that  our  medical  train- 
ing never  equipped  us  to  adequately  handle  such 
situations,  and  in  part  by  the  difficulties  inherent 
in  the  problem  presented  by  the  psychic  com- 
ponent in  disease — its  intangibleness,  the  exten- 
siveness of  the  field,  and  the  actual  time  con- 
sumption involved.  I have  meant  no  criticism 
in  these  remarks  towards  the  practitioners  of 
medicine.  At  this  point,  I want  to  add  that  the 
psychiatrist  himself  may  be  in  part  responsible 
for  this  dilemma.  For  so  many  years,  he  con- 
cerned himself  with  his  assigned  but  very  limited 
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task  of  looking  after  the  group  of  individuals  as- 
signed to  him  in  a secluded  cloister  on  the  per- 
iphery of  the  village.  He  talked  infrequently, 
but  then  chiefly  about  dementia  praecox  and 
idiocy.  His  language  was  like  his  patients,  mis- 
understood if  considered  at  all,  and  so  alien  and 
isolated  that  it  could  not  be  applied  to  or  by  the 
living. 

But  psychiatry  has  progressed,  along  with  ev- 
ery other  field  of  medicine,  and  we  no  longer 
talk  about  dementia  praecox  except  in  our  own 
groups.  Many  of  the  present  generation  have 
not  grown  up  in  the  cloisters  but  deal  with  a 
practice,  the  bulk  of  which  appear,  live,  and  act 
the  same  as  the  individuals  making  up  the  in- 
ternists’ practice.  Our  point  of  view  has  changed 
from  an  interest  in  the  description  of  a symptom 
to  an  understanding  of  the  dynamics  of  the  psych- 
ic problem.  This  change  has  given  us  the  oppor- 
tunity to  be  on  general  hospital  staffs,  to  see 
many  more  of  the  individuals  who  constitute  the 
practice  of  the  general  practitioner  of  medicine. 
And  most  gratifying  is  the  response  to  the  ex- 
pression of  our  point  of  view  by  an  increasing 
number  of  attentive,  interested,  and  highly  sym- 
pathetic internists,  surgeons,  and  other  special- 
ists. 

•And  now  at  the  risk  of  being  presumptuous,  I 
should  like  to  briefly  make  certain  suggestions 
in  handling  the  psychic  component  in  the  psycho- 
somatic reaction  called  disease,  particularly  as 
observed  in  those  illnesses  which  come  to  the  at- 
tention of  the  internist  and  surgeon.  I propose 
to  do  this  under  three  headings : the  initial  con- 
tact, the  examination,  and  the  treatment. 

THE  INITIAL  CONTACT 

As  Hunt^^^)  has  remarked,  “It  is  the  mind 
which  bears  the  burden  of  every  illness  and  di- 
rects the  adjustment  of  the  individual  to  pain,  de- 
formity, and  invalidism  in  all  its  various  forms, 
so  that  any  clinical  method  which  ignores  this 
master  function  of  the  body  is  gravely  defective 
and  may  lead  to  serious  error  in  interpretation 
and  treatment.”  Consequently,  we  must  recog- 
nize that  no  patient  ever  consults  a physician 
without  a lurking  fear  in  his  heart.  “Thus  in- 
evitably the  physician,  though  he  is  a resort  for 
help  and  strength,  is  at  first  the  symbol  of  that 
which  the  patient  fears — disease  and  death.  It  is 
not  strange,  therefore,  that  many  a man  in  whose 
consciousness  arises  the  realization  of  ill  health 
first  carries  his  anxious  suspicions  to  a friend. 
There  is  a terrifying  deterrent  in  the  prospect  of 
consulting  him  whose  business  is  to  ferret  out  dis- 
ease^^C”  Thus,  while  one  must  manifest  a sin- 
cere and  sympathetic  interest,  he  must  recognize 


the  truth  of  Voltaire’s  statement  that  “solemnity 
is  a real  disease,”  and  the  patient  may  see  this 
solemnity  in  the  doctor,  the  interne,  the  nurse, 
or  even  in  the  laboratory  technician. 

With  this  attitude  of  fear  and  yet  respect  for 
the  physician,  the  patient’s  first  impression  may 
be  a lasting  one,  certainly  a very  influential  one 
on  subsequent  management.  The  physician’s 
manner,  his  tone  of  voice,  his  sympathetic  or  dis- 
interested attention  are  of  major  importance  in 
determining  the  patient’s  total  reaction,  and  hence 
the  therapeutic  response.  Perhaps  the  handling 
of  this  first  contact  is  most  important  because  it 
determines  whether  the  patient  ever  returns. 

THE  EXAMINATION 

The  extensiveness  of  an  examination  in  any 
particular  case  is  a practical  problem.  If  a man 
comes  complaining  of  a cold,  it  is  a common  ex- 
perience to  listen  to  his  chest  superficially  and 
write  out  a prescription.  Likewise  a sore  throat, 
an  afebrile  diarrhea,  or  a host  of  other  innocuous 
appearing  ailments,  the  average  physician  treats 
symptomatically  and  in  nine  cases  out  of  ten  is 
successful.  But  the  fact  that  a complaint  seems 
obvious  never  excuses  the  physician  from  either 
responsibility  or  liability.  Perhaps  the  patient 
himself  may  dictate  his  orders  to  the  physician, 
saying,  “I  need  a little  something  for  my  stom- 
ach,” and  the  physician  recognizes  a “cash  cus- 
tomer” and  writes  out  a prescription. 

It  is  my  thesis  that  every  individual  who  comes 
to  the  physician  deserves  studied  and  complete 
examination,  sufficiently  complete  to  leave  no 
reasonable  doubt  as  to  the  nature  of  the  psycho- 
somatic reaction  which  is  expressed  in  the  com- 
plaint or  symptom.  Specially  is  this  true  when 
the  patient’s  illness  bears  the  taint  of  being  “func- 
tional.” It  is  our  gospel  as  well  as  our  practice, 
that  such  individuals  deserve  complete  psycholog- 
ical, physical,  and  neurological  examinations,  as 
well  as  urinalysis,  complete  blood  count,  blood 
chemistry,  and  blood  Wassermann  test. 

The  examination  must  of  necessity  include  a 
detailed  history  of  the  life  situation.  Even  though 
I describe  it  as  a necessity,  too  many  physicians 
gloss  over  or  largely  omit  this.  I recall  a per- 
sonal experience  that  illustrates  the  difference. 
Soon  after  I started  the  practice  of  medicine  as 
an  internist,  a much  older  physician  told  me  that 
he  had  reduced  his  practice  from  seeing  twenty 
or  thirty  patients  a day  to  six  or  eight.  Follow- 
ing this  change  a comment  of  one  of  his  patients 
returned  to  him,  that  not  only  had  he  had  a pains- 
taking examination,  but  “got  to  tell  his  story.” 

This  listening  to  the  patient’s  story  may  be  the 
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I most  important  single  diagnostic  procedure,  and, 
as  in  this  case,  be  of  undoubted  therapeutic  bene- 
fit. Only  by  obtaining  a complete  history,  not 
only  of  the  present  illness  and  previous  illnesses 
and  accidents,  but  also  of  the  vocational,  marital, 
social,  and  economic  relationships,  can  one  prop- 
erly evaluate  the  psychosomatic  reaction  for 
which  we  propose  to  prescribe. 

After  one  has  obtained  a history  from  a pa- 
tient, he  cannot  expect  to  accept  it  verbatim  as 
truth,  only  the  truth,  and  nothing  but  the  truth. 

I cannot  place  too  much  emphasis  on  the  fact 
that  the  patient  may  be  his  own  worst  enemy,  that 
his  statements  may  be  so  subjective  that  they  be- 
lie the  facts,  and  that  his  actions  may  talk  louder 
than  his  words.  In  psychiatry,  we  have  learned 
that  the  unconscious  part  of  the  personality  is 
often  more  successful  in  achieving  its  aims  than 
the  conscious  personality,  and  that  these  aims  are 
often  the  opposite,  even  diametrically  opposed, 
to  the  conscious  wishes  and  expressions  of  the 
individual.  Consequently,  unless  the  physician 
makes  a precise  clinical  analysis  of  the  situation, 
he  may  be  misguided.  MuhH^^^  reports  an  ex- 
perience similar  to  those  in  our  own  practice.  A 
physician  referring  us  a case  tells  us  that  the 
patient  says  she  does  not  worry.  He  will  per- 
haps say,  “I  have  asked  her  over  and  over  if  she 
worries  or  if  she  fears  anything,  and  she  insists 
she  doesn’t,  so  I’m  sure  there  can’t  be  any  dis- 
turbance of  that  kind.”  It  would  be  as  consist- 
ent to  take  the  patient’s  word  that  she  did  not 
have  typhoid  because  she  said  she  did  not.  Nev- 
er can  we  accept  as  valid  simply  the  patient’s 
statement  to  this  effect  unless  we  have  additional 
data  about  the  life  relationships  and  his  partic- 
ular methods  of  flight  and  fight. 

The  obtaining  of  the  desired  information  from 
a patient,  particularly  about  his  private  life,  is 
not  simply  a matter  of  interrogating  him.  It  de- 
mands that  a certain  rapport  have  been  estab- 
lished, and  the  patient  must  see  the  purpose  and 
relevancy  of  the  information  requested.  The  ob- 
taining of  this  data  need  not  require  a great  deal 
of  time.  It  is  not  necessary  to  make  a detailed 
mental  examination  to  find  out  that  the  patient’s 
mortgage  is  due  next  month,  that  his  wife  is  dy- 
ing of  pernicious  anemia,  that  his  business  is  go- 
ing “to  the  wall,”  or  that  he  is  fearful,  lonesome, 
or  depressed.  The  physician  may  hinder  himself 
in  obtaining  information  by  clumsy  methods,  such 
as  probing  into  what  the  patient  feels  is  irrele- 
vant without  preliminary  confidence  established. 
Often  the  physician  talks  too  much  and  may  even 
formulate  the  patient’s  answers  or  misdirect  the 
conversation.  The  obtaining  of  confidence  is, 
however,  a part  of  the  art  of  medicine,  and  not 


a procedure  for  which  one  can  give  rules  of 
thumb. 

TREATMENT 

When  the  physician  begins  treatment,  his  skill 
and  knowledge  place  him  in  the  role  of  the  magi- 
cian. Most  patients  take  medicine,  accept  opera- 
tions, and  follow  prescriptions  in  blind  faith.  As 
I mentioned  above,  the  fear  of  and  respect  for 
the  doctor  places  him  in  a God-like  position  and 
consequently  his  words  have  a surcharged  value, 
particularly  when  he  refers  to  his  findings  in  the 
examination.  We  are  all  often  amused  at  the 
distortions  of  the  findings  or  diagnoses  that  our 
patients  report  to  us  from  their  'previous  medical 
contacts.  But  the  recognition  of  this  same  undue 
emphasis  placed  by  patients  on  the  physician’s 
statement  of  fragmentary  findings  or  diagnoses 
should  teach  us  to  guard  closely  our  own  state- 
ments. Particularly  is  this  true  with  those  in- 
dividuals in  whom  the  neurotic  component  makes 
such  statements  dangerous.  Often  the  neurotic 
component  is  extremely  difficult  to  evaluate. 
Such  ill-advised  remarks  as  “a  little  albumin,”  “a 
trace  sugar,”  or  “a  slight  murmur”  may  unduly 
alarm  the  patient  even  though  they  are  meant  to 
be  reassuring.  In  certain  types  of  individuals 
such  a remark  may  serve  as  a great  source  of 
unconscious  gratification  and  start  him  on  a tour 
of  physicians  to  find  corroboration  or  denial, 
though  he  is  never  satisfied  with  either. 

In  the  recognition  of  psychological  factors  in 
illness  the  physician  has  no  right  to  assume  that 
the  patient  understands  such  a word  as  “psycho- 
therapy.” If  the  patient  does  need  some  psycholo- 
gical help  for  a pylorospasm  or  a cardiac  neurosis 
and  the  physician  tells  him  that  he  needs  to  see  a 
psychiatrist,  without  giving  any  further  informa- 
tion, the  patient  immediately  may  respond, 
“There’s  nothing  the  matter  with  my  mind.”  It 
is  easy  for  him  to  talk  about  his  physical  symp- 
toms because  they  are  a misfortune,  but  he  is 
very  likely  to  regard  “nervousness”  or  any  of  its 
manifestations  as  a disgrace.  Unless  the  physi- 
cian takes  time  to  explain  to  him  the  psychosoma- 
tic makeup  of  every  individual  with  an  explana- 
tion regarding  his  affective  emotional  equipment 
which  dominates  his  physiological  functions,  he 
is  not  likely  to  look  for  or  accept  psychological 
help. 

Unfortunately,  it  is  very  largely  the  reluctance 
on  the  part  of  us  physicians  to  give  such  help 
which  permits  the  non-medical  cults  to  flourish. 
A preemptory  dismissal  doesn’t  satisfy  the  pa- 
tient ; he  is  not  going  to  be  satisfied  with  a slap 
on  the  back  or  one  of  the  familiar  platitudes  of 
“forget  it,”  “cheer  up,”  “go  and  get  busy,”  “play 
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golf.”  Likewise,  we  do  harm  when  without  an 
examination  we  size  up  an  individual  as  being 
neurotic,  and  refer  him  to  a surgeon  for  an 
operation  that  isn’t  necessary,  or  to  a urologist 
for  a cystoscopy  which  is  chiefly  traumatic,  or  to 
the  psychiatrist  when  the  physician  himself  can 
handle  the  situation. 

It  is  impossible  to  outline  specific  measures 
for  handling  such  cases  but  one  can  be  brief  in 
saying  that  any  period  of  psychotherapy,  even 
though  it  is  only  ten  minutes,  depends  usually  on 
two  factors : first,  on  what  the  patient  tells  the 
physician,  the  unburdening  of  his  problem ; and 
second,  what  the  psysician  tells  the  patient,  name- 
ly, giving  him  insight  and  understanding.  Roth 
are  essential,  and  in  general  the  physician  must 
give  understanding  on  the  basis  of  intelligence, 
and  not  merely  reas.surance  or  refutation  by  such 
remarks  as,  “It  is  all  imaginary.”  I fully  recog- 
nize that  the  internist,  surgeon,  and  urologist  are 
not  primarily  psychotherapists  but  I think  the  re- 
sponsibility is  theirs,  to  recognize  a case  which 
needs  major  psychiatry,  a case  that  needs  major 
surgery  or  major  internal  medicine. 

In  conclusion.  I want  to  reiterate  my  plea  that 
disease  should  always  be  considered  as  a psycho- 
somatic reaction,  in  which  the  emphasis  on  either 
the  psychic  or  the  somatic  symptoms  ma}'  pre- 
dominate ; but  always  both  components  are  pres- 
ent. I have  indicated  different  groups  of  ill- 
nesses to  illustrate  the  various  valences  of  these 


components,  discussing  especially  the  psychic 
portion  of  the  reaction  in  those  diseases  that  ap- 
pear to  be  purely  organic.  I have  given  a few 
brief  sugge.stions  for  the  investigation  and  man- 
agement of  the  psychic  component  in  such  ill- 
nesses. 
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While  the  successful  management  of  operable 
thyroid  dysfunctions  requires  a certain  amount 
of  technical  skill  it  absolutely  demands  sound  sur- 
gical judgment.  In  other  words,  it  is  not  so  much 
the  question  of  how  to  operate  as  it  is  when  to 
operate.  All  of  us  can  recall  instances  in  which 
we  have  performed  technically  perfect,  com- 
pletely self-satisfying  thyroidectomies  and  yet  the 
patients  died.  And  why?  Simply  because  we  had 
failed  to  accurately  estimate  the  recuperative 
powers  of  the  individual  and  the  untimely  opera- 
tion had  merely  abetted  the  disease  in  destroying 
the  patient.  Thus  we  became  the  crucifier  rath- 
er than  the  Saviour. 

Nature  is  kind  and  has  provided  certain  warn- 
ing signals  which  caution  the  wise  surgeon  to 

‘Presented  before  the  annual  meeting,  Nebraska  State  Medical 
Association.  Lincoln,  April  9,  1936. 


proceed  slowly.  Recognition  of  and  respect  for 
these  physiological  “danger  flares”  permit  the 
larger  thyroid  clinics  to  have  an  operative  mor- 
tality of  approximately  one  per  cent,  in  spite  of 
the  fact  that  their  reputation  compels  them  to 
operate  on  many  bad  risk  goiterons  individuals. 
Compare  this  with  the  general  thyroid  mortality 
rate  of  twelve  to  fifteen  per  cent ! Is  it  not  self- 
evident  that  paying  heed  to  those  physiological 
changes  which  denote  a special  “hazard”  appar- 
ently pays  good  dividends.  Naturally  we  are  in- 
terested in  knowing  what  these  danger  signals 
are  and  if  encountered  how  they  can  be  success- 
fully circumvented. 

1.  AGE  AS  A DANGER  SIGN 
One  of  the  first  things  to  consider  is  the  age 
of  the  patient  for  thyroid  dysfunctions  occurring 
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in  children  or  in  elderly  individuals  definitely  in- 
crease the  operative  hazard  and  special  regimen- 
tation is  essential  if  one  is  to  overcome  this  handi- 
cap. 

A.  CHILDREN 

Tn  children  the  onset  of  hyperthyroidism  is 
sudden,  its  course  rapid,  and  its  effect  very  devas- 
tating. An  extremely  rapid  pulse  soon  depletes 
the  cardiac  reserve ; the  pronounced  emotional  in- 
stability. particularly  when  combined  with  a high 
rate  of  metabolism,  produces  complete  physical 
exhaustion  and  collapse.  The  inability  of  the 
flighty  thyrotoxic  child  to  cooperate,  combined 
with  his  tremendous  emotional  activity,  quite 
naturally  defeats  any  conservative  medical  re- 
gime. Recently  I saw  a child  but  four  years  of 
age  who  presented  all  the  classical  symptoms  of 
a fulminating  hyperthyroidism,  in  fact  she  was 
on  the  verge  of  an  acute  thyroid  crisis.  A pulse 
rate  so  fast  that  it  could  not  be  counted,  a marked 
emaciation,  myocardial  failure,  hepatic  insuffi- 
ciency associated  with  jaundice,  and  a progres- 
sive exophthalmos,  all  te.stified  that  five  months 
of  absolute  bed  rest,  iodinization,  and  hyperali- 
mentation had  been  very  ineffective.  She  was  not 
referred  to  a surgeon  until  her  physical  store- 
house had  been  impoverished  and  then  she  was  a 
most  undesirable  surgical  risk.  Early  diagnosis 
and  prompt  surgical  intervention  are  paramount 
in  the  successful  treatment  of  juvenile  hyperthy- 
roidism. 

There  are  several  points  worthy  of  emphasis. 
First,  in  order  to  obtain  the  desired  preoperative 
results,  one  must  win  the  implicit  trust  and  con- 
fidence of  the  child.  Painstaking  and  tedious 
though  this  may  be,  it  is  the  only  way  of  effec- 
tively controlling  their  emotional  instability,  as 
sedation  is  notoriously  ineffective.  Secondly,  the 
tachycardia  does  not  materially  decrease  under 
treatment  so  one  is  forced  to  operate  in  the  pres- 
ence of  an  overburdened  myocardium.  Thirdly, 
it  is  well  to  remember  that  these  children  do  not 
tolerate  a general  anesthetic,  so  their  emotional 
and  psychic  reactions  are  curbed  with  a minimal 
but  amnesic  dose  of  avertin,  and  the  pain  is  con- 
trolled by  an  adequate  complemental  infiltration 
of  the  cervical  tissues  with  a one  per  cent  novo- 
caine  without  adrenalin.  Fourth,  these  thyrotoxic 
youngsters  have  a much  more  severe  postoper- 
ative reaction  than  do  adults  and,  therefore,  one 
must  accurately  estimate  their  physical  reserves 
and  not  overtax  their  recuperative  powers.  The 
surgeon  usually  errs  by  operating  before  the  child 
is  properly  prepared  and  again  in  removing  the 
entire  gland  at  one  time.  Crile  and  Dinsmore 
emphasize  the  value  of  multiple  stage  operations. 
They  insist  that  a trial  ligation  of  the  thyroid 


vessels,  followed  by  a single  lobectomy,  is  the 
method  of  choice.  After  removing  one  lobe  of 
the  toxic  gland,  the  child  is  sent  home  under 
strict  medical  supervision  for  a period  of  three 
months,  after  which  he  returns  for  the  final 
lobectomy.  Such  procedures  divide  the  operative 
burden  and  have  proved  very  effective.  I should 
like  to  sound  a warning  against  the  removal  of 
too  much  thyroid  tissue  in  these  children.  When 
one  recalls  that  thyroxin  is  essential  to  normal 
growth  and  maturation,  and  that  in  childhood 
hypothyroidism  leaves  cretinoid  stigmata,  then 
one  appreciates  the  necessity  of  leaving  sufficient 
thyroid  tissue  to  meet  the  metabolic  needs  of  the 
growing  body. 

B.  OLD  AGE 

Patients  over  fifty  years  of  age  are  definite 
operative  risks  and  the  older  the  individual,  the 
greater  the  danger.  Degenerative  changes  have 
already  reduced  the  functional  capacity  of  the 
myocardium,  the  liver,  the  brain,  the  kidneys 
and  the  lungs  to  a low  margin  of  safety.  Hyper- 
thyroidism soon  depletes  nature’s  protective  re- 
serves, thus  permitting  a postoperative  myocar- 
dial failure,  pneumonia,  delirium,  acidosis,  or 
renal  insufficiency  to  overcome  the  patient.  To 
complicate  matters,  these  patients  are  usually 
“iodine  fast”,  for  their  physicians  advise  opera- 
tive interference  only  when  a protracted  course  of 
lugolization  has  proved  ineffectual.  Indeed,  the 
surgical  hazard  is  great  in  these  aged  people,  but 
the  chance  of  recovery  without  radical  treatment 
is  nil.  It  is  frequently  surprising  to  see  how  a 
carefully  planned  regimentation  will  permit  these 
senile  physical  derelicts  to  withstand  a thyroidec- 
tomy and  thus  be  restored  to  a state  of  useful- 
ness. 

Such  therapeutic  adjuncts  as  bed  rest,  Lugol’s 
solution,  a high  caloric  diet  rich  in  vitamines,  pre- 
operative transfusions  of  whole  blood,  and  digi- 
talis if  indicated,  are  usually  sufficient  to  quell 
the  impending  thyroid  storm.  All  surgical  inter- 
vention is  postponed  until  the  patient  has  made 
the  maximum  therapeutic  response  to  the  above 
measures.  This  is  determined  by  a decrease  in 
the  pulse  rate,  an  improvement  of  the  myocar- 
dium, a subsidence  of  the  nervousness  and  an  in- 
crease in  weight.  The  surgeon  must  exercise 
sound  judgment  in  selecting  the  type  of  opera- 
tion to  be  employed.  As  a rule,  multiple  stage 
procedures  are  desirable  in  that  they  do  not  over- 
burden the  weakened  heart.  If  there  is  any  ques- 
tion about  the  ability  of  the  patient  to  withstand 
a thyroidectomy,  then  a trial  ligation  of  the  su- 
perior thyroid  vessels,  performed  under  local  an- 
esthesia, affords  an  excellent  test  procedure.  If 
there  is  but  a mild  reaction  following  this  small 
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surg-ical  insult,  then  a lobectomy  can  be  safely 
performed.  Due  to  the  fact  that  pneumonia  or 
cardiac  failure  may  follow  even  a mild  hyperthy- 
roidism, one  should  routinely  employ  a minimal 
amount  of  sedation,  utilize  postoperative  transfu- 
sions of  whole  blood,  place  the  patient  in  an  oxy- 
gen tent,  and  maintain  a positive  nutritional  bal- 
ance by  the  intravenous  administration  of  glucose 
solutions.  By  strictly  adhering  to  such  a regime, 
I have  been  able  to  remove  a large  bilateral  toxic 
adenoma  from  a woman  76  years  of  age.  She 
had  had  a severe  hyperthyroidism  for  more  than 
five  years,  associated  with  an  advanced  diabetes 
mellitus  and  a myocardial  decompensation  as  evi- 
denced by  a persisting  auricular  fibrillation,  a 
pulse  deficit  of  56  beats  per  minute,  a bilateral 
pleural  effusion,  ascites,  and  peripheral  edema. 
It  is  now  thirteen  months  since  her  thyroidectomy 
and  she  has  a completely  compensated  heart  with 
a normal  rhythm,  she  does  not  require  the  use  of 
insulin  and  she  does  her  own  housework.  Hence, 
patience,  thoroughness  and  a sympathetic  under- 
standing will  frequently  permit  us  to  untangle 
even  these  disheartening  thyroid  problems. 

2.  MYOCARDIUM 

Untreated  thyrotoxic  patients  invariably  die  a 
cardiac  death.  Hence  particular  attention  must 
be  paid  to  this  vulnerable  organ.  A sustained 
tachycardia  with  a throbbing,  pounding  pulse,  an 
auricular  fibrillation  or  a myocardial  decompen- 
sation are  danger  flares  that  are  worthy  of  atten- 
tion. Likewise,  a slow,  feeble,  weak  and  ineffec- 
tive cardiac  thrust  seen  in  patients  with  “burnt 
out  goiters”  signifies  a failing  heart.  All  opera- 
tive procedures  must  be  postponed  until  the  maxi- 
mum cardiac  compensation  has  been  obtained. 
This  is  determined  by  a definite  decrease  in  the 
pulse  rate  (children  seldom  give  this  desirable 
response)  ; by  improvement  in  the  tone  of  the 
heart  muscle ; by  a disappearance  of  any  edema 
and  in  many  instances  by  a return  of  the  normal 
cardiac  rhythm.  Shirer  has  demonstrated  that 
this  thyrocardiac  edema  is  caused  by  a definite 
reversal  of  the  serum  albumen  and  serum  globulin 
relationship  and  that  if  these  blood  proteins  are 
restored  to  their  nonnal  levels  the  edema  spon- 
taneously disappears.  This  can  be  accomplished 
by  prescribing  a high  protein  diet  and  administer- 
ing preoperative  transfusions  of  blood.  Not  only 
does  the  transfused  blood  contain  the  proper  pro- 
tein constituents,  but  it  also  supplies  an  increased 
number  of  red  blood  corpuscles  which  increases 
the  oxygen-carrying  capacity  of  the  blood  and 
permits  a better  oxygenation  of  the  body  tissues. 

Digitalis  is  never  used  preoperatively  unless 
there  is  some  evidence  of  myocardial  damage. 


There  is  no  truth  in  the  old  saying  that  “preoper- 
ative digitalization  minimizes  postoperative  car- 
diac failure.”  Multiple  stage  operations  find 
their  greatest  usefulness  in  those  patients  who 
have  a weakened  myocardium.  Immediately  fol- 
lowing the  lobectomy,  or  in  some  cases  a thy- 
roidectomy, these  bad  risk  subjects  are  placed  in 
an  oxygen  tent.  Experience  dictates  that  this 
procedure  very  definitely  minimizes  the  incidence 
of  cardiac  failure  and  postoperative  pneumonia. 
It  is  common  experience  to  see  these  dyspneic 
patients  struggling  for  their  breath,  immediately 
become  calm  and  drop  into  a restful  slumber  as 
soon  as  they  are  placed  in  an  atmosphere  of  re- 
frigerated oxygen.  Quinidine  sulphate  is  very 
effectual  in  establishing  a normal  cardiac  rhythm 
following  operation  but  I do  not  prescribe  its  use 
preoperatively,  for  invariably  the  thyroidectomy 
will  precipitate  a recurrence  of  the  fibrillation 
and  a second  attempt  to  establish  a normal 
rhythm  is  not  as  effective  as  was  the  first.  It  is 
also  of  the  utmost  importance  to  limit  the  activity 
of  all  thyrocardiac  patients  during  their  convales- 
cence, in  order  to  give  the  heart  an  adequate  per- 
iod in  which  to  recuperate.  Too  many  physicians 
feel  that  once  the  goiter  is  removed  these  patients 
are  cured,  but  unfortunately  such  is  not  the  case. 
All  too  frequently,  they  die,  one,  two  or  three 
months  following  the  thyroidectomy,  and  in  near- 
ly every  instance  unwise  and  injudicious  exercise 
or  work  has  precipitated  the  fatal  cardiac  col- 
lapse. Any  patient  having  myocardial  damage, 
should  be  placed  under  strict  medical  supervision 
for  at  least  eighteen  months,  and  periodical  ex- 
aminations should  be  made  every  three  months 
during  the  ensuing  three  years.  An  appreciation 
that  hyperthyroidism  is  both  a medical  and  sur- 
gical problem  aids  in  obtaining  the  cooperation 
that  is  essential  in  securing  good  results. 

3.  WEIGHT  LOSS 

The  amount  and  rapidity  of  weight  loss  are 
both  accurate  indicators  of  thyroid  activity.  A 
loss  of  more  than  one-fifth  to  one-third  of  the 
total  body  weight  is  a warning  sign  that  must 
be  heeded,  irregardless  of  age  or  sex.  It  means 
that  the  heart,  the  liver,  the  brain  and  all  the 
tissue  storehouses  have  been  robbed  of  their  re- 
serve supply  of  fuel  and  energy  and  that  the  pa- 
tient is  on  the  verge  of  a physical  collapse.  To 
overcome  this  handicap  the  furnace  must  be  lib- 
erally stoked  with  nutritious  foods  rich  in  vita- 
minic  and  mineral  content.  High  caloric  feed- 
ings are  given  every  two  hours  and  stimulating 
transfusions  of  whole  blood  have  proved  very 
effective.  Two  or  three  weeks  of  such  medical 
therapy  stops  the  excessive  destruction  of  body 
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tissues  and  not  infrequently  a gain  of  two  or 
three  pounds  in  weight  will  be  noted.  This  in- 
dicates that,  momentarily  at  least,  the  hyperthy- 
roidism is  being  controlled  and  this  is  the  opti- 
mum time  for  operative  intervention.  As  a rule, 
an  emaciated  thyrotoxic  patient  is  an  admirable 
candidate  for  multiple  stage  operations,  particu- 
larly for  lobectomies.  During  the  three-month 


Fig.  1. 

Fig.  1.  A.  K..  age  48 : A severe  hyperthyroidism  for  11 
months  ; a loss  of  85  lbs.  of  weight : an  auricular  fibrillation  ; a 
pulse  rate  of  165  ; and  a B.  M.  R.  of  plus  68%  all  signify  a bad 
surgical  risk.  After  3 weeks  of  preparation  a right  lobectomy 
was  done,  the  patient  returned  3 months  later  for  the  final  lob- 
ectomy. He  made  a very  excellent  response  to  these  multiple 
stage  operations. 

interim  between  lobectomies,  the  patient  frequent- 
ly gains  from  thirty  to  fifty  pounds  in  weight 
and  the  final  operation  proves  to  be  a very  trivial 
experience. 

4.  THE  BASAL  METABOLIC  RATE:  IS  IT  A 
WARNING  SIGNAL? 

The  basal  metabolic  rate  is  a valuable  guide 
in  determining  the  severity  of  a thyrotoxicosis 
but  like  all  laboratory  procedures  it  is  not  in- 
fallible. This  mechanistic  speedometer  may  not 
accurately  measure  the  speed  at  which  the  bodily 
functions  are  traveling.  I have  seen  several  pa- 
tients with  severe  hyperthyroidism  who  have  had 
a normal,  and  in  one  instance,  a subnormal  meta- 
bolic rate.  This  can  occur  in  individuals  with  a 
“burnt  out  goiter”  or  in  elderly  patients  who  are 
unable  to  accelerate  their  metabolic  processes. 
Likewise,  an  individual  may  have  a simple  non- 
toxic adenomatous  goiter  associated  with  an  un- 
stable sympathetic  nervous  system,  with  a neuro- 
circulatory  asthenia,  with  acute  maniacal  psy- 
chosis, or  an  active  tuberculosis,  and  have  an 
elevated  basal  metabolic  reading  without  having 


any  hyperthyroidism.  Nor  does  the  metabolic 
determination  estimate  the  degree  of  cardiac 
damage.  It  does  not  detect  an  existing  auricular 
fibrillation,  or  determine  the  weight  loss,  or  even 
prognosticate  the  impending  thyroid  crisis.  The 
surgeon,  therefore,  who  uses  the  basal  metabolic 
rate  as  the  sole  criterion  for  operation  is  sooner 
or  later  going  to  experience  a catastrophe.  The 
basal  metabolic  rate  is  reliable  only  when  it  coin- 
cides with  all  other  clinical  signs  and  findings. 

I do  not  wish,  however,  to  deprecate  the  value 
of  metabolic  determinations  for  they  have  definite 
prognostic  value.  If  a patient  has  an  unusually 
high  reading,  or  if  the  rate  increases  while  the 
patient  is  under  treatment,  then  conservative  sur- 
gical manipulations  are  indicated.  If  the  meta- 
bolic rate  gradually  decreases,  then  the  hyperthy- 
roidism is  being  effectively  controlled  and  one 
can  anticipate  an  uneventful  convalescence. 

5.  ASSOCIATED  DANGER  SIGNS 

Patients  having  a severe  hyperthyroidism  as- 
sociated with  nausea,  vomiting,  and  diarrhea  are 
extremely  bad  risk  subjects  and  many  of  them 
die  before  surgical  intervention  is  possible.  It 
is  extremely  significant  that  over  a five  year 
period  at  the  Cleveland  Clinic,  I saw  more  pa- 


FiK.  2. 

Fig.  2.  W.  B.,  age  57 : A diabetic  patient  with  a severe  hyper- 
thyroidism for  2Vi>  years:  an  auricular  fibrillation;  a pulsus 
deficit  of  45  ; a basal  metabolism  of  plus  86%  ; and  a myocardial 
decompensation  indicate  a bad  risk  patient.  Three  courses  of 
x-ray  therapy  had  been  unable  to  control  the  hyperthyroidism. 
After  4 weeks  of  intensive  medical  therapy  he  was  able  to  with- 
stand a subtotal  thyroidectomy  from  which  he  made  a satisfac- 
tory convalescence.  Again  conservatism  paid. 

tients  die  from  severe  hyperthyroidism  before 
they  could  be  prepared  for  operation  than  follow- 
ing surgical  procedures.  Likewise,  psychic 
changes  such  as  delirium,  melancholia,  and  mania 
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portend  a fatal  outcome.  If  these  mental  aber- 
rations persist  longer  than  72  hours,  then  fully 
65  per  cent  of  them  will  die.  When  one  en- 
counters these  fulminating  thyroid  stonns,  im- 
mediate and  drastic  therapy  is  indicated.  Large 
doses  of  morphine  control  the  neurogenic  exci- 
tation ; iodine  is  given  intravenously  to  arrest  the 
hyperthyroidism ; concentrated  food  and  glucose 
solutions  provide  the  body  with  building  material 
and  energy ; transfusions  of  whole  blood  supply 
normal  thyroxin  and  aids  the  oxertaxed  heart 
to  oxygenate  the  tissues ; oxygen  and  digitalis 
are  prescribed  to  ease  the  cardiac  burden.  In 
only  50  per  cent  of  such  cases  will  this  inten- 
sive therapy  be  able  to  quell  the  thyroid  storm. 
If  the  patient  does  not  respond  to  this  medical 
therapy  then  a ligation  of  the  thyroid  vessels 
performed  under  local  anesthesia  may  be  a life 
saver.  Even  though  the  patient  makes  a satis- 
factory response  to  the  medical  treatment,  a lo- 
bectomy is  preferred  to  a thyroidectomy  for  the 
latter  may  precipitate  a postoperative  thyroid 
crisis. 


Such  associated  diseases  as  diabetes  mellitus, 
chronic  nephritis,  hypertension,  or  tuberculosis 
require  special  regimentation  and  particularly 
call  for  the  divided  operations.  Hyperthyroid- 
ism complicated  by  pregnancy  or  associated  with 
an  intrathoracic  goiter  likewise  demands  caution 
and  conservatism. 

I do  not  wish  to  leave  the  impression  that 
multiple  stage  operations  such  as  lobectomies 
should  replace  thyroidectomies.  In  fully  90  per 
cent  of  all  cases  of  thyrotoxicosis,  a subtotal  thy- 
roidectomy can  be  performed  at  one  time.  How- 
ever, these  divided  operations  have  a very  def- 
inite place  in  the  treatment  of  bad  risk  hyperthy- 
roid patients.  The  surest  preventatives  against 
postoperative  complications  are  carefully  planned 
preoperative  preparation  and  conservative  sur- 
gery. Hyperthyroidism  occurring  in  children  or 
elderly  individuals,  or  hyperthyroidism  associat- 
ed with  a failing  myocardium,  a loss  of  more  than 
one-third  of  the  body’s  weight,  or  a severe  thy- 
rotoxicosis calls  for  special  conservative  therapy. 


L.\TE  RESULTS  OF  HEAD  INJURIES* 

K.  S.  J.  HOHLEN,  M.  D.,  F.  A.  C.  S., 
Lincoln 


Due  to  our  modern  machine  age,  especially  that 
of  transportation  on  land  and  in  the  air,  the  num- 
ber of  head  injuries  are  increasing  by  leaps  and 
bounds.  These  recent  cranial  injuries  are  being 
treated  generally  by  good  logical  treatment  as  far 
as  life  is  concerned,  but  this  is  not  enough  and 
every  effort  should  be  made  to  restore  the  pa- 
tient’s condition  as  close  to  normal  as  possible, 
both  mentally  and  physically.  Nevertheless,  there 
is  a large  residue  of  patients  with  a train  of 
symptoms  from  mild  headaches,  dizziness,  to  the 
more  severe  type  of  convulsions.  The  largest 
per  cent  of  this  large  post-traumatic  residue  are 
the  ambulatory  type  complaining  of  the  milder 
symptoms  such  as : 

Headache. 

Fati^e. 

Vertigo. 

Forgetfulness,  etc. 

Slowing  up  of  mental  faculties. 

It  is  this  class  of  cases,  when  consulting  the 
physician,  that  is  put  down  as  a post  traumatic 
neurotic,  or  a neurosthenetic,  the  same  as  in  years 
gone  by  we  had  a traumatic  spine  neurotic  and 
most  often  considered  as  a malingerer,  or  that 
his  condition  is  due  to  a gross  brain  lesion  at  the 
time  of  injury  and  that  the  patient  should  be 

♦Read  before  The  Missouri  Pacific  Hospital  Association, 
Omaha,  January,  1936,  and  Lancaster  County  Medical  Associa- 
tion, May,  1936. 


glad  that  he  is  alive.  It  is  a matter  of  belief  that 
is  rather  common  among  the  laity  and  even  some 
of  our  medical  profession,  that  once  a fracture 
of  skull,  the  patient  is  never  the  same  again  men- 
tally and  physically.  However,  this  should  not 
hold  true  for  the  aforesaid  class. 

An  essential  symptom  of  traumatic  affection  of 
the  brain  and  its  coverings,  is  headache.  Pri- 
marily it  first  starts  with  almost  every  concussion 
and  usually  is  the  first  symptom  of  contusion, 
even  these  two  are  not  necessary,  but  the  head- 
ache may  be  caused  by  pain  receptors  in  the  cov- 
erings of  the  brain.  Not  all  brain  injuries  lead 
to  headaches. 

The  second  source  of  headache  are  the  sec- 
ondary factors  following  traumatism  of  the  brain, 
such  as  epidural,  subdural,  meningeal  intracere- 
bral and  intraventricular  hemorrhages,  simple 
traumatic  inflammation  of  the  brain,  and  brain 
abscess  and  an  occasional  depressed  fracture. 

The  above  mentioned  conditions,  regardless 
of  how  well  they  are  treated  primarily,  are  pro- 
ducers of  inflammatory  changes  in  the  coverings 
and  the  brain  itself,  leading  finally  to  the  terminal 
stage  of  all  inflammatory  stages,  connective  tis- 
sue, formation,  cicatrization. 

Due  to  the  stimulating  and  enthusiastic  work  of 
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the  pioneer  neurologists  and  neurosurgeons,  in 
studying  and  investigating  the  anatomy  and  phys- 
iology of  the  brain  and  its  covering,  it  was  dis- 
covered that  the  cranial  cavity  (not  forgetting  the 
spinal  canal),  had  a circulation  of  its  own,  “The 
Third  Circulation  of  Cushing.”  Named  after  our 
distinguished  neurosurgeon.  With  the  few  that 


Case  1.  Case  2. 

Case  1.  C.  G.  Injured  11  years  ago,  falling  from  hammock 
onto  steel  deck  on  war  vessel.  Symptoms  began  with  loss  of 
memory,  finally  severe  convulsions.  Encephalographic  studies 
show  marked  bilateral  cortical  atrophy,  beginning  external 
hydrocephalus. 

Case  1.  M.  S.  An  example  of  birth  injury.  Left-sided  spas- 
tic hemiplegia  with  marked  atrophy  and  shortening  since  birth. 
At  age  of  17  years  had  first  convulsion.  Encephalographic 
studies  show  ventricle  pulled  up  toward  the  cortex  on  the  oppo- 
site side.  Shadow  is  rather  light. 

would  argue  whether  it  is  circulation  or  not,  let 
us  then  state  that  we  have  a physiologic  process 
of  secretion  of  cerebrospinal  fluid  ( furnished  by 
the  blood  stream)  which  passes  through  the  ven- 
tricular passageways,  bathing  the  cortex,  and  is 
absorbed  by  being  taken  back  into  the  blood 


Case  3. 

Case  3.  J.  J.  Struck  by  hit  and  run  driver.  Unconscious, 
right-sided  hemiplegia.  Total  unconsciousness  3 weeks,  partially 
unconscious  for  three  more  weeks.  End  result,  clearing  up  of 
hemiplegia,  residual  mental  disturbance  and  speech  defect  with 
convulsions.  Encephalographic  studies  nine  months  later.  A.P. 
and  lateral  views  show  a marked  dilatation  of  the  lateral  ven- 
tricles, an  absence  of  air  markings,  especially  over  the  cortex 
and  frontal  regions,  due  to  an  arachnoiditis. 

stream.  Since  it  has  been  generally  accepted  that 
there  is  a circulation,  or  a physiological  process 
that  is  continuous,  is  it  not  logical  to  accept  that 
traumatic  inflammatory  changes  may  cause  dam- 
age to  this  circulatory  system? 


It  is  this  terminal  stage  of  the  traumatic  in- 
flammatory changes  that  bring  to  us  the  class  of 
patients  first  mentioned.  What  is  the  result  of 
this  circulatory  disturbance?  It  may  cause  ab- 
struction  in  the  normal  passageways,  thus  causing 


Case  4. 

Case  4.  F.  R.  Struck  by  automobile,  fractured  skull.  In 
hospital  five  weeks,  discharged  by  attending  physician  with  un- 
favorable prognosis.  Encephalography,  two  years  later,  reveal  a 
marked  dilatation  of  the  ventricles  in  the  A.P.  and  lateral  views, 
absence  of  cortical  markings,  and  beginning  internal  hydro- 
cephalus. 

stasis.  It  may  cause  damage  to  the  absorptive 
apparatus,  causing  an  accumulation  of  fluid.  Re- 
membering that  the  secretion  of  fluid  continues 
regardless,  as  long  as  there  is  life,  and  further- 
more, that  this  takes  place  within  the  cranial  box, 
which  is  non-expansible  and  non-elastic  in  the 
adult,  it  is  obvious  what  must  happen.  The  in- 
tracranial pressure  is  increased  and  at  the  ex- 


Case  5.  Case  6. 

Case  5.  N.  M.  Struck  on  head  by  falling  coal.  Unconscious 
for  short  period.  Chief  complaint  was  headache  and  generalized 
weakness.  Encephalographic  studies  show  marked  increased 
intracranial  pressure  with  an  asymmetry  of  lateral  ventricles  in 
the  A.P.  views,  and  a beginning  cortical  atrophy,  especially  on 
the  left. 

Case  6.  R.  D.  Fell  from  ladder  striking  head  on  tile  floor. 
Unconscious.  X-ray  revealed  no  fracture  of  the  skull.  Two  days 
later,  convulsions.  Operation  revealed  lacerated  cortex  on  right. 
Patient  well  for  2 years.  Then  occasional  convulsions  appeared. 
Encephalographic  studies  show  right  ventricle  pulled  toward  the 
cortex  at  site  of  former  injury. 

pensc  of  the  l^rain  cells  we  have  a beginning  of 
some  form  of  hydrocephalus,  depending  upon  the 
location  of  the  causative  lesion  or  atrophy  of  the 
cerebral  tissue  results.  It  therefore,  stands  to 
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reason,  that  if  this  intracranial  pressure  becomes 
great  enough,  a multitude  and  variety  of  symp- 
toms may  arise.  The  most  prominent  of  these 
is  headache. 

In  those  cases  where  the  trauma  was  more  se- 
vere, and  brain  substance  was  injured,  cicatricral 
contraction  may  cause  pull  enough  to  set  off  a 
convulsion.  There  are  some  that  believe  that 
even  the  accumulation  of  fluid  in  cerebral  atro- 
phy, may  cause  convulsions  because  of  the  fluid 
containing  a noxious  substance.  In  this  connec- 
tion. it  is  my  personal  belief  that  the  same  physio- 
pathological  changes  take  place  following  birth 
injuries  and  infective  processes  of  the  brain  and 
its  coverings  as  from  trauma.  The  end  results  of 
all  inflammatory  processes  are  the  same.  There- 
fore. we  may  have  same  type  of  symptomology. 

Xow,  the  question  arises,  can  anything  be  done 
for  this  class  of  cases? 

1.  Earlier  and  better  diagnosis  should  be  at- 
tempted with  rational  treatment  of  acute  head  in- 
juries, be  the  injury  ever  so  mild.  All  acute  cases 
should  be  under  observation  for  at  least  year. 

2.  In  my  opinion,  it  is  the  duty  of  the  phy- 
sician to  make  a complete  neurological  examina- 
tion. including  an  opthalmic  e.xamination,  in  every 
case  presenting  himself  with  a history  of  having 
previously  had  an  injury.  INIany  of  these  cases 
present  no  focal  or  localizing  symptoms  and  it 
is  therefore  advisable  to  make  or  have  made  an 
Encephalographic  study  for  the  purpose  of : 

1.  Measuring'  intracranial  pressure. 

2.  Visualizing  brain,  showing: 

a.  Fluid  passageways. 

b.  Distortion  or  dilatation  of  ventricles. 

c.  Cerebral  atrophy. 


d.  Scarring. 

e.  Cysts. 

f.  Organized  hemon'hages. 

g.  Occasionally  a depressed  fracture,  etc. 

It  is  surprising  the  relief  that  is  afforded  some 
of  these  patients  complaining  of  headache  and 
associated  symptoms,  where  the  encephalographic 
studies  show  an  early  beginning  hydrocephalus 
or  cerebral  atrophy  and  nothing  else,  by  the  cus- 
tomary subtemporal  decompression.  This  sub- 
temporal osseous  opening  must  be  large  and  the 
dura  opened.  Of  course,  those  cases  of  long 
standing  where  there  is  a marked  cerebral  atro- 
phy, with  mental  changes,  due  to  continued  long 
pressure  which  has  been  compensated  for  by  the 
atrophy,  are  cases  that  will  not  be  benefited  by 
any  procedure.  At  least  it  has  not  been  estab- 
lished that  brain  cells  regenerate. 

In  those  cases  where  the  fluid  accumulates  in 
the  basal  cisterns  or  even  in  the  ventricles,  the 
suboccipital  decompression  is  the  operation  of 
choice.  Cases  showing  cortical  scarring  or  local- 
ized cysts  are  best  treated  by  osteoplastic  flaps  and 
the  cortex  explored.  Cysts  can  be  evacuated,  ad- 
hesions broken  up.  In  convulsive  cases,  the  scar 
should  be  localized  by  encephalographic  study, 
and  if  this  is  not  possible,  the  cortex  should  be 
electrically  stimulated  in  an  effort  to  locate  the 
area  that  contains  the  focus.  It  is  advisable  that 
the  scar  and  areas  involved  be  freely  excised  if 
possible,  after  the  method  of  Eoerster. 

I realize  that  not  100%  can  be  completely  re- 
lieved. but  if  only  o%  get  relief  the  effort  is 
worthwhile.  Something  is  being  attempted  which 
may  aid  the  progress  and  advancement  of  the 
treatment  of  late  conditions  after  injury. 


SHORT-WAVE  DIATHERMY  TREAT^IENT  OE 
CHROXIC  SINUSITIS 

OLIVER  C.  NICKUM,  M.  D„ 

From  University  of  Nebraska  College  of  Medicine, 
Omaha 


The  number  of  articles  appearing  in  the  lay 
press  on  the  subject  of  the  common  cold  is  con- 
tinually increasing,  and  all  include  the  theme 
that  the  medical  profession  is  at  a loss  for  a 
proper  procedure.  Those  inclined  to  statistics  are 
fond  of  showing  the  enormous  loss  to  industry 
in  time  taken  from  production,  while  others  go 
so  far  in  their  approach  to  therapeutic  nihilism 
as  to  suggest  a dozen  handkerchiefs  as  being  the 
sole  effective  measure.  In  the  final  analysis  our 
own  advice  has  seemed  to  be  as  much  dependent 
on  the  physician's  enthusiasm  for  its  effect  as 


on  any  inherent  virtues  in  the  various  metliods 
recommended. 

It  is  fairly  generally  agreed  that  a pan-sinusi- 
tis accompanies  each  common  cold  and  may  per- 
sist as  a complication  ; thus  paving  the  way  for 
greater  susceptibility  or  actually  causing  subse- 
quent infections;  which  in  turn  aggravate  the 
sinusitis.  When  we  later  say  that  sinus  infec- 
tion may  be  the  focus  for  otitis  media,  pneu- 
monia, bronchiectasis,  jiyelitis,  cholecystitis, 
nephritis,  arthritis,  etc.,  the  layman  may  justly 
wonder  why  we  as  internists  may  treat  the  com- 
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mon  cold,  refer  the  responsibility  of  care  for  its 
sequelae  to  the  nose  and  throat  specialist  and  do 
not  again  come  into  the  picture  until  secondary 
foci  appear.  Pathologic  studies  of  infected  sinus 
membrane  show  bacteria  implanted  through  to 
and  even  in  the  periosteal  lining,  which  finding 
is  sufficient  expression  of  the  futility  of  drain- 
age, suction  and  antiseptic  spraying.  We  should 
not  have  demanded  more  of  the  specialist  than 
the  application  of  the  first  principle  of  surgery 
or  the  drainage  of  abscesses.  The  chronic  stages 
have  a similarity  to  tuberculosis  in  the'  need  for 
being  studied  from  many  angles. 

The  purpose  of  this  paper  is  to  show  that 
short  wave  therapy  is  an  effective  procedure 
in  the  treatment  of  chronic  sinusitis  and  to 
draw  what  conclusions  seem  justified  from 
forty-five  cases  so  treated.  The  type  of  ma- 
chine used  was  that  fixed  at  a nine  meter  wave 
length  using  air  spaced  electrodes,  with  the 
dosage  as  to  length  of  treatment  and  interval 
between  determined  by  the  patient’s  tolerance. 
This  later  was  evident  by  the  extent  of  reaction 
from  over-treating  several  of  the  first  cases.  Re- 
actions were  manifest  locally  by  extreme  dryness 
and  epistaxis  and  generally  by  an  accentuation 
of  symptoms  from  secondary  foci  comparable  to 
that  following  tonsillectomy  after  quinsy  or  t’le 
extraction  of  abscessed  teeth.  Several  cases  not 
aware  previously  of  foci  complications  respond- 
ed with  arthritic  areas  intense  enough  so  that 
treatment  had  to  be  discontinued  until  they 
could  be  relieved.  In  several  this  was  observed 
more  than  once.  With  experience  it  was  pos- 
sible to  regulate  this  reaction  to  gain  the  results 
of  an  autogenous  vaccine  with  the  possibility 
of  adding  whatever  effect  might  be  gained  by 
managing  filtrable  virus  along  with  bacteria.  No 
attempt  was  made  to  determine  bacterial  pre- 
dominance as  the  intention  to  treat  to  tolerance 
would  do  all  that  could  be  done  therapeutically 
in  covering  the  range  of  thermal  death  points  of 
a mixed  infection.  Although  recordings  of  102 
could  be  obtained  with  a thermometer  in  the 
mouth  the  continual  cooling  action  of  respiration 
would  prevent  cumulative  temperature  increase 
except  possibly  in  cavities  with  closed  ostia.  The 
temperature  with  the  condensor  field  circuit 
dropped  when  the  machine  was  turned  off.  From 
previous  experience  with  long  wave  diathermy 
and  from  the  manufacturers  reports  on  short 
wave  current  heat  production  at  considerable 
depth  in  more  homogeneous  areas,  it  is  reason- 
able to  conclude  that  greater  heat  could  h-e';  ob- 
tained nearest  the  boiiA^  walls  of  c-Wities  than  !■; 
was  possible  to  estimate  fromNnou'tli  tem])era- 


tures.  Experience  with  hot  moist  dressings  on 
accessible  areas  and  heat  utilization  in  general 
make  increased  phagocytic  action  and  better 
lymphatic  drainage  the  understandable  results 
of  ultra  short  wave  therapy  action,  whether 
actual  bacterial  death  from  heat  is  a factor  or 
not. 

The  cases  covered  an  age  range  from  thirteen 
to  sixty-five ; the  continuation  of  symptoms  trom 
a few  months  to  as  long  as  fifteen  years  and  the 
exhibition  of  sequelae  from  focal  infection  was 
fairly  complete.  The  majority  had  been  treated 
by  other  means,  some  conservatively  and  some 
more  radically  so  there  was  more  than  one  opin- 
ion as  to  the  existence  of  sinus  trouble.  Before 
and  after  x-rays  were  not  made  so  this  report 
lacks  the  value  that  progress  so  measured  would 
give  it.  Fifteen  treatments  was  set  as  a mini- 
mum and  a number  of  cases  were  given  as  many 
as  fifty.  Several  medical  students  and  doctors 
were  invited  to  accept  treatments  in  order  to 
add  a more  critical  gToup.  The  decision  as  to 
recovery  aside  from  the  decrease  in  subjective 
complaints  was  the  clearing  of  inflammatory  ap- 
pearance of  the  nasal  and  post-pharyngeal 
mucosa  and  the  ear  drums.  The  gradual  de- 
crease in  post-nasal  drip  and  its  change  from 
a thick  tenacious  type  to  a clear  watery  form 
and  stopping  was  suggested  to  the  patient  as  a 
guide  to  progress.  An  oily  spray  with  one  per 
cent  ephedrine  was  used  before  treatments,  pos- 
tural drainage  by  bed  elevation  was  advised  to 
all  and  where  there  were  no  contra-indications 
potassium  iodide  was  given.  There  was  both 
subjective  and  objective  response  in  all  cases  of 
a nature  that  indicated  favorable  progress 
toward  a restoration  of  functioning  epithelium 
Experimental  work  with  dusts  and  studies  on 
silicos's  have  shown  cilia  function  to  be  the  most 
important  factor  in  nasal  health ; the  barrier  to 
invasion  being  ciliated  columnar  epithelial  cells. 
Clinical  evidence  of  their  regeneration  could  be 
measured  by  the  unusual  freedom  from  trouble 
in  this  group  in  contrast  to  others  in  their  famil- 
ies not  similarly  treated  during  the  high  inci- 
dence of  “common  colds”  the  past  six  months. 
Some  who  for  years  had  responded  to  exogen- 
ous infections  by  dry  burning  membranes  and 
early  systemic  symptoms  had  a return  of  the 
typical  picture  of  acute  coryza  with  short  con- 
valescence which  was  taken  to  be  evidence  of  a 
restoration  of  .secretory  defense.  Others  who 
Jiad  “always  had  their  share  of  the  family’s 
'cold’  na^ne  through  one  such  exposure  unaf- 
fected'! ‘'Also 'in  this  group  were  eight  cases  who 
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could  be  persuaded  that  when  they  did  feel 
symptoms  of  a cold,  to  come  in  during  the  first 
few  hours  and  begin  treatment,  which  plan 
demonstrated  the  efficacy  of  the  method  in 
bringing  about  early  resolution.  Three  cases  of 
quinsy  also  treated  by  short  wave  were  ready  for 
incision  at  least  forty-eight  hours  sooner  than 
they  would  have  been  by  external  hot  packs. 
Eight  cases  do  not  offer  much  of  a base  but  the 
uniformity  of  response  suggests  the  importance 
of  such  treatment  from  a preventative  standpoint 
as  the  less  time  the  congestion  remains  the 
quicker  ciliary  response  will  be  restored  and  the 
less  invasion  of  mucosa  will  result.  Without 
several  days  of  na.sal  obstruction  the  alternating 
positive,  and  negative  pressure  which  respiration 
creates  in  the  sinuses  can  go  on.  Benzedrine  will 
open  up  the  nasal  cavity  with  a fleeting  action 
but  the  clearing  during  an  acute  coryza  from 
short  wave  diathermy  while  not  so  marked 
definitely  lasted  longer  and  remembering  that 
phagocytic  action  could  be  thereby  increased 
seems  to  be  more  aid  to  physiological  response 
than  vaso-constriction. 

In  conclusion  ultra  short-wave  therapy  in 
sinus  infection  has  the  property  of  producing 
heat  to  tolerance  plus  the  effects  of  increased 
phagocytic  action  and  lymphatic  drainage.  Local 
sinus  treatment  in  any  form'  should  accomplish 
shrinkage  of  the  membrane  to  promote  drain- 
age ; the  destruction  of  pathogenic  bacteria  and 
stimulate  restoration  of  function.  All  cases  in 
this  group  showed  symptomatic  improvement 
with  the  added  factor  that  the  flare-ups  in  sec- 
ondary foci  are  evidence  of  more  than  sympto- 
matic response.  The  accomplishment  has  less 


associated  trauma  than  other  methods.  This  is 
intended  only  as  a preliminary  report  but  it  is 
expected  that  further  usage  will  develop  a clas- 
sification of  the  pathology  similar  to  tubercu- 
losis with  the  consideration  of  minimal,  moder- 
ately advanced  and  far  advanced  types  requiring 
a sunilar  reserve  in  making  a determination  of 
apparentlv  arrested  cases.  However  there  are 
more  points  of  reasonableness  about  fever 
therapy  and  better  results  than  any  other  method 
has  offered. 

The  following  case  is  described  because  of 
the  extensive  consideration  given  it  in  clinic  be- 
fore the  Mid-West  Society  meeting  in  1935: 

R.  T.,  agre  14,  first  seen  three  years  ago  because  of 
polyps  protruding  from  anterior  nares — history  of 
nasal  obstruction  from  the  age  of  two — tonsillectomy 
and  adenoidectomy  at  3 with  some  benefit — x-rays 
showed  a pan-sinusiti.s — surgical  removal  of  polyps 
and  local  treatments  resulted  favorably  for  a time — 
patient  failed  to>  return  until  one  year  later  when  the 
picture  was  the  same  as  on  first  examination  polyps 
recurring  bilaterally  and  completely — the  second  work 
was  done  by  a combination  of  surgery,  radium  and 
x-ray,  again  making  nasal  breathing  and  free  drainage 
possible.  Six  months  later  recurrence  was  complete 
enough  to  occlude  both  nares — this  was  the  status  of 
the  case  when  presented  to  the  meeting  and  the  deci- 
sion to  do  radical  clearing  out  of  all  sinuses  was  made 
— ^with  the  agreement  of  the  nose  and  throat  man, 
and  the  parents  daily  diathermy  treatments  were 
begun  in  .January — radical  work  to  be  resorted  to  in 
the  event  of  failure — in  spite  of  a lobar  pneumonia  in 
December  aggravating  the  bronchiectasis  progress  has 
been  favorable  under  fever  therapy  given  thirty  min- 
utes daily  for  the  first  two  months  and  three  times 
weekly  since — the  polyps  were  removed  by  electro- 
coagulation in  about  10  sittings — postural  drainage  by 
bed  elevation  was  begun  and  absolute  bed  rest  for 
two  months  adhered  to — at  the  present  the  post-nasal 
drip  is  about  20%  what  it  was — the  nose  has  decreased 
at  the  base — a definite  gain  in  weight  and  appearance 
was  made — and  all  considered  progress  has  been 
moie  complete  tt'an  at  any  time  previously. 
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For  many  years,  the  various  anemias  of  in- 
fancy remained  in  a rather  static  state,  but  with 
the  general  revival  of  interest  in  diseases  of  the 
blood,  the  multiple  etiological  factors,  the  prob- 
lems of  classification,  and  the  question  of  treat- 
ment of  these  anenras  have  been  gradually  un- 
folded for  the  practical  use  of  both  the  pediatri- 
cian and  the  general  physician.  In  order  to  ade- 
quately discuss  the  various  clinical  forms  of 
anemia,  it  will  first  be  necessary  to  focus  our 
attention  on  the  blood  activities  of  the  iTOrhinl, 
full-term  infant.  * ' 


THE  “PHYSIOLOGICAL"  ANEMIA 
It  is  not  unusual  at  birth  to  find  the  hemo- 
globin 120  per  cent  and  the  erythrocytes  num- 
bering six  to  seven  million.  This  apparent  poly- 
cythemia is  due  to  the  anoxemia  of  intra-uterine 
life.  With  birth,  the  infant  is  subjected  to  the  in- 
creased oxygen  tension  of  atmospheric  air,  and. 
as  there  is  no  further  need  for  the  large  number 
of  circulating  red  cells,  hemolysis  begins  to  take 
;pJla!:te\^yith. resultant  increase  in  bilirubinemia  and 
tile  ^.f'.pfeartnjce'  cf  the  physiological  jaundice  of 
the  new  born '(.'Cterus  neonatorum).  During  the 
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: first  eight  to  ten  weeks  of  life,  this  rapid  decline 
in  both  hemoglobin  and  red  cells  occur  in  all  in- 
, ■ fants  whether  full  term  or  premature;  born  nat- 
j urally  or  by  Cesarian  section ; whether  breast  or 
bottle  fed^^C  As  a result  of  the  physiological 
break  down  of  the  red  cells  of  the  infant,  the 
hemoglobin  is  split  into  bilirubin  and  an  iron-con- 
taining fragment.  The  iron  is  stored  as  hemo- 
sideran  in  the  liver  and  spleen,  and  this  reserve 
is  highest  from  the  first  to  tenth  week.  A nor- 
mal infant  possesses  five  times  as  much  iron  per 
gram  of  body  weight  as  do  adults The  rapid 
growth  of  the  infant  during  the  first  year  de- 
mands a like  increase  in  new  blood  cells  and 
blood  volume,  and  the  highly  active  bone  mar- 
row must  draw  from  these  iron  reserves  of  the 
infant  as  a source  for  hemoglobin  formation. 
Usually  about  the  fourth  month,  the  infant’s  re- 
serve is  depleted  and  blood  formation  must  await 
the  addition  of  iron  from  the  mixed  diet.  At 
this  time,  the  hemoglobin  is  found  at  about  the 
level  of  70  per  cent;  the  number  of  erythrocytes 
average  about  five  million^^^ At  birth  and 
during  the  first  few  weeks,  the  red  cells  are 
larger  than  normal  (macrocytes),  hyperchromic, 
and  more  fragile  to  hypotonic  salt  solution  than 
the  adult^^C  Nucleated  red  cells  are  normally 
present  the  first  week.  The  reticulocytes  may  be 
as  high  as  8-10  per  cent  at  birth,  but  fall  rapidly 
during  the  first  ten  days^^C  The  prophylactic 
administration  of  iron  to  infants  during  the  first 
two  months,  does  not  prevent  or  alter  the  occur- 
rence of  the  “physiological”  anemia. 

THE  ANEMIA  OF  PREMATURITY 

The  more  premature  the  infant,  and  the  lower 
his  birthweight,  the  more  severe  the  anemia  that 
is  likely  to  develop^'^h  Born  with  a slightly  high- 
er count  than  the  full-term  infant,  the  healthy 
premature  baby  develops  the  same  “physiologi- 
cal” anemia,  differing  only  in  that  the  fall  in 
hemoglobin  is  greater  (averaging  45-55  per  cent), 
and  the  reduction  of  the  red  cells  are  more  rapid 
and  prolonged  (averaging  2-3  million)  in  the  8th 
to  12th  week.  The  blood  findings  are  practically 
the  same  as  that  of  the  normal  infant  except  that 
nucleated  red  cells  and  polychromia  are  more  pro- 
nounced. Usually  at  6-8  months  of  age,  the 
blood  count  of  the  premature  has  reached  that 
of  the  full-term  infant^^B 

The  change  in  oxygen  tension  and  the  in- 
creased hemolysis  after  birth  of  the  fragile,  in- 
mature  red  cells  accounts  for  the  anemia  of  the 
normal,  full-term  baby,  but  additional  etiological 
factors  such  as  a functional  insufficiency  of  an 
imperfectly  developed  hematopoietic  system,  and 


the  greater  demand  on  this  system  by  the  more 
rapidly  growing  premature  baby  probably  ac- 
counts for  the  more  pronounced  anemia^^h 

Though  intense  waxy  pallor  may  be  present, 
the  appetite  and  general  well  being  of  these  in- 
fants are  usually  not  impaired.  The  treatment 
of  the  anemia  of  premature  infants  has  received 
a great  deal  of  attention.  Most  clinicians  agree 
that  the  anemia  can  not  be  wholly  prevented. 
As  Josephs^®^  concludes,  little  can  be  expected 
from  the  prophylactic  administration  of  iron,  cop- 
per, or  liver  extract.  MacKay^^*^)  is  in  agree- 
ment and  has  further  observed  no  influence  on 
the  development  of  the  anemia  by  the  early  use 
of  intramuscular  injections  of  human  blood. 
However,  Merrit  and  Davidson^^^^  feel  that  ev- 
en though  the  anemia  of  prematurity  can  not  be 
entirely  prevented,  its  severity  may  be  lessened  by 
the  early  administration  of  iron  in  large  doses 
(0.3  grams  per  kilo  of  iron  and  ammonium  ci- 
trate in  50  per  cent  solution).  In  contradistinction 
to  the  prematures  refractiveness  to  iron  in  the 
first  6-10  weeks  of  age,  its  later  use  is  followed  by 
a prompt  rise  in  red  cells  and  hemoglobin^i^)  Rg. 
peaWd  transfusions,  5-10  c.c.  per  kilo.,  are  re- 
served only  for  the  more  severe  cases. 

IRON  DEFICIENCY  ANEMIA 

The  so-called  “nutritional”  anemia  of  infants 
is  usually  due  to  an  iron  deficiencyl^^).  The  lack 
of  a sufficient  iron  reserve  may  arise  from  either 
a deficient  storage  during  the  intra-uterine  life, 
or  a later  inadequate  supply  of  iron  in  the  infant’s 
diet,  or,  a combination  of  both^^^).  Further  eti- 
ological analysis  has  revealed  that  a deficient  pre- 
natal storage  of  iron  in  the  infant  may,  in  turn, 
result  from  either  an  iron  deficiency  in  the  moth- 
er (hypochromic  anemia  of  pregnancy)  ; prema- 
turity; or  twins  with  mother’s  iron  supply  being 
insufficient  for  both  children.  Strauss^^^  and 
others^^^I  have  shown  that  infants  of  mothers 
suffering  from  an  iron  deficiency  anemia,  al- 
though at  birth  exhibiting  a normal  blood  picture, 
are  unable  to  maintain  a normal  hemoglobin  level 
during  the  first  year  of  life,  and  that  the  blood 
picture  of  these  infants  becomes  essentially  the 
same  as  that  seen  in  any  type  of  iron  deficiency 
anemia.  A deficient  post-natal  supply  of  iron 
with  a resultant  nutritional  anemia  may  arise 
from  either  an  insufficient  supply  of  iron  in 
breast  milk  (possibly  due  to  iron  deficiency  of 
the  mother)  ; artificial  feedings  with  cow’s  milk 
which  contains  less  iron  than  human  milk ; or  a 
prolongation  of  milk  feedings  without  the  usual 
additional  mixed  diet^^^h  Though  diet  alone 
is  an  important  etiological  factor  in  causing  an 
iron  deficiency,  we  can  not  hope  to  understand 
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the  mechanism  of  nutritional  anemia  until  we 
know  more  about  iron  metabolism^'^^h 

Pallor,  usually  evident  at  the  4th  month,  is  the 
most  outstanding^  symptom.  Otherwise,  the  chil- 
dren are  usually  fairly  well  nourished  and  of  nor- 
mal size.  An  achlorhydria  may  he  present^^^h 
The  blood  picture  is  that  of  any  hypochromic, 
microcytic  anemia  with  an  averag'e  hemoglobin  of 
40-GO  per  cent,  with  little  or  no  dimunition  of  the 
number  of  red  cells,  averaging  five  million. 

The  spontaneous  cure  of  a “nutritional'’  ane- 
mia may  occur  with  the  advent  of  the  mixed  diet 
during  the  fourth  to  fifth  month.  The  use  of 
inorganic  iron  before  or  in  conjunction  with  the 
diet,  however,  is  of  more  value.  Reduced  iron 
in  doses  of  one-half  to  one  grain,  three  times  a 
day,  is  usually  followed  by  a reticulocytosis  and 
a gradual  return  of  hemoglobin  to  normal.  Ac- 
companying these  changes,  there  is  a marked  im- 
provement in  the  child’s  physical  condition  and 
activity.  Robertson  has  made  good  use  of 
Lextron  in  the  form  of  a paste.  Though  copper, 
liver  extract,  and  yeast  have  all  been  tried,  alone 
and  in  combination,  any  additional  benefit  de- 
rived from  them  has  been  difficult  to  prove^^^k 

ANEMIA  ASSOCIATED  WITH  INFECTION 

The  most  common  etiological  factor  in  the 
jiroduction  of  anemia  in  infants  and  children 
is  infection The  anemia  may  result  from 
either  a toxic  or  infectious  inhibition  of  bone 
marrow  production,  or  increased  destruction  of 
erythrocytes  by  hemolysis,  or  both^^O)  rap- 
idly developing  anemia  is  usually  associated  with 
sepsis : a more  moderate  degree  is  seen  in  cases 
of  pneumonia,  otitis  media,  pyelitis,  and  syph- 
ilis ; and  very  slight  anemia  in  tuberculosis  and 
nephritis.  As  Abt^^^^  points  out,  the  more  in- 
fection, the  more  anemia;  the  more  anemia,  the 


more  infection.  The  anemia,  not  a true  clinical 
entity  but  merel}’  a symptom,  may  appear  as  the 
first  striking  clinical  expression  of  a chronic 
focus  of  infection.  The  blood  picture  is  that  of 
the  hypochromic  type. 

It  is  obvious  that  the  search  for  and  removal 
of  the  primary  focus  of  infection  is  of  prime  im- 
portance. Until  this  is  possible,  iron  and  liver 
therapy  is  practically  useless.  In  severe  anemias, 
transfusions  may  be  necessary. 

Space  will  not  permit  a discussion  of  the  more 
rare  anemias  of  infancy,  viz.,  the  anemia  of  new 
born,  erythroblastic  anemia,  sickle  cell  anemia,  or 
those  associated  with  coeliac  disease,  rickets,  scur- 
vey  and  parasites. 

SUMMARY 

1.  The  change  in  oxygen  tension  causing  the 
increased  hemoysis  after  birth  of  the  fragile,  in- 
mature  red  cells  accounts  for  the  “physiological” 
anemia  of  the  normal,  full-term  baby. 

2.  A functional  insufficiency  of  an  imper- 
fectly developed  hematopoietic  system,  and  the 
greater  demand  on  this  system  by  the  more  rap- 
idly growing  baby  probably  accounts  for  the  more 
pronounced  anemia  of  prematurity. 

3.  The  so-called  “nutritional”  anemia  of  in- 
fants is  usually  due  to  an  iron  deficiency. 

4.  The  most  common  etiological  factor  in 
the  production  of  anemia  in  infants  and  children 
is  infection. 

5.  The  need  for  copper  is  yet  to  be  proved. 

6.  The  early  use  of  iron  does  not  prevent  or 
alter  either  the  “physiological”  anemia  of  normal 
infants,  or  the  anemia  of  prematurity,  but  is  ex- 
tremely important  in  the  treatment  of  nutritional 
anemias,  and,  providing  the  focus  is  removed,  in 
the  anemias  associated  with  infectio'n. 

(Bibliography  in  Reprints) 
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Two  questions  are  frequently  asked : “What, 
legally,  is  chiropractic  practice,  osteopathic  prac- 
tice, chiropodistic  practice  and  optometric  prac- 
tice?” And,  “What  are  the  legal  limitations  in 
the  practice  of  chiropractic,  osteopathy,  chiropody 
and  optometry?” 

These  terms  have  been  defined  by  the  1929 
Statutes  of  Nebraska  and  should  be  clearly  under- 
standable, but,  believe  it  or  not,  what  they  mean 
is  a guess  and  one  man’s  guess  is  as  good  as 
another. 


Let’s  spend  a profitable  hour  in  the  Compiled 
Statutes  of  Nebraska,  1922  and  1929. 

In  the  Compiled  Statutes  of  1922  will  be  found 
the  old  laws  governing  doctors  of  medicine  and 
the  various  cults.  In  the  1929  Statutes  will  be 
found  the  laws  that  govern  since  1927. 

The  Uniform  Licensure  Act,  Compiled  Statutes 
1929,  repealed  or  changed  many  of  the  old 
laws  that  governed  physicians  and  cultists. 
One  cannot  read  the  old  laws  without  won- 
dering if  as  much  painstaking  care  was  used 
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in  the  text  of  the  new  laws  as  was  used  in 
the  old  laws. 

Article  2,  Division  II,  Licenses,  71-201  Com- 
piled Statutes  1929,  reads  as  follows: 

"Healing  Arts,  License  Prerequisite  to  Prac- 
tice. Xo  person  shall  engage  in  the  practice  of 
medicine  and  surgery,  osteopathy,  chiropractic, 
dentistry,  pharmacy,  nursing,  chiropody,  optome- 
try, embalming  or  veterinary  medicine  and  surg- 
ery as  defined  in  the  following  sections  of  this 
article  unless  he  shall  have  obtained  from  the 
Department  a license  for  that  purpose.”  The 
term  "Healing  Arts”  embraces  many  parts,  rang- 
ing from  physician  to  undertaker,  and  each  in- 
tegral part  is  given  an  equality  before  the  law. 
Xo  where  in  this  section  is  there  to  be  found 
even  an  inference  that  science  plays  a role.  Legal- 
ly each  part  is  only  an  “Art." 

"Section  71-2204.  Basic  Sciences  Defined.” 
States  that  the  basic  sciences  are  anatomy,  physi- 
ology, chemistry,  bacteriology,  pathology,  and  hy- 
giene. 

"71-2205.  License  to  Practice  the  Healing  Art 
Defined."  Reads  as  follows:  “For  the  purpose 
of  this  Act,  any  license,  authorizing  the  licentiate 
to  offer  or  undertake  to  diagnose,  treat,  operate 
on,  or  prescribe  for  any  human  pain,  injury,  dis- 
ease, deformity,  or  physical  or  mental  condition 
is  a license  to  practice  the  Healing  Art.” 

We  must  search  further  if  we  are  to  find  what 
these  "Healing  Arts”  are.  As  we  are  particular- 
ly interested  in  medicine  the  search  will  be  con- 
fined to  those  components  of  the  "Healing  Arts” 
that  intimately  effect  the  practice  of  medicine  and 
especially  the  medical  profession. 

The  old  law,  compiled  statutes  1922,  reads  as 
follows:  "8168.  Medical  Practice  Defined:  Any 
person  shall  be  regarded  as  practicing  medicine, 
within  the  meaning  of  this  article  who  shall  oper- 
ate on,  profess  to  heal  or  prescribe  for,  or  other- 
wise treat  any  physical  or  mental  ailment  of  an- 
other." The  balance  of  this  section  deals  with 
exceptions,  such  as  household  remedies,  emergen- 
cy treatment.  Army  and  Xavy  physicians,  church 
and  religious  tenets. 

The  act  of  1927  repealed  section  8168.  The 
present  law  Compiled  Statutes  1929  reads  as  fol- 
lows: "Article  14 — Practice  of  Medicine  and 
Surgery. 

"71 — 1401.  Practice  of  IMedicine  and  Surgery 
Defined.  For  the  purpose  of  this  article  the  fol- 
lowing classes  of  persons  shall  be  deemed  to  be 
engaged  in  tlie  practice  of  medicine  and  surgery. 
1.  Persons  who  publicly  profess  to  be  physicians 
or  surgeons  or  obstetricians  or  who  pul)licly  pro- 


fess to  assume  the  duties  incident  to  the  practice 
of  medicine,  surgery  or  obstetrics  or  any  of  their 
branches.”  If  you  were  not  a doctor  of  medicine 
would  that  definition  inform  you  what  "the  du- 
ties incident  to  medicine,  surgery  and  obstetrics” 
are?  In  addition  to  the  above,  is  added:  2.  “Per- 
sons who  prescribe  and  furnish  medicine  for 
some  illness  or  treat  the  same  by  surgery.”  What 
became  of  the  obstetrical  provision? 

The  exceptions  are  found  in  “71-1402"  and  for 
all  practical  purposes  are  the  same  as  in  the  old 
law,  except  provision  is  made  for  students  in 
medical  schools  and  consultants  licensed  in  other 
states. 

“Compiled  Statutes  1922 — Division  II.  Osteo- 
pathy and  Osteopathic  Physicians.”  No  defini- 
tion is  to  be  found  for  osteopathy  or  for  osteo- 
pathic physician.  8178  defines  osteopathic  col- 
leges and  prescribes  regulations  for  them.  In 
8174  a specific  statement  is  found  which  reads  as 
follows:  “Said  certificate  shall  confer  upon  the 
holder  thereof  the  right  to  practice  osteopathy 
in  all  its  branches,  but  shall  not  authorize  the 
holder  thereof  to  prescribe  drugs  in  the  treatment 
of  disease  except  where  the  use  thereof  was 
taught  in  the  school  or  college  of  osteopathy  of 
which  the  applicant  is  a graduate,  at  the  time  of 
his  attendance  at  such  school,  and  then  only  in 
those  cases  and  in  a manner  in  which  the  appli- 
cant has  been  taught  to  use  the  same.  Nothing 
in  this  act  shall  be  construed  so  as  to  authorize 
the  administration  of  drugs  excepting  anesthetics, 
antiseptics,  antidotes  for  poisons  and  narcotics 
for  temporary  relief  of  suffering.”  This  section 
was  repealed  by  the  act  of  1927. 

“Compiled  Statutes  1929 — Article  17 — Prac- 
tice of  Osteopathy.  Division  X\TI,  Practice  of 
Osteopathy.  71-1701.  Practice  of  Osteopathy 
defined.  For  the  purpose  of  this  article  the 
following  classes  of  persons  shall  be  deemed  to  be 
engaged  in  the  practice  of  osteopathy. 

“1.  Persons  publicly  professing  to  be  osteo- 
paths or  publicly  professing  to  assume  the  duties 
incident  to  the  practice  of  osteopathy.”  Does 
anyone  know  what  that  is,  or  will  be  ? In  addition 
osteopaths  are  also : 

“2.  Persons  who  treat  human  ailments  by  that 
system  of  the  healing  art  which  places  the  chief 
emphasis  on  the  structural  integrity  of  the  body 
mechanism  as  being  the  most  important  factor  for 
maining  (maintaining)  the  organism  in  health.” 

There  are  no  hesitations  in  this  sentence.  Like 
Old  Man  River,  it  just  keeps  rolling  along  and 
is  just  as  understandable  as  Einstein’s  Theory  of 
Relativity. 
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“71-1702  provides  for  exceptions  to  the  above 
section,  these  exceptions  being  physicians  and 
surgeons,  chiropodists,  nurses  and  dentists,  U.  S. 
Army  and  Navy  and  Public  Health  physicians, 
and  licensed  consultants  of  other  states.’’ 

“Chiropractic  Practice.  Compiled  Statutes 
1922 — 8181’’  reads  as  follows: 

“Any  person  shall  be  regarded  as  practicing 
chiropractic  within  the  meaning  of  this  article 
who  shall  adjust  by  hand  any  articulation  of  the 
spine.  Nothing  in  this  article  shall  be  construed 
to  prevent  any  legally  qualified  physician  from 
performing  any  operation  or  manipulation  found 
necessary  in  the  practice  of  his  profession.  Any 
chiropractor  who  has  complied  with  the  provisions 
of  this  article  and  obtained  a license  may  adjust 
by  hand  any  articulation  of  the  spine,  but  shall 
not  prescribe  for  or  administer  to  any  person  any 
medicine  or  drugs  now  or  hereafter  included  in 
the  materia  medica,  perform  any  minor  surgery, 
only  as  herein  before  stated,  nor  practice  ob- 
stetrics, nor  practice  osteopathy.”  This  article 
was  repealed  by  the  Uniform  License  Act  of  1927. 

“Compiled  Statutes  1929 — Article  II.  Prac- 
tice of  Chiropractic,  Division  XI,  Practice  of 
Chiropractic.  71-1101  ‘Practice  of  Chiropractic’ 
Defined.  For  the  purpose  of  this  article  the  fol- 
lowing classes  of  persons  shall  be  deemed  to  be 
engaged  in  the  practice  of  chiropractic : 

“1.  Persons  publicly  professing  to  be  chiro- 
practors or  publicly  professing  to  assume  the 
duties  incident  to  the  practice  of  chiropractic.” 
Whatever  that  is.  It  appears  that  whatever  chir- 
opractors say  chiropractic  is,  is  chiropractic  prac- 
tice. 

In  addition  are: 

“2.  Persons  who  treat  human  ailments  by  the 
adjustment  by  hand  of  any  articulation  of  the 
spine.”  There  are  found  no  prohibitions  as  ap- 
peared in  the  old  statute  which  was  repealed.  If 
the  chiropractic  system  of  chiropractic  practice 
should  embrace  thermal,  physical,  electrical  and 
chemical  agencies,  in  chiropractic  practice,  does 
the  statute  prohibit  chiropractors  from  practicing 
chiropractic  practice  by  the  chiropractic  system? 

“71-1102”  deals  with  exceptions  which  are 
relatively  the  same  as  for  osteopaths. 

Compiled  Statutes  1922  Chiropody-Podiatry 
Defined.  8290  “Chiropody  (Podiatry)  for  the 
purpose  of  this  division  is  defined  as  the  surgical, 
medical  and  mechanical  treatment  of  all  ailments 
of  the  human  foot,  except  the  correction  of  de- 
formities requiring  the  use  of  the  knife,  amputa- 


tion of  foot  or  toes  or  the  use  of  an  anesthetic 
other  than  local.”  This  section  was  repealed  by 
the  act  of  1927. 

“Compiled  Statutes  1929,”  reads  as  follows: 

“Article  10.  Practice  of  Chiropody  Division 
X.  Practice  of  Chiropody.  71-1001.  Chiropody 
Practice  of  Chiropody  Defined.  For  the  purpose 
of  this  article  the  following  classes  of  persons 
shall  be  deemed  to  be  practicing  Chiropody. 

“1.  Persons  who  publicly  profess  to  be  chiro- 
podists or  who  publicly  profess  to  assume  the 
duties  incident  to  chiropody.”  The  statute  says 
that  a chiropodist  is  one  who  professes  to  practice 
chiropody  and  chiropody  is  what  chiropodists  pro- 
fess to  practice.  And  also  in  addition : 

“2.  Persons  who  diagnose  and  give  manipula- 
tions and  massage,  surgical,  medical  and  mechan- 
ical treatment  of  all  ailments  of  the  human  foot 
except  correction  of  deformities  requiring  the  use 
of  the  knife,  amputation  of  foot  or  toes  or  use 
of  anesthetic  other  than  local.”  It  would  appear 
that  the  chiropodist  might  do  lots  of  things  legal- 
ly, with  local  anesthesia,  medicine,  surgery, 
manipulations  and  mechanical  appliances.  It 
would  also  appear  that  paralysis,  fractures,  dis- 
locations, tumors,  infections,  circulatory  and 
nervous  diseases,  and  in  fact,  if  the  chiropodist 
avoids  doing  amputations,  treating  deformities 
by  use  of  a knife  (scissors  are  not  interdicted) 
and  avoids  general  anesthesia,  he  may  treat  any 
thing  pertaining  to  the  feet  as  a “Healing  Art.” 

“71-1002”  deals  with  exceptions  which  are  rela- 
tively the  same  as  for  chiropractors  and  osteo- 
paths. 

“Compiled  Statutes  1922,  Optometry  Defined. 
Application  of  Article.  The  practice  of  optometry 
is  defined  to  be  the  employment  of  any  means, 
other  than  the  use  of  drugs,  for  the  measurement 
of  the  powers  of  vision  and  the  adaptation  of 
lens  for  the  aid  thereof.  The  provisions  of  this 
article  shall  not  be  construed  to  apply  to  perma- 
nently located  physicians  duly  licensed  to  practice 
medicine,  osteopathy  or  chiropractic  under  the 
laws  of  this  state,  nor  to  persons  who  sell  spec- 
tacles or  eye  glasses  on  prescriptions  of  duly  li- 
censed optometrist  or  physician  nor  to  permanent- 
ly located  dealers  in  spectacles  or  eye  glasses  who 
neither  practice  or  profess  to  practice  optometry.” 
This  law  was  repealed  by  the  act  of  1927. 

“Compiled  Statutes  1929 — Article  16.  71-1606 
I’ractice  of  Optometry.  Defined.  For  the  pur- 
pose of  this  article  the  following  classes  of  per- 
sons shall  be  deemed  to  be  engaged  in  the  prac- 
tice of  optometry. 
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“1.  Persons  who  employ  any  means  other 
than  drugs  for  the  measurement  of  the  powers 
of  vision  of  the  human  eye  and  adapt  lenses  for 
aiding  the  same.”  And  also : 

“2.  Persons  ivho  allow  the  public  to  use  any 
mechanical  device  for  such  purposes.”  What- 
ever that  relates  to,  and  also : 

"o.  Persons  who  publicly  profess  to  be  op- 
tometrists and  to  assume  the  duties  incident  to 
said  profession."  It  appears  that  if  any  person 
publicly  professes  to  be  an  optometrist,  legally  he 
is  an  optometrist.  And  as  a professed  optometrist, 
he  may  “allow  the  public  to  use  any  mechanical 
device”  he  deems  desirable  to  aid  the  powers  of 
vision.  That’s  a broad  delegation  of  means  of 
treatment. 

“71-1602”  deals  with  exceptions  which  provide 


that  physicians  and  merchants  who  do  not  hold 
themselves  out  to  be  optometrists,  are  excepted. 

Do  you  have  a clear  concept  of  what  any  one 
of  these  integral  parts  of  the  “Healing  Arts” 
are,  legally  or  professionally?  Do  you  have  a 
clear  cut  idea  of  what  the  legal  or  professional 
limitations  of  each  of  these  component  parts  of 
the  “Healing  Arts”  are? 

In  due  course  of  time,  in  all  probability,  litiga- 
tion will  carry  each  part  of  this  statute  to  the 
Supreme  Court  and  the  Court  will  define  and 
prescribe  limitations  of  each  of  these  integral 
parts  of  the  “Healing  Arts”  Statute.  We  will 
then  know  what,  legally  and  professionally,  they 
are.  But  until  this  transpires,  no  one  knows  what 
the  legal  limitations  of  medicine,  chiropractic,  os- 
teopathy, chiropody  and  optometry  are  or  in  fact 
what  they  are,  other  than  being  “Healing  Arts.” 


SCURVY  IN  TWINS  WITH  REPORT  OF  CASES 

FLOYD  CLARKE,  M.  D.,  and  C.  W.  BYRNES,  M.  D., 
Department  of  Pediatrics,  Creighton  Medical  College, 

St.  Joseph’s  Hospital, 

Omaha,  Nebraska. 


James  and  Jerome  T.,  ages  7 months;  color,  white. 
Admitted  November  11,  1935,  discharged  December 
12,  1935. 

Chief  complaints: 

1.  Failure  to  take  formula  and  gain  in  weight  and 
strength.  Duration:  James  five  weeks.  Jerome  three 
w'eeks. 

2.  Listlessness  when  untouched,  crying  and 

screaming  when  handled.  Duration:  James  five 

weeks.  Jerome  two  weeks. 

3.  Swelling  of  the  knees  and  legs  with  pain  and 
tenderness  on  motion.  Duration:  James  five  weeks. 
Jerome  two  weeks. 

Present  illness:  (Positive  findings).  James  and  Jer- 
ome T.  are  the  10th  and  11th,  twin  members  of  their 
family.  They  were  born  in  a normal  delivery,  and 
weighed  four  pounds  and  seven  ounces  and  four 
pounds  and  five  ounces,  respectively.  The  boys  re- 
ceived no  breast  milk,  but  were  placed  on  formulas 
consisting  of  pasteurized  milk,  Karo  and  water.  They 
gained  satisfactorily.  Cod  liver  oil  was  added  to  the 
formula  at  two  months  of  age,  and  has  been  given 
regularly  to  date.  Periodically  during  the  past  four 
months  of  life  the  boys  were  given  small  amounts  of 
tomato  juice.  Its  average  appearance  in  the  diet  was 
about  twice  a week.  Upon  inquiry  it  was  learned 
from  the  mother  that  the  tomato  juice  used  in  feeding 
the  babies  was  cooked  in  an  open  receptacle.  In  this 
manner  the  vitamin  C contained  normally  in  tomato 
juice  was  probably  destroyed.  The  boys  took  their 
formula  well,  and  it  was  given  in  regulai-  amounts 
at  regular  intervals.  No  other  additions  were  made. 

Six  weeks  ago  the  mother  noted  that  James  began 
to  refuse  all  his  formula.  When  urged  he  became 
irritable  and  occasionally  following  feeding  he  would 
regurgitate.  He  stopped  gaining  and  his  bodily  ac- 
tivity diminished  greatly.  After  about  one  week  of 
feeding  difficulty  the  child  became  listless,  he  would 
lie  very  quietly  for  hours;  when  touched  or  picked 
up  the  baby  would  scream  aloud.  Soon  it  was  noted 
that  the  knees  of  the  baby  were  swelling  and  pro- 


duced extreme  discomfort  and  crying  when  handled. 
In  a few  days  the  legs  became  edematous  and  the 
child  began  to  refuse  all  food.  The  same  history  was 
given  concerning  Jerome,  only  its  onset  was  slower 
and  its  severity  was  not  as  marked.  No  other  ab- 
normalities were  noted  by  the  mother. 

Physical  examination:  (Positive  findings).  Head 

and  neck,  entirely  negative.  No  gum  changes.  Thor- 
ax, negative,  except  for  marked  rosary  bilaterally: 
the  thoracic  contour  was  not  disturbed.  Heart  and 
lungs  entirely  normal. 

Abdomen,  skin  studded  with  scattered  pin  head 
in  size  papules.  Abdomen  of  poor  muscular  tonus. 
No  visceral  abnormalities  discovered. 

Extremities — No  change  in  upper  extremities.  Lower 
extremities,  in  marked  external  rotation  and  flexion. 
Extreme  edema  around  knee  joints  and  all  along  the 
leg  to  and  involving  the  ankle  joints.  The  skin  cover- 
ing the  extremities  was  tense,  white,  and  glistening. 
Handling  of  legs  produced  extreme  screaming  and 
crying  that  stopped  immediately  when  patient  was 
untouched.  Symptomology  not  as  marked  in  Jerome. 

The  patients  were  found  on  admission  to  have  ele- 
vated temperatures  of  1 and  2 degrees,  respectively. 
Both  urines  carried  traces  of  albumin,  and  the  blood 
showed  a secondary  anemia. 

They  were  placed  on  formulas  consisting  of  milk, 
water,  and  Karo,  and  they  were  also  given  cod  liver 
oil  and  orange  juice,  and  ferric  ammonium  citrate. 
The  boys  showed  no  change  for  ten  days,  then  the 
irritability  lessened,  the  formula  began  to  be  taken 
eagerly,  the  edema  and  pain  on  motion  soon  passed, 
and  they  were  discharged  four  weeks  from  admission 
date,  cured. 

DISCUSSION 

The  first  description  of  scurvy  was  by  Francis 
Glisson  in  1650,  but  the  disease  was  not  separated 
from  rickets  until  Barlow  in  1883  communicated 
his  classical  treatise  “On  Cases  Described  as  Acute 


22 


SCURJ'V  IX  riVIXS:  CLARKE-BYRXES 


Nebr.  S.  M.  Jour. 
January,  1937 


Rickets,”  and  noted  “The  scurvy  being  an  essen- 
tial and  the  rickets  a variable  element.”  Since 
that  treatise  scurvy  has  been  definitely  separated 
from  rickets.  i\Iany  monographs  have  been  writ- 
ten and  our  knowledge  concerning  both  rickets 
and  scurvy  has  advanced  considerably. 

Rickets  is  a disease  of  the  entire  bone.  Scurvy, 
practically  speaking,  is  a disease  of  the  growing 
ends. 

Autopsies  were  done  on  532  children  in  the 
Harriet  Lane  Hospital.  Studies  of  the  bone  re- 
vealed scurvy  in  nineteen  instances ; in  only  two 
of  these  was  the  disease  suspected  antemortum. 
Scurvy  is  rare  before  the  age  of  six  months.  The 
usual  assumption  has  been  that  scurvy  symptoms 
occur  in  the  latter  half  of  the  first  year,  but  cer- 
tain pre-scorbutic  manifestations  may  make  their 
appearance  if  the  child’s  mother  has  been  nour- 
ished on  food  deficient  in  vitamin  C.  The  major- 
ity of  recorded  cases  occur  between  the  ages  of 
seven  and  nine  months.  Very  few  have  been  re- 
ported in  breast  fed  infants.  It  must  be  conceded 
that  if  the  nursing  mother  be  fed  on  food  defi- 
cient in  vitamin  C or  that  the  mother  has  had 
many  pregnancies,  the  possibility  of  her  infant 
developing  scurvy  becomes  more  probable.  Ev- 
ery infant  known  not  to  have  received  anti-scor- 
butic substances  for  a period  of  two  months  must 
be  regarded  with  suspicion,  and  the  possibility  of 
scurvy  considered. 

The  chief  reliance  of  the  early  diagnosis  of  in- 
fantile scurvy  must"  be  on  the  clinical  signs  and 
symptoms  of  the  disease.  The  one  outstanding 
early  clinical  symptom  which  is  apparent  to  most 
observers  is  pain  on  handling.  When  pain  on 
handling  is  present  and  the  clinician  has  elimi- 
nated three  other  possible  causes,  viz : congenital 
lues,  certain  well  defined  nutritional  disturbances, 
and  the  pain  accompanying  fever,  suspicion  of  the 
diagnosis  of  scurvy  is  at  once  jitstified.  Hemor- 
rhage into  the  gums  is  not  usually  an  early  symp- 
tom, and  is  not  present  at  all  unless  there  are 
teeth. 

The  characteritsic  angular  deformity  at  the 
costochondral  junction  of  the  ribs  and  called 
"beading”  is  nearly  always  present.  The  angu- 
lation is  much  more  pronounced  and  more  sharp 
to  the  palpating  fingers  than  in  rickets.  The 
beading  was  especially  characteristic  in  the  cases 
here  described. 

Hematuria  is  an  early  symptom  and  is  often 
present.  The  urine  may  contain  so  great  an 
amount  of  blood  as  to  cause  a change  in  color. 
L’sually  there  is  present  a marked  loss  of  appe- 
tite. The  complexion  loses  its  normal  pink  color 


and  becomes  pale,  dull,  and  muddy.  Character- 
istic swelling  of  the  knee,  ankle,  wrist  or  elbow 
joints  usually  accompany  the  disease.  Fever  of 
102  to  103  is  sometimes  present.  The  reason  for 
the  occurrence  of  fever  is  not  known.  Its  pres- 
ence, however,  with  the  joint  swelling  often  con- 
fuses the  diagnosis  with  rheumatism,  osteomye- 
litis, or  other  septic  conditions. 

At  one  time  it  was  thought  that  vitamin  C was 
destroyed  by  heat.  It  has  been  proven,  however, 
that  vitamin  C is  not  completely  destroyed  even 
by  prolonged  boiling,  if  oxygen  be  excluded.  If 
air  is  bubbled  through  an  anti-scorbutic  solution 
the  vitamin  is  destroyed.  In  the  above  report  a 
careful  questioning  of  the  mother  brought  out 
the  fact  that  the  tomato  juice  fed  the  twins  was 
cooked  in  an  open  receptacle.  Thus  the  tomato 
juice  fed  them  was  probably  deficient  in  its  nor- 
mal vitamin  content. 

The  value  of  potato  as  an  anti-scorbutic  has 
not  received  sufficient  practical  attention.  Baked 
in  its  skin  it  has  a hig'h  vitamin  C potency,  prob- 
ably as  great  as  orange  juice.  Heat  alone  then 
will  not  destroy  the  viamin,  but  probably  re- 
quires actual  oxygenation  in  order  to  completely 
render  the  substance  inert. 

Contrary  to  the  general  opinion,  canned  or 
bottle  tomato  juice  probably  loses  most  of  its 
usefulness  as  an  anti-scorbutic  by  prolonged 
storage. 

jMilk  contains  a very  small  amount  of  vitamin 
C,  even  the  fresh — when  heated  or  dried  it  is 
still  less  potent.  Raw  meat  and  meat  juices  are 
feebly  anti-scorbutic.  The  preserved  meat  juices 
on  the  market  apparently  contain  no  vitamin  C. 

The  lay  literature,  as  well  as  some  of  our 
medical  periodicals  is  replete  with  more  or  less 
misinformation  regarding  the  value  of  vitamins 
in  the  diet  of  the  adults  as  well  as  the  growing 
infant.  It  is  conceded  they  are  an  essential  part 
of  the  diet  of  a normal  infant  and  adult,  yet  there 
is  no  advantage  in  giving  them  in  super-abun- 
dance. Considerable  work  has  been  done  en- 
deavoring to  ascertain  whether  or  not  vitamin  C 
is  of  value  other  than  as  an  anti-scorbutic.  At 
present  it  may  be  asserted  that  the  clinician  should 
add  orange  juice,  non  o.xygenated  fresh  tomato 
juice  or  baked  potato  to  the  diet  of  the  infant,  as 
seems  expedient ; in  order  to  prevent  or  cure 
scurvy.  These  foods  apparently  have  no  other 
advantage. 

The  isolation  and  identification  of  chemical 
vitamin  C has  but  recently  been  accomplished. 
Szent-Gyorgyi  in  1932  established  the  fact  that 
cevatimic  acid  and  vitamin  C were  identical.  It 
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was  not  thought  necessary  to  administer  cevati- 
niic  acid  to  these  children,  because  of  the  prompt 
amelioration  of  symptoms  when  orang'e  juice  was 
given. 

This  re])ort  is  given  because  of  the  unusual  oc- 
currence of  scurvy  in  Nebraska.  With  our  mod- 
ern regulation  of  the  infant’s  diet  and  the  almost 
routine  directions  regarding  the  giving  of  an  anti- 
scorbutic. scurvy  is  indeed  a rare  clinical  find- 
ing. Tins  mother  thought  she  was  doing  the  ac- 
cepted routine  when  she  gave  tomato  juice. 
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A CASE  REPORT  OF  A SEVERE  BURN  WITH  SPECIAL 
REFERENCE  TO  THE  TANNIC  ACID  TREATMENT* 

S.  M.  WEYER,  .M.  D., 

Omaha 


On  the  evening  of  IMay  13,  1936.  two  patients 
were  brought  in  to  the  Ogallala  Hospital  by  Dr. 
H.  A.  Blackstone  of  Lewellen.  Nebr..  and  I was 
called  in  to  assist  in  their  care. 

Case  1.  Mrs.  R.  \V.  G.,  age  about  23,  SV2  months 
pregnant,  with  third  degree  burns  covering  entire  sur- 
face of  the  body.  Dr.  Blackstone  had  rendered  first 
aid,  giving  morphine  for  pain  and  shock  and  applying 
Lilly’s  Amertan  to  both  patients  before  they  arrived 
in  the  hospital.  From  the  severe  burns  and  shock 
present,  it  became  apparent  that  the  one  patient  could 
not  live  and  so  we  sought  consent  of  the  husband  to 
do  a Cesarean  section  on  the  mother  immediately 
after  her  anticipated  death  in  order  to  save  the  life 
of  the  baby.  This  request  was  refused.  Soon,  how- 
ever, the  patient  developed  labor  pains.  In  her  weak- 
ened condition  and  primary  shock,  the  labor  pains 
accomplished  nothing.  The  writer  did  a forced  dila- 
tation and  high  forceps  delivery  but  upon  arrival  the 
baby  was  dead.  The  mother  soon  died,  living  only 
about  four  hours  after  arriving  in  the  hospital. 

Case  No.  2,  Mrs.  E.  W.,  age  35,  Lewellen,  Nebr., 
had  third  degree  burns  covering  over  three-fourths 
of  her  entire  body  surface,  as  can  be  seen  readily 
by  the  pictures.  However,  these  pictures  do  not 
reveal  the  true  extent  of  the  burned  area  as  they 
were  taken  after  a month's  healing  had  taken  place, 
causing  all  margins  to  recede  from  one  to  two  inches 
and  giving  time  for  the  face  and  neck  along  with  the 
back,  hands,  etc.,  to  clear  considerably.  Originally 
the  entire  face,  neck,  chest,  shoulders,  arms,  hands, 
all  the  back,  buttocks,  thighs,  back  and  sides  and 
front  of  the  thighs  were  burned;  also  from  midw'ay 
between  the  knees  and  ankles  and  extending  to  just 
below  the  ankles;  the  feet  escaping  injury  along  with 
the  knees  and  upper  part  of  both  legs.  Besides  the 
upper  part  of  the  chest,  one  breast  and  a patch  under 
the  other  one  were  also  burned. 

Through  meeting  the  different  emergencies  as  they 
arose  and  by  efficient  and  careful  nursing,  this  pa- 
tient lived  fifty-four  days.  We  were  hopeful,  up  to 
the  last  week,  that  this  patient  would  recover,  though 
we  realized  from  the  beginning  that  it  was  a question 
of  endurance.  When  life  ended,  it  ended  suddenly 
while  the  nurse  was  bathing  the  patient  and  they 
were  visiting  together.  In  the  absence  of  the  writer. 
Dr.  H.  A.  Vandiver  of  Ogallala,  saw  the  patient  and 
stated  that  he  thought  death  was  due  to  an  embolism. 

*Read  before  the  Garden,  Keith  and  Perkins  Medical  Society 
in  Ogallala,  August  12,  19.36. 


W’e  believe  that  this  case  establishes  a medical 
record  as  the  average  case  so  severely  burned 
and  treated  according  to  older  methods  lives  only 
a few  days.  W’e  shall  be  glad  to  have  reports 
of  cases  that  compare  "favorably  with  this  rec- 
ord. 

In  the  L’nited  States  and  Germany,  burns  are 
classified  according  to  Christopher  in  “Minor 
Surgery,  Second  Edition,"  as  first  degree, 
erythema ; second  degree,  vesicle  formation  ; and 
third  degree,  partial  or  complete  involvement  of 
the  skin  or  underlying  structures.  Further  quot- 
ing from  this  edition  it  is  interesting  to  note  that 
according'  to  P^ack  and  MacLeod  the  extent  of  a 
burn  is  more  important  than  the  depth.  S.  R. 
Miller  says  that  all  burns  of  first  degree  are 
fatal  if  two-thirds  of  the  body  surface  is  involv- 
ed and  all  burns  of  second  degree  are  fatal  in 
adults  if  one-third  of  the  body  surface  is  in- 
volved. 

In  1925,  Davidson  introduced  his  tannic  acid 
treatment  for  burns  and  later  increased  its 
strength  from  2_p>  to  5 per  cent  and  even  to  10 
per  cent  in  severe  cases  and  applied  the  tannic 
acid  solution  by  spray  as  suggested  by  Beck  and 
Powers  in  192(i,  instead  of  using  the  original 
moist  gauze  dressing'.  Later  Davidson  recom- 
mended spraying  everv  fifteen  minutes  until  a 
satisfactory  coagulum  is  formed  in  two  or  three 
hours. 

In  the  main,  we  used  Davidson’s  treatment  in 
this  case. 

Dr.  Blackstone  and  the  writer  ojiened  all 
blisters  and  removed  all  loose  e])idcrm’s  with 
sterile  forceps  and  .scissors  so  as  to  avoid  toxic 
absorption  and  applied  freshly  prepared  tannic 
acid  solution.  The  ]>urpose  of  this  solution  is 
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that  first,  it  checks  the  burning  pain  and  second 
it  prevents  the  loss  of  body  fluids  which  ooze 
profusely  from  these  burned  patients  and  pre- 
vents shock;  third,  it  inhibits  infection;  fourth, 
by  the  removal  of  the  devitalized  tissue,  lessens 


Fig.  1.  Cradle  tent  made  for  Mrs.  Wilson  by  Dr.  Weyer.  This 
picture  was  taken  one  month  after  accident  happened. 


toxemia ; fifth,  saves  life.  External  heat  was 
applied,  fluids  were  pushed  by  mouth,  glucose 
and  normal  saline  solution  were  given  by  bowel. 
Intravenous  treatments-  were  impossible  as 
both  arms  were  severely  burned.  To  overcome 
the  low  blood  pressure  which  is  associated  with 
these  cases,  adrenalin  chloride,  eight  drops,  was 
given  hypodermically  every  six  hours  for  the 
first  few  days.  The  writer  thought  this  helped 
this  patient  greatly.  Citrocarbonate  or  citrosal 
was  given  in  the  drinking  water  to  overcome  the 
acidity,  digitalin  gr.  1/100  was  given  hypoder- 


Fig. 2.  Sketch  of  suspension  bed  on  hospital  bed. 


mically  as  indicated.  Alorphine  or  codeine  was 
used  for  rest  or  pain  as  required.  When  needed, 
milk  of  magnesia  with  aromatic  cascara  was 
used  for  the  bowels.  Diet  was  given  as  tolerated 
Scarlet  red  in  olive  oil  was  used  to  stimulate 
granulations. 

Mechanical  aids  used  were  the  “cradle  tent” 
and  the  suspension  bed  which  we  had  made  in 
Ogallala. 

The  “cradle  tent”  was  made  sufficiently  high 
to  keep  the  bed  covering  away  from  tbe  patient 
and  long  enough  to  cover  most  of  the  body,  as 


noted  in  the  pictures.  Six  electric  light  bulbs 
were  placed  in  the  tin  covering  or  top  and  this 
“cradle  tent”  was  used  continuously  to  keep  the 
patient  warm,  dry  and  comfortable.  It  remain- 
ed lighted  night  and  day  and  served  a very  use- 
ful purpose. 

Referring  again  to  the  picture  you  will  note 
the  position  of  this  patient  lying  on  her  chest  and 
abdomen  all  the  time,  and  consider  what  prob- 
lems had  to  be  met  in  order  to  get  proper  heal- 
ing of  the  parts  upon  which  there  was  pres- 
sure. At  first  this  was  overcome  by  the  use  of 
large  or  small  sand  bags  to  keep  the  patient  up 
and  allow  air  to  circulate.  Later,  a suspension 
bed  was  planned.  This  consists  of  one  inch 
steel  conduit  pipe,  cut  the  width  and  length  of 
the  hospital  bed,  coupled  together  with  proper 
fittings.  The  head  of  the  frame  was  suspended 
from  the  top  of  the  hospital  bed  by  heavy  leath- 
er straps  containing  buckles  so  that  this  frame 
could  be  adjusted  to  any  height  desired.  Semi- 
circular metal  loops  were  tightly  clamped  to  the 
foot  of  the  frame  and  this  was  hooked  over 
the  foot  of  the  hospital  bed  in  order  to  hold 
the  frame  secure.  Across  this  frame  were  placed 
several  heavy  four  inch  webbing  strips  which 
could  be  slid  along  the  sides  to  any  location  and 
made  slack  or  taut  by  buckles  and  adjusted  ac- 
cording to  the  burned  area  or  the  comfort  of 
the  patient.  This  device  was  made  to  elevate 
the  patient  above  the  bed  and  allow  proper  air 
circulation  and  relieve  pressure  upon  the  injured 
parts.  It  assisted  greatly  in  the  nursing  prob- 
lem. 

The  temperature  on  the  first  day  ranged  from 
96  to  94.6,  second  day  from  94.8  to  97.8  de- 
grees, third  day  from  97.4  to  98.6,  fourth  day 
from  97.6  to  99.4,  fifth  day  from  98.4  to  101.2. 
The  temperature  did  not  reach  102  until  the 
eighteenth  day  and  the  highest  it  ever  got  was 
103  and  that  was  on  the  thirty-second  and 
thirty-third  days  while  an  oily  preparation  was 
being  used  to  soften  the  crusts.  This  tempera- 
ture lasted  only  the  two  days.  From  this  point 
it  ran  around  100  to  101  and  gradually  subsided 
until  the  last  few  days  when  it  again  ranged 
from  subnormal  to  99.  The  pulse  for*  the  most 
part  was  around  100  to  110  and  120.  Respiration 
ran  around  20  part  of  the  time  but  about  22  for 
the  most  part.  The  urine  carried  more  or  less 
albumin  most  of  the  time  and  the  hemoglobin 
slipped  down  in  spite  of  diet  and  treatment.  After 
the  first  six  weeks  the  body  weight  reduced 
rather  rapidly. 

Some  additional  suggestions  for  treatment  of 
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burns  are  as  follows : Dr.  A.  G.  Bettman,  Port- 
land, Ore.,  reports  through  the  Northwest  Medi- 
cine, Seattle,  on  Tannic  Acid-Silver  Nitrate 
Treatment  of  Burns;  Method  of  Minimizing 
Shock  and  Toxemia  and  Shortening  Convales- 
cence. In  an  abstract  of  this  article  as  given 
by  the  Journal  A.  M.  A.,  April  13,  1935,  Bett- 
man submits  an  improvement  on  the  tannic 
method  of  treating  burns.  The  method  consists 
in  the  use  of  a 5%  solution  of  tannic  acid  fol- 
lowed by  a 10%  solution  of  silver  nitrate.  He 
states  that  far  better  results  are  obtained  and 
lists  the  following  advantages:  1.  The  saving 

of  lives  that  would  be  lost  through  the  slower 
method  of  tanning.  2.  The  immediate  stop- 
ping of  the  loss  of  body  fluids,  thereby  prevent- 
ing the  consequent  concentration  of  the  blood. 
3.  The  immediate  prevention  or  very  definite 
minimizing  of  shock.  4.  The  immediate  pre- 
vention of  the  absorption  of  toxic  products.  5. 
The  prevention  of  infection  by  the  short  period 
of  application  of  moisture  and  its  early  drying 
of  the  tanned  tissues,  fi.  The  saving  of  the 
kidneys  and  other  organs  from  the  effects  of 
fluid  concentration  and  the  absorption  of  toxins 
and  infection.  7.  The  greater  comfort  of  the 
patient.  8.  Safe  carrying  of  the  patient  past  the 
first  twenty-four  hours,  which  is  the  most  criti- 
cal period  following  a serious  burn.  9.  Avoid- 
ance of  the  second  critical  period,  that  of  infec- 
tion and  late  absorption  of  toxic  products.  10. 
The  simplification  of  the  nursing  problem,  espe- 


cially in  the  first  twenty-four  hours.  11.  The 
prevention  of  further  breaking  down  of  tissues, 
which  results  from  long  application  of  wet  dres- 
sings. 12.  The  prevention  of  chilling,  which 
also  results  from  the  long  application  of  cold, 
wet  dressings.  13.  The  formation  of  a thin, 
flexible  coagulum.  14.  The  speedy  healing  of 
the  burned  areas  with  a shortened  period  of  hos- 
pitalization. 15.  The  prevention  of  minimiz- 
ing of  heavy  contracting  scars  by  early,  rapid 
healing  in  the  absence  of  infection.  IG.  The 
lessening  of  the  amount  of  skin  grafting  and 
secondary  corrective  survery  necessary.  The 
author  has  treated  twenty-one  cases  with  gratify- 
ing results  except  in  the  case  of  a man  of  77 
who  had  an  80  per  cent  burn  and  who  died  ten 
hours  after  the  accident. 

In  an  article  in  the  Journal  of  A.  M.  A.,  April 
4,  193G,  Frederic  Taylor,  !M.  D.,  Indianapolis, 
points  out  the  fact  that  tannic  acid  treatment 
should  be  used  only  in  severe  cases  and  not  in 
second  degree  burns.  The  action  of  tannic  ac’d 
applied  to  a burned  area  in  which  viable  islands 
of  the  germinal  epithelial  cells  still  survive  is  not 
limited  to  the  dead  tissue.  IMany  of  the  epithelial 
cells  that  might  take  part  in  the  repair  of  the 
denuded  area  are  also  “tanned”  by  the  treat- 
ment. Repair  is  thus  delayed.  It  is  suggested 
that  coagulation  treatment  of  burns  be  reserved 
for  the  most  severe  types  and  that  bland  wet 
dressings  and  ointments  be  used  on  the  great 
majority  of  “second  degree”  burns. 


BRONCHOSCOPIC  DIAGNOSIS  OF  CARCINOMA  OF  THE  LUNG: 
REPORT  OF  TWO  CASES 

HERMAN  E.  KULLY,  M.  D., 

Lincoln 


Bronchoscopic  examination  is  of  prime  im- 
portance when  unexplained  hemoptysis,  pain  or 
signs  and  symptoms  of  lung  suppuration  make 
their  appearance  in  individuals  over  35  years  of 
age.  Bronchoscopy  is  a harmless  procedure  and 
may  contribute  largely  to  the  early  diagnosis  and 
successful  treatment  of  carcinoma  of  the  lung. 
The  following  cases  are  cited  to  show  that  can- 
cer of  the  lung  is  usually  treated  for  a considera- 
ble thue  under  an  erroneous  diagnosis. 

Case  1.  Sain  B..  white  male,  ag-e  46,  entered  the 
office  on  November  16th,  1935,  complaining  of  cough- 
ing up  bright  reel  blood  for  the  past  nine  months. 
The  onset  was  an  acute  pulmonary  infection,  diag- 
nosed as  bronchopneumonia.  After  subsidence  of  the 
acute  symptoms,  blood  tinged  sputum  was  present 
every  morning,  usually  precipitated  by  coughing. 
This  continued  until  two  weeks  before  visit  to  the 
office  when  the  amount  of  blood  was  estimated  as 
a cupful  and  recurred  on  several  occasions.  The  pa- 


tient was  subjected  to  a tonsillectomy  on  May  30th, 
1935,  by  his  family  physician  who  attributed  the 
“spot”  on  his  lung- to  infected  tonsils.  Repeated  ex- 
aminations of  the  sputum  for  tubercle  bacilli  were 
negative.  There  was  no  history  of  loss  of  weight. 

Laboratory  findings  were  not  remarkable,  the  red 
blood  cell  count  and  hemoglobin  being  within  normal 
limits. 

X-ray  of  chest  showed  the  following:  “Area  of  in- 
creased density  about  the  size  of  a dollar  along  the 
right  border  of  the  heart  in  the  right  lung  field.  It 
is  of  uniform  density  and  has  a fairly  sharp  border.” 
— .1.  F.  Kelly,  M.  D. 

Bronchoscopy  under  local  anesthesia,  November 
19th,  1935.  The  anterior  division  of  the  right  lower 
lobe  bronchus  was  almost  completely  occluded  by  a 
smooth  mass,  springing  from  the  i)osterior  wall  of  the 
bronchus.  Three  sections  were  removed  for  biopsy. 
The  histologic  diagnosis  was  bronchiogenic  carci- 
noma. On  November  25th,  1935,  30  mgms.  of  radium 
was  inserted  into  the  invohed  l)ionchus  via  the  bron- 
choscope and  allowed  to  remain  in  the  site  for  22^2 
hours.  A course  of  deep  X-ray  therap,\-  was  admin- 
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istered  and  the  patient  was  dismissed  from  the  hos- 
pital on  December  Ibth,  1935,  as  improved. 

The  patient  was  readmitted  to  the  service  of  Dr. 
Adolph  Sachs  on  December  31st,  1935,  complaining  of 
intermittent  pain  in  both  legs.  The  hemoptysis  had 
subsided.  X-ray  examination  of  the  spine:  “The  third 
lumbar  vertebra  shows  definite  loss  of  calcium.  In 
view  of  the  history,  one  is  justified  to  consider  a ma- 
lignant process.  Examination  of  the  chest  revealed 
the  density  in  the  right  base  to  be  smaller  than  on 
any  previous  film.’’ — J.  E.  Kelly,  M.  D. 

The  patient  remained  in  the  hospital  for  one  month, 
poor  appetite  and  general  weakness  being  a constant 
complaint,  and  returned  to  his  home  unimproved. 
Patient  was  readmitted  to  the  service  of  Dr.  Adolph 


The  patient  was  referred  for  bronchoscopic  exam- 
ination through  the  courtesy  of  Dr.  John  Duncan. 
Bronchoscopy  was  performed  under  local  anesthesia, 
September  8th,  1936.  The  right  main  stem  of  the 
bronchus  was  almost  completely  occluded  by  a bleed- 
ing tumor  mass,  granular  in  appearance,  and  appar- 
ently arising  from  the  posterior  bronchial  wall.  Puru- 
lent secretion  arose  from  beyond  the  tumor  mass. 
The  bronchus  was  fixed.  Four  specimens  were  re- 
moved for  histologic  examination. 

Microscopic  examination  revealed  a bronchiogenic 
carcinoma. 

The  extent  of  involvement  precludes  the  possibility 
of  surgical  removal  and  the  patient  is  now  undergoing 
a course  of  deep  x-ray  therapy. 


Case  1 : Fig.  1.  Case  2 : Fig.  1.  Case  1 : Fig.  2. 

Case  1 : Fig.  1.  Showing  30  mgrti.  capsule  of  radium  in  center  of  tumor  mass.  November  25th,  1935. 

Case  1 : Fig.  2.  There  is  slight  diminution  in  size  of  tumor  mass  following  radium  and  x-ray  therapy,  January  31st,  1936. 
Case  2:  Fig.  1.  Area  of  consolidation,  right  lower  lobe.  This  represents  occlusion  of  right  lower  lobe  bronchus  and  accompany- 
ing atalectasis,  August  31st,  1936.  Original  film  before  atalectasis  was  not  available. 


Sachs  on  .July  25th,  1936.  His  course  was  a progres- 
sively fatal  one,  with  supervening  jaundice,  ascites, 
dyspnea,  and  he  expired  on  August  13th,  1936.  Autop- 
sy permission  was  not  granted. 

Pinal  Diagnosis:  Bronchiogenic  carcinoma,  with 

metastases  to  the  liver  and  spine. 

Case  2.  Carl  T.,  white  male,  age  48,  entered  St. 
Joseph’s  Hospital  on  August  31st,  1936,  complaining  of 
a cough  of  eight  months  duration,  accompanied  by 
shortness  of  breath  for  six  months.  During  the  past 
year,  he  has  had  four  attacks  of  hemoptysis  lasting 
from  fifteen  minutes  to  as  long  as  twenty-four  hours. 
There  was  a history  of  intermittent  fever  of  one  year’s 
duration.  About  one  year  ago,  his  condition  was  diag- 
nosed as  pulmonary  tuberculosis,  involving  the  right 
lower  lung  field.  He  subseciuently  moved  to  Phoenix, 
Arizona,  and  made  slight  improvement.  On  December 
20th,  1935,  the  patient  had  a severe  pulmonary  hem- 
orrhage with  a loss  of  about  500  c.c.  of  blood.  He  re- 
turned to  his  home  about  six  weeks  later.  Hemop- 
tysis recurred  at  frequent  intervals.  About  one  month 
ago,  malignancy  of  the  lung  was  suspected  and  the 
patient  was  referred  to  Dr.  John  Duncan  for  diagnosis 
and  treatment. 

The  laboratory  findings  were  not  significant  ex- 
cept for  a moderate  secondary  anemia. 

X-ray  of  the  chest  showed  the  following:  "There 
is  an  area  of  increased  density  in  the  lower  right 
lung  field,  even  in  character  and  very  dense.  The 
upper  right  lung  and  the  left  lung  are  clear.  The 
heart  is  pulled  toward  the  affected  side.  The  lesion 
may  be  neoplastic.” — J.  F.  Kelly,  M.  D. 


COMMENT 

The  above  cases  emphasize  the  necessity  for 
early  bronchoscopic  examination  in  the  presence 
of  indefinite  pulmonary  symptoms.  Cancer  of 
the  luntj  is  a mild,  slowly  metastasizing’,  relative- 
ly benign  disease  if  diagnosed  in  the  incipient 
stage.  The  only  way  to  make  the  diagnosis  early 
IS  by  hroncho.scopy  and  histologic  confirmation. 
.\s  with  all  other  forms  of  cancer,  early  diagno- 
sis affords  the  only  chance  for  recovery. 


.ACl’TK  BACTERIAL  ENDOCARDITIS 

CLINICO-PATMODOCICAIv  CASE  KEPOBT— XII 

From  the  Museum  of  the  Lancaster  County  Medical  Society. 

A white  female,  age  38,  was  admitted  to  the  hos- 
pital August  3,  1934,  complaining  of  pain  and  swell- 
ing of  the  left  side  of  the  face.  She  was  perfectly 
well  until  12  days  before  admission  when  she  devel- 
oped an  inflammatory  lesion  on  the  left  forearm 
which  was  drained  the  day  following.  She  gave  a 
history  at  this  time  however,  of  having  had  a boil 
on  the  tip  of  the  nose  for  some  time  previously  which 
had  healed  quite  well  at  the  time  that  the  arm  le- 
sion appeared.  Soon  after  the  arm  was  opened  severe 
pain  developed  along  the  left  sciatic  nerve  which  was 
followed  by  a generalized  skin  infection  and  marked 
pain  and  swelling  of  the  left  side  of  the  face  which 
involved  the  soft  tissues  about  the  eye.  Physical  ex- 
amination showed  marked  swelling  of  the  left  side  of 
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the  face  extending  from  the  clavicle  to  above  the 
orbit.  There  were  numerous  macular,  papular,  vesi- 
cular and  bullous  types  of  skin  lesions  over  the  entire 
body  particularly  the  extremities.  The  temperature 
was  100  and  the  pulse  92.  The  blood  pressure  was 
130/78.  The  urine  showed  a trace  of  albumin  and 
constantly  low  specific  gravity.  There  were  occa- 
sional erythrocytes  and  numerous  white  blood  cells. 
The  leukocyte  count  was  24,300.  Blood  culture  showed 
staphylococcus  aureus. 

During  hospitalization  the  temperature  was  irregu- 
lar and  ranged  from  104  to  105  at  the  peak  daily 
and  was  septic  in  character.  On  August  6 a systolic 
murmur  at  the  base  was  first  heard.  On  August  8 
the  left  parotid  and  orbit  were  incised  and  pus  ob- 
tained. On  August  10,  the  left  eye  was  removed. 
Following  this  lethargy  and  spasticity  developed  and 
death  occurred  August  12. 

At  autopsy  which  was  performed  the  day  of  death, 
an  acute  bacterial  endocarditis  was  discovered  involv- 
ing the  mitral  valve.  There  was  a large  friable  vege- 
tation located  on  the  left  side  of  the  interventricular 
septum  just  about  at  the  level  with  the  septal  leaflet 
of  the  mitral  valve.  There  were  small  pink  wart 
like  vegetations  seen  along  the  atrial  surface  of  the 
septal  leaflet  of  the  mitral  valve.  Near  the  apex 
there  was  a small  area  of  sub-epicardial  hemorrhage 
which  extended  into  the  myocardium  for  a distance 
of  5 mm.  Several  similar  areas  of  softening  and 
degeneration  were  seen  in  other  parts  of  the  myo- 
cardium. There  was  also  bilateral  serous  pleural  ef- 
fusion and  serous  pericarditis,  multiple  hematogen- 
ous abscesses  of  the  kidneys,  multiple  infarcts  of  the 
spleen,  fatty  degeneration  of  the  liver,  localized  fi- 
brinous perisplenitis  and  multiple  abscesses  of  the 
breasts. 


CONGENITAL  SYPHILIS:  DIAGNOSIS  BY 
-MEANS  OF  DARK-FIELD  EXAMINA- 
TION OF  SCRAPINGS  FROM  THE 
UMBILICAL  VEIN 

In  his  series  of  cases  Norman  R.  Ingraham.  Jr., 
Philadelphia  {Journal  A.  M.  A.,  Aug.  24,  1935), 
states  that  dark-field  examination  of  the  umbili- 
cal vein  has  been  instrumental  in  detecting  syph- 
ilis in  nineteen  (21.8  per  cent)  of  the  eighty- 
seven  living  offspring  of  syphilitic  mothers  on 
whom  it  was  tried,  with  an  accuracy  which  might 
be  considered  100  per  cent,  and  at  a time  in  the 
infant’s  life  when  most  other  clinical  criteria  and 
laboratory  aids  are  unsuccessful.  Since  thirty- 
five  of  the  living  infants  studied,  however,  were 
actually  proved  by  observation  to  have  syphilis, 
it  is  needless  to  say  that  a negative  dark-field  ex- 
amination does  not  rule  out  syphilis  in  the  child 
but  merely  indicates  the  necessity  of  studying  the 
infant  by  other  methods.  The  fact  that  in  54 
per  cent  of  the  diseased  children  the  diagnosis 
was  made  within  a few  hours  after  birth  seems 
to  indicate  that  this  method  has  a diagnostic  value 
which  somewhat  overshadows  its  cumbersome- 
ness. It  is  truly  unpractical  to  examine  a speci- 
me:i  of  the  cord  obtained  at  every  delivery  in  a 
large  maternity  service,  but,  when  the  diagnosis 
of  syphilis  is  made  in  the  mother,  as  it  should  be, 
before  delivery  takes  place,  then  the  suspected 
syphilitic  specimens  can  be  examined  without 


placing  too  great  a burden  on  the  physicians  in 
charge,  and  the  diagnosis  of  congenital  syphilis 
can  be  established  immediately  in  a limited  num- 
ber of  cases. 


ROENTGEN  DIAGNOSIS  OF  TUMORS  OF 
THE  BREAST 

Max  Ritvo,  P.  F.  Butler  and  E.  Everett  O’Neil, 
Boston  {Journal  A.  M.  A.,  Aug.  3,  1935),  state 
that  roentgen  examination  affords  an  easy  and 
reliable  method  of  studying  the  female  breast. 
Neoplasms  of  the  breast  and  other  pathologic 
processes  may  be  visualized.  The  changes  inci- 
dental to  menstruation,  pregnancy  and  the  meno- 
pause are  also  demonstrable.  The  roentgen  ex- 
amination requires  no  special  preparation  of  the 
patient  and  causes  no  pain  or  discomfort.  Cheatle 
and  Cutler’s  classification  of  mezoplasia  and  cysti- 
phorous  desquamative  epithelial  hyperplasia  is 
used  to  replace  “chronic  mastitis’’  and  “cystic 
mastitis,’’  these  terms  being  unsatisfactory  in  the 
light  of  recent  studies.  The  authors  suggest  the 
name  cystoplasia  to  denote  the  condition  of  cysti- 
phorous  desquamative  epithelial  hyperplasia. 
They  do  not  believe  at  present  that  the  early 
stages  of  malignancy  or  beginning  malignant  de- 
generation in  formerly  benign  tumors  are  de- 
monstrable on  the  roentgenogram.  Tumor  masses 
can  be  outlined  and  the  character  and  extent  of 
the  lesion  determined.  The  existence  of  a neo- 
plasm may  be  shown  by  roentgen  examination 
before  it  can  be  definitely  diagnosed  by  clinical 
means.  Glands  in  the  a-xilla  and  extension  of 
malignant  growth  to  the  ribs  are  demonstrable 
on  the  roentgenogram.  Roentgen  studies  greatly 
lessen  the  need  of  diagnosis  operation  and  re- 
peated palpation  of  the  breast  and  give  informa- 
tion of  value  in  the  diagnosis,  prognosis  and  treat- 
ment of  lesions  of  the  breast. 


RULES  FOR  HANDLING  A WOMAN  BY 
ELECTRICITY 

If  she  talks  too  long — Interrupter 
If  she  wants  to  be  an  angel — Transformer 
If  she  is  picking  your  pockets — Detector 
If  she  will  meet  you  half  way — Receiver 
If  she  gets  too  excited — Controller 
If  she  goes  up  in  the  air- — Condenser 
If  she  wants  chocolates — Feeder 
If  she  sings  inharmoniously — Tuner 
If  she  is  out  of  town — Telegrapher 
If  she  is  a poor  cook — Discharger 
If  she  is  too  fat — Reducer 
If  she  is  wrong — Rectifier 
I f she  gossips  too  much — Regulator 
If  she  becomes  upset — Reverser 

— The  Locomotive. 
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THE  SECRETARY’S  CORNER 

DATE  OF  ANNUAL  MEETING 

The  dates  for  the  next  annual  meeting  are 
May  and  the  place  of  meeting,  Omaha. 


CALL  FOR  PAPERS 

If  yon  lAsh  to  read  a paper  before  the  ne.vt 
annual  meeting  please  send  your  name  and  title 
of  paper  as  soon  as  possible  to  Dr.  R.  B.  Adams, 
Center  McKinley  Bldg.,  Lincoln,  Nebraska. 


CALL  FOR  DUES 

The  annual  dues  for  iggy  are  noiv  payable. 
Send  $10.00  plus  your  county  society  dues  to  your 
county  secretary.  “Eventually,  zvhy  not  now?” 


THE  PROBLEM  OF  SYPHILIS 

Dr.  Thomas  Parran,  Surgeon  General  of  the 
Cnited  States  Public  Health  service,  has  indi- 
cated that  the  major  objective  of  his  incumbency 
shall  be  the  prevention  and  treatment  of  syphilis. 
W'e  may,  therefore,  expect  an  aroused  interest 
in  this  disease  and  its  prevention  and  treatment  in 
the  near  future  on  the  part  not  only  of  the  medical 
profession  but  of  the  laity.  Even  the  radio 
to  which  the  very  word  “syphilis”  has  been  taboo 
will  relent  to  allow  its  use  in  broadcasting. 

The  origin  of  syphilis  is  still  a debated  ques- 
tion, although  much  research  has  been  done  in 
an  effort  to  settle  the  question.  Pusey  after  much 
research  has  concluded  that  syphilis  is  of  Amer- 
ican origin  and  was  carried  to  Europe  by  the 
crew  of  Columbus  on  his  voyage  of  discovery. 

As  evidence  of  its  American  origin  Pusey  cites, 
among  other  evidence,  that  anthropologists  have 
found  in  many  parts  of  both  North  and  South 
-\merica  in  human  bones  of  a period  antedating 
Columbus’  discovery,  undoubted  evidences  of 
syphilis.  He  also  cites  the  spread  over  Europe 
of  the  disease  immediately  following  Columbus' 
second  voyage — to  France,  Germany  and  Switzer- 
land in  1495,  to  Holland  and  Greece  in  1496,  to 
England  and  Scotland  in  1497  and  to  Hungary 
and  Russia  in  1498. 

On  the  other  hand  Holcomb  points  to  the  fol- 
lowing: Columbus  kept  a diary  in  which  he  made 
entries  twice  a day  and  nowhere  does  he  mention 
serious  illness  of  members  of  his  crew,  but  says 
his  sailors  were  exceptionally  healthy.  Pliny  the 
elder,  in  the  first  century,  is  said  to  have  referred 
to  the  disease  we  now  know  as  syphilis. 

What  are  said  to  be  undoubted  evidences  of 
syphilis  in  China  in  pre-Columbian  days  are 
cited. 

The  tragedy  of  the  invasion  of  Italy  by  Charles 
\’HI  who  left  Naples,  May  20,  1495,  after  losing 
most  of  his  soldiers  has  been  cited  as  undoubted 
evidence  of  the  American  origin  of  syphilis ; but 
this  is  denied  and  research  is  offered  to  prove 
that  the  army  of  Charles  \^HI  was  decimated  by 
an  epidemic  of  typhoid  fever. 

It  is  asserted  that  syphilis  is  a disease  of  great 
antiq'uity  and  that  its  origin  is  lost  in  the  dark- 
ness of  the  Middle  Ages — that  it  was  wide  spread 
before  the  voyages  of  Columbus.  Leprosy,  ty- 
phoid fever  and  the  Black  Death  (bubonic 
plague?)  were  very  prevalent  during  the  Middle 
Ages  and  the  Black  Death  was  particularly  preva- 
lent near  the  end  of  the  fifteenth  century.  It  is 
argued  that  writers  have  confused  syphilis  with 
leprosy,  t\'phoid  fever  and  the  Black  Death. 
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The  new  drive  to  stamp  out  syphilis  had  its 
origin  in  the  Scandinavian  countries,  Denmark, 
Sweden  and  Norway.  In  these  countries  all 
sources  of  infection  are  ascertained  and  the 
treatment,  while  gratis,  is  compulsory.  In  Copen- 
hagen the  number  of  cases  has  di'opped  in  fifteen 
years  from  three  thousand  to  less  than  two  hun- 
dred per  year.  Great  Britain  offers  free  clinic 
treatment  for  all,  but  exercises  no  legal  con- 
trol over  the  patient.  In  spite  of  the  voluntary 
system  the  incidence  of  the  disease  in  Great  Bri- 
tain has  been  reduced  one-half  since  1920. 

In  New  York  the  city  offers  to  do  all  serologi- 
cal work  free  and  plans  as  soon  as  possible  to 
provide  neoarsphenamine,  bismuth  and  mercury 
in  amounts  sufficient  for  one  year’s  treatment  to 
private  physicians  upon  request,  apparently  with 
or  without  payment  for  the  treatment  according 
to  the  circumstances  of  each  patient.  The  State 
of  New  . York  is  operating  120  syphilis  clinics  in 
different  parts  of  New  York  State,  exclusive  of 
New  York  City.  The  following  classes  of  pa- 
tients are  eligible  for  treatment  at  these  clinics: 
Any  patient  for  initial  diagnosis  and  emergency 
treatment  if  found  infectious;  any  patient  unable 
to  pay  a private  physician  for  treatment ; any  pa- 
tient referred  by  a physician  for  consultation, 
such  case  to  be  returned  to  the  referring  physi- 
cian with  examination  reports  and  advice  for 
further  treatment.  Provision  is  being  made  for 
the  payment  of  all  physicians  serving  in  these 
clinics ; the  rate  varies  but  averages  about  $10  per 
session. 

It  appears  then  that  the  world  is  to  be  made 
syphilis  conscious  and  that  the  long  campaign  of 
prevention  and  treatment  will  soon  be  in  opera- 
tion in  the  United  States. 


YOU  AND  YOUR  JOURNAL 

With  the  advent  of  better  business  conditions 
strenuous  efforts  are  being  made  by  our  repre- 
sentatives to  interest  new  advertisers.  The  up- 
ward trend  of  advertising  was  noticable  in  our 
pages  during  the  past  year,  but  we  need  more 
advertisers  if  we  are  to  prosper. 

Let  us  paraphrase  an  appeal  from  the  Bulletin 
of  the  Pierce  County  Medical  Society  (Tacoma)  : 

Our  old  advertisers,  many  of  whom  have  been 
with  us  from  the  beginning,  expect  some  returns 
from  their  expenditure.  It  is  a matter  of  dollars 
and  cents.  “Love  and  affection”  don’t  enter  into 
it  at  all.  IF  WE  WANT  THEIR  ADVERTIS- 
ING WE  MUST  GIVE  THEM  OUR  BUSI- 
NESS. It  is  as  simple  as  that! 


Let  us  all  keep  these  facts  in  mind : Advertis- 
ers make  the  Journal  possible  and  in  order  to 
keep  them  we  must  show  them  immediate  and 
tangible  returns  from  their  outlay.  CONSIDER 
JOURNAL  ADVERTISERS  WHENEVER 
YOU  BUY  ANYTHING  AND  TELL  THEM 
YOU  SAW  THEIR  ADS  IN  THE  NEBRAS- 
KA STATE  MEDICAL  JOURNAL.  The  re- 
sponsibility is  yours  ! The  soliciting  representative 
gets  the  ads.  It  is  up  to  you  to  keep  them. 


THE  SGIENTIFIG  EXHIBIT  AT  STATE 
MEETING 

Any  member,  or  group  of  members,  interested 
in  furnishing  anything  toward  the  scientific  ex- 
hibit for  the  annual  meeting  in  Omaha  next  May 
will  please  communicate  with  Dr.  R.  L.  Traynor, 
chairman,  or  Dr.  Richard  H.  Young,  Omaha. 

The  committee  is  especially  interested  to  have 
scientific  representation  from  some  of  the  smaller 
communities  in  addition  to  that  which  is  contri- 
buted from  Omaha  and  Lincoln. 


A PRINTER’S  OVERSIGHT 

Through  some  mischance  in  the  printer’s  of- 
fice the  list  of  Harlan  County  physicians  was 
omitted  from  the  published  Alembership  List  in 
the  December  Journal.  It  is  as  follows : 

HARLAN 

W.  C.  Bartlett,  Alma 
J.  N.  Campbell,  Stamford 
Robert  H.  Kerr,  Alma 

The  name  of  Dr.  John  C.  Eagan,  Madison, 
also  was  inadvertently  omitted. 


OUR  DUTY 

We  edit  on  the  theory,  no  matter  who  the 
author,  that  his  paper  has  no  right  to  occupy 
more  space  or  to  use  more  words,  than  necessary 
to  state  its  facts  and  theories  so  as  to  be  under- 
standable to  its  readers.  This  is  a busy  world. 
Few  of  us  get  to  do  the  slightest  fraction  of  the 
things  we’d  like  to  do.  The  writer  who  uses  an 
excessive  number  of  words  in  putting  over  his 
message  is  a robber  of  his  readers’  time  and  a 
confrere’s  right  to  get  his  message  into  print. 
He  robs  also  himself  of  prestige  because  his 
lengthy  article  has  few  readers  as  compared  to 
those  his  shorter  article  would  have.  Paper  and 
the  labor  of  setting  type  are  both  expensive. 

We  are  not  captious  nor  frivolous  with  any 
physician’s  “brainchild.”  Our  board  of  man- 
agers, however,  has  instructed  us  to  “boil  down” 
all  articles  as  much  as  possible.  We  aim  not  to 
destroy  or  twist  any  author’s  meaning  nor  to 
seriously  alter  his  style. 
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It  is  not  unusual  for  us  to  delete  sufficient 
words  from  an  article  of  12  to  14  pages  to  reduce 
it  to  6 to  10  pages  with  nothing  being  omitted 
except  unnecessary  words.  From  other  articles 
we  are  able  to  delete  relatively  few  words.  Our 
deletions  are  in  inverse  ratio  to  the  care  and  time 
an  author  spends  upon  his  paper.  A year  or 
more  ago  a certain  author  submitted  a paper 
from  which  we  deleted  perhaps  25%  of  his  words. 
This  year  he  submitted  another  paper  and  the 
deletions  were  negligible.  We  probably  save 
enough  space  of  each  issue  to  publish  perhaps 
two  short  papers  that  would  otherwise  be 
crowded  out. 

In  the  main  our  contributors  have  expressed 
themselves  as  appreciative  of  the  vast  amount 
of  time  we  have  spent  in  editing  their  articles 
so  as  to  get  their  ideas  across  in  the  fewest  pos- 
sible words.  Occasionally  an  author  has  said  to 
us  in  effect,  I wish  my  paper  published  exactly 
as  I wrote  it.  Such  an  author  certainly  does  not 
understand  the  problems  which  confront  us. 

He  should  realize  that  the  editor  takes  the 
viewpoint  of  the  reader  as  well  as  of  the  author. 

Unless  a paper  has  readers  who  understand  it 
the  author  has  failed  in  his  purpose.  The  author, 
therefore,  should  regard  the  editor  as  his  ally, 
his  valued  critic.  The  author  who  has  written 
a great  deal  usually  considers  his  severe  critic 
as  his  excellent  friend.  The  man  who  has  not 
written  much  is  prone  to  object  to  any  criticism 
of  his  paper.  The  physician  who  has  written 
much  ordinarily  will  say  occasionally,  “I  appre- 
ciate your  editing,  but  you  have  missed  my  point 
at  one  place  or  more  as  the  case  may  be,  please 
change  as  follows  . . .” 

We  remember  so  well  that  when  we  first  wrote 
we  were  resentful  when  an  editor  made  changes 
in  our  manuscript.  Now  we  appreciate  the  editor 
who  has  the  nerve  to  tell  us  of  our  mistakes  or 
the  changes  which  should  make  our  meaning 
more  clear  to  our  readers. 

IMedical  literature  is  accumulating  at  a tre- 
mendous rate.  The  copies  of  medical  journals 
of  permanent  value  are  those  which  are  preserved 
in  libraries.  Space  in  libraries  is  precious. 

We  believe  that  articles  merely  reviewing  the 
present  status  of  a subject,  and  many  papers  are 
entirely  or  largely  of  this  type,  presenting  little 
or  nothing  original,  are  nevertheless  worthy  of 
publication ; but  the  authors  should  strive  to  use 
no  more  words  than  necessary  to  present  the 
facts. — Editorial,  Southwestern  Medicine,  Nov., 
1936. 


ABOUT  FACE— FORWARD  MARCH ! 

“About  face — forward  march  !”  would  have 
been  the  command  issued  to  the  165,000  Amer- 
ican physicians  if  these  165,000  really  had  been  an 
army  and  if  the  Board  of  Trustees  of  the  Ameri- 
can Medical  Association  had  been  the  command- 
ing voice  of  American  medicine.  Of  course  this 
really  did  not  happen,  nor  could  it  have  happened, 
for  the  165,000  physicians  of  this  nation  are  in- 
dividualists and  there  is  no  commanding  voice  of 
medicine  in  America. 

What  really  did  happen  was  that  at  4 :00  p.  m. 
on  Alonday  afternoon,  November  16,  1936,  an 
armistice  was  informally  pledged  between  the 
American  IMedical  Association  and  the  United 
States  Public  Health  Service,  and  hereafter,  in- 
stead of  sparring  around  with  each  other,  these 
two  great  groups  are  going  to  work  in  harmony 
in  the  interest  of  the  public  health  and  the  public 
welfare  in  carrying  out  the  provisions  of  the  So- 
cial Security  Act. 

It  all  came  about  this  way.  For  months  the 
medical  profession  had  been  skeptical  of  just 
what  was  the  attitude  of  Thomas  Parran,  the 
new  Surgeon  General  of  the  United  States  Pub- 
lic Health  Service,  toward  socialized  medicine, 
and  how  far  the  Social  Security  Act  and  the 
Children’s  Bureau  under  the  direction  of  its  chief. 
Miss  Katherine  F.  Lenroot,  would  push  the  medi- 
cal profession  toward  socialized  medicine.  For 
months  the  profession  voiced  its  skepticism  and 
opposition  in  regard  to  the  entire  movement,  and 
its  voice  was  vehement,  forceful  and  unceasing. 
Then  came  the  election,  and  two  weeks  later  the 
Annual  Conference  of  Secretaries  and  Editors 
of  the  constituent  state  medical  associations  at 
the  thoroughly  modern  and  well  appointed  head- 
quarters offices  of  the  American  Medical  Asso- 
ciation in  Chicago.  Both  Dr.  Parran  and  Miss 
Lenroot  addressed  this  conference  at  its  first 
afternoon  session,  at  two  o’clock.  Dr.  Parran 
said,  “I  do  not  favor  at  this  time  any  scheme  of 
governmental  practice  in  medicine.  I do  favor 
better  resources  to  put  tools  into  the  hands  of  the 
profession ; I do  favor  the  prevention  of  disease 
as  part  of  the  duty  of  the  health  department.” 
IMiss  Lenroot  stated  that  physicians  should  re- 
ceive remuneration  for  the  care  of  crippled  chil- 
dren under  the  provisions  of  the  Social  Security 
Act,  and  that  the  Federal  Government  has  no 
rigid  plan  to  which  each  state  should  adhere,  but 
that  each  state  should  formulate  its  own  plan. 

Much  more  was  said  by  both  speakers,  each  of 
whom  ended  with  a request  that  the  profession 
of  the  country  cooperate.  Dr.  Parran  suggested 
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that  special  committees  be  appointed  in  each  state 
society  to  formulate  a syphilis  control  program. 

All  this  took  about  two  hours,  then  the  fateful 
hour  arrived.  Would  the  sentiment  be  expressed 
by  the  secretaries  and  editors  to  cooperate  and 
go  along,  or  would  they  continue  under  the  aegis 
of  the  American  iNIedical  Association  to  criticize, 
buck,  and  stand  pat  against  any  and  all  things 
that  had  to  do  with  the  carrying  out  of  the  provi- 
sions of  the  Social  Security  Act?  Would  they 
spill  the  conference  apple  cart?  They  did  not! 
There  had  been  some  smart  diplomatic  maneuvers 
behind  the  scenes  and  several  important  person- 
ages high  in  the  affairs  of  the  A.IM.A.,  including 
Dr.  J.  H.  J.  Upham,  president-elect  of  the  A.M.A., 
took  the  floor  and  effectively  molded  the  thoughts 
of  conferees  along  the  line  of  cooperation. 

Before  it  was  all  over,  up  rose  Dr.  Olin  West, 
secretary  and  general  manager  of  the  x\merican 
Medical  Association,  that  dependable  hero  of  or- 
ganized medicine — and  never  was  he  a more  noble 
Roman  than  upon  that  particular  occasion.  He 
said  in  substance,  though  of  course  not  in  fact, 
that  in  his  own  humble  opinion,  all  this  distribu- 
tion of  federal  funds  was  fantastic,  and  that  he 
had  told  “Tom”  Parran  that  he  did  not  agree 
with  the  program.  He  did  not  say  that  he  thought 
the  whole  thing  was  illusory,  but  the  impression 
he  left  upon  his  listeners  was  just  that.  He  said, 
further,  that  he  hoped  he  never  would  see  the 
day  come  when  American  medicine  would  be 
socialized,  and  that  he  was  happy  to  know  that 
Dr.  Parran  was  not  favoring  such  a program.  In 
conclusion.  Dr.  West  said  that  social  security  is 
here  to  stay,  and  whether  we  all  like  it  or  not,  it 
is  up  to  the  medical  profession  to  accept  it  as 
it  is,  and  to  help  and  cooperate  with  the  officials 
to  supply  leadership  in  carrying  out  the  health 
provisions  of  the  Act. 

Then  came  the  zero  hour — and  the  armistice ! 
The  conference  unanimously  went  on  record  ap- 
proving the  suggestion  of  Dr.  Parran  that  special 
committees  be  appointed  by  each  state  medical  as- 
sociation to  study,  survey,  and  make  suggestions 
in  regard  to  a syphilis  control  program. 

It  must  be  understood  that  the  provisions  of 
this  armistice  and  this  back-tracking  are  not  all  on 
one  side.  The  Washington  officials  have  also  done 
considerable  “to  the  rear  marching!”  They  are  a 
lot  smarter  than  they  were  four  years  ago  when 
they  said  to  organized  medicine,  “You  take  this 
program — or  else  !”  They  have  come  a long  way. 
Now  they  ask  for  cooperation;  they  no  longer  de- 
mand it.  They  realize  that  no  public  health  pro- 
gram, whether  it  be  syphilis  control  or  the  care  of 


the  indigent,  can  succeed  without  the  support  and 
backing  of  the  medical  profession.  — Editorial, 
Jour.  Indiana  State  Med.  Assn.,  Dec.,  1936. 


HYPOGLYCEMIC  SHOCK  TREATMENT 
OE  SCHIZOPHRENIA  (DEMENTIA 
PRAECOX) 

One  of  the  major  psychoses,  schizophrenia  (de- 
mentia praecox)  utilizes  more  hospital  beds  than 
any  other  sickness  the  medical  profession  is  called 
upon  to  see.  Schizophrenia  will  claim  the  major- 
ity of  the  75,000  new  mental  patients  that  will 
require  hospitalization  each  year  and  the  great 
share  of  the  one  million  young  people  now  in 
schools  and  colleges  who  will  have  to  spend  some 
time  of  their  lives  in  mental  hospitals.  This  ser- 
ious disorder  has  long  been  a medical,  social  and 
economic  problem.  Because  of  the  great  preva- 
lence and  the  necessity  for  a long  period  of  hos- 
pital care,  it  would  naturally  follow  that  any  form 
of  treatment  of  this  disorder  that  offers  promise 
should  create  an  active  medical  interest. 

The  editor  has  asked  for  comments  upon  a new 
treatment  of  schizophrenia  by  hypoglycemic  shock 
produced  by  insulin.  A brief  review  of  the  devel- 
opment of  this  type  of  therapy  and  a few  remarks 
with  regard  to  personal  experiences  are  gladly 
given  because  of  the  belief  that  this  method  of 
treatment  merits  serious  consideration  and  where 
possible  an  adequate  trial.  This  new  plan  of 
therapy  was  introduced  in  1933  by  a young  Aus- 
trian psychiatrist  named  Sakel.  The  first  avail- 
able publication  came  out  in  June  of  this  year 
when  Dussik  and  SakeB^^  reported  104  cases.  In 
this  group  there  were  58  recent  cases  (duration 
less  than  a half  year).  A good  remission  was 
made  in  88.0  per  cent  while  in  70.7  per  cent  a 
complete  recovery  was  obtained.  These  figures 
are  remarkable  because  it  is  usually  considered 
that  the  chance  for  remission  in  schizophrenia  is 
only  about  thirty  per  cent.  In  the  group  of  46 
older  cases  (duration  more  than  six  months)  a 
good  social  recovery  was  made  in  47.8  per  cent, 
whereas  a complete  remission  was  obtained  in 
19.6  per  cent.  Their  article  is  recommended  be- 
cause it  gives  a detailed  account  as  to  the  method 
and  also  case  reports. 

Since  Sakel’s  article  there  have  been  two  pub- 
lications by  B.  Glueck(2)(3)  ^nd  an  article  by  J. 
Wortis*^^)  in  the  American  literature.  In  addi- 
tion, this  treatment  has  been  investigated  by  the 
British  Board  of  Control,  and  in  a report  belief 
is  expressed  that  the  hypoglycemic  shock  method 
of  treatment  is  promising.  The  report  recom- 
mends that  this  therapy  be  begun  in  a public  men- 
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tal  hospital  in  England  and  Wales  under  special 
conditions  and  supervision. 

The  study  of  the  original  article  of  Dussik  and 
Sakel  made  such  a favorable  impression  upon  us 
that  the  treatment  with  hypoglycemic  shock  was 
started  in  Omaha  under  the  direction  of  Dr.  G. 
Alexander  Young.  The  case  material  consists 
of  private  patients  and  patients  in  the  psycho- 
pathic department  of  the  Douglas  County  hos- 
pital. 

Briefly  stated  the  method  is  to  give  daily  in- 
creasing doses  of  insulin  until  a dose  is  reached 
which  produces  hypoglycemic  shock  with  coma. 
Glucose  is  given  two  to  five  hours  after  each  dose 
of  insulin.  During  the  first  phase  of  the  treat- 
ment the  insulin  is  given  three  times  daily  but 
after  the  shock  producing  dose  (50  U to  120  U) 
is  reached  only  one  dose  daily  is  administered  on 
a fasting  stomach  about  six  or  seven  A.M.  The 
duration  of  coma  allowed  before  interruption  by 
glucose  varies  with  the  individual  case.  This 
part  of  the  treatment  is  called  phase  two  and  con- 
tinues until  recovery  has  been  established  or  it  is 
clear  the  case  is  refractory.  The  last  phase  con- 
sists of  moderate  doses  of  insulin  (30  U)  two  or 
three  times  daily  for  a week  or  ten  days. 

The  symptoms  of  hypoglycemia  exhibited  vary 
with  the  individual  patient.  Some  patients  show 
“wet  shock”  with  profuse  perspiration  and  sali- 
vation, others,  “dry  shock”  with  only  slight  dia- 
phoresis and  a tendency  to  convulsive  phenomena. 
A few  cases  have  experienced  marked  hunger 
and  have  begged  for  food.  The  temperature  falls 
sometimes  to  as  low  as  94  degrees.  Bradycardia 
has  been  found  occasionally  and  particularly  early 
in  the  shock  period.  Usually  there  is  little  vari- 
ation in  the  pulse  rate  unless  the  patient  goes  into 
a deep  coma.  There  may  be  a marked  restless- 
ness and  two  cases  have  shown  a very  active  ex- 
citement as  a constant  feature.  To  date  only  two 
of  the  cases  have  had  convulsions.  Following 
a period  of  excitement  the  patient  usually  pro- 
ceeds into  a stage  of  coma  which  after  a period 
is  terminated  by  glucose.  In  the  shock  period 
there  is  usually  a striking  and  interesting  change 
in  behavior  and  talk.  These  changes  are  of  great 
variety  and  could  hardly  be  described  in  this  short 
article.  Blood  sugar  levels  in  the  shock  are  us- 
ually between  20  and  55  milligrams  per  cent.  Oth- 
er biochemical  analyses  are  being  undertaken. 
When  the  patient  has  been  in  shock  for  the  de- 
sired period  and  this  may  be  a period  of  three  to 
five  hours  the  hypoglycemia  is  terminated  by  150- 
200  grams  of  glucose  in  warm  milk  or  orange 
juice  by  nasal  tube.  Equipment  is  always  on 
hand  to  meet  emergency  situations. 


The  complications  deserve  mention  because  of 
one  experience  of  a patient  developing  pulmonary 
edema  from  which  she  recovered.  The  literature 
reports  only  three  deaths  and  these  in  the  early 
days  of  the  treatment.  It  is  generally  conceded 
by  those  who  have  had  experience  with  this  type 
of  treatment  that  the  hypoglycemic  shock  in  the 
schizophrenic  is  not  the  dangerous  situation  that 
one  meets  in  the  handling  of  a diabetic  patient. 
Convulsions  call  for  prompt  intravenous  injection 
of  glucose.  Other  complications  would  undoubt- 
edly arise  were  it  not  for  good  nursing  care  and 
special  precautions  to  allow  a prompt  termination 
of  the  hypoglycemia  when  necessary. 

Our  experience  has  as  yet  been  insufficient  to 
allow  a statement  of  percentual  results.  Never- 
theless, impressions  of  a startling  and  revolution- 
ary character  have  been  received  which  contrast 
sharply  with  what  we  have  been  accustomed  to 
see  in  this  malignant  type  of  psychosis.  For  ex- 
ample, a young  man  of  thirty-six  with  a ten  year 
history  of  morbid  anxiety  and  hypochondriacal 
states  culminating  in  a severe  depressive  psychosis 
with  self  mutilation  trends,  fixed  delusions  and 
auditory  hallucinations  of  six  months  duration  be- 
gan to  improve  after  the  second  deep  shock  and 
was  discharged  recovered  in  six  weeks  time.  A 
man  of  thirty-four  who,  since  January,  1936,  had 
been  in  catatonic  stupor,  had  not  spoken  for  four 
months  and  had  required  gavage  or  hand  feeding, 
began  treatment  November  11th.  For  the  past 
week  he  has  been  alert,  talkative,  without  delu- 
sions and  is  showing  normal  behavior.  A recent 
case  of  hebephrenic  schizophrenia,  age  20,  of  a 
type  usually  considered  incurable,  has  shown 
striking  improvement  after  ten  days  of  hypogly- 
cemic shock.  On  the  other  hand,  a young  woman 
of  22,  in  catatonic  stupor  with  a history  of  six 
months’  illness  has  shown  but  little  change  after 
seven  weeks  treatment.  An  acute  agitated  de- 
pression, probably  manic  depressive,  received  no 
benefit  and  the  treatment  was  discontinued. 

The  basis  for  this  treatment  has  not  been  clear- 
ly established.  To  date  there  have  been  several 
hypothesis  advanced.  There  is  the  belief  that 
this  type  of  treatment  stimulates  metabolism  in 
general  and  liver  function  in  particular.  Sakel 
believes  that  this  treatment  by  its  dramatic  meta- 
bolic activity  eliminates  the  more  recent  and  ab- 
normal responses,  thereby  allowing  the  normal 
habitual  reactions  of  the  individual  to  recur.  A 
third  point  is  the  belief  that  some  benefit  is  ob- 
tained because  of  the  vagotonic  action  of  the  in- 
sulin. Doubtlessly  further  experience  and  ade- 
quate biochemical  and  psychobiologic  studies  will 
add  considerable  light. 
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The  results  to  date  would  suggest  that  this 
type  of  treatment  deserves  trial  in  psychiatric  in- 
stitutions that  can  afford  proper  eouinment,  super- 
vision. and  nursing  care. 

At  the  Douglas  County  Hospital  Psychopathic 
Department  in  Omaha  research  work  with  the 
treatment  is  being  carried  out  in  collaboration 
with  the  laboratories  of  the  University  of  Ne- 
braska Medical  College.  Eli  Lilly  Co.  has  gen- 
erously supplied  the  necessary  insulin.  Reports 
of  results  will  be  made  as  experience  and  data 
are  accumulated. 

1.  Zt.schr.  f.  d.  ges.  Neuro.  u.  Psych.  155.  34,  1936. 

2.  .Tour.  A.  M.  A.  107:  1029,  1936. 

3.  X.  V.  State  .Tour,  of  Med.  36,  Oct.  15,  1936. 

4.  .Tour.  Nervous  and  Mental  Dis.  84;  497,  1930. 

— TUchard  Young,  Omaha. 


THE  NOMENCLATURE  OF  ESTRUS- 
PRODUCING  COMPOUNDS 

The  Council  on  Pharmacy  and  Chemistry  re- 
ports that  there  are  at  least  seven  naturally  occur- 
ring estrogenic  substances  that  have  been  isolated 
in  a crystalline  condition.  As  the  result  of  in- 
vestigations by  P.utenandt,  Cook,  Doisy.  Marrian 
and  their  respective  associates  the  structure  of 
these  and  related  compounds  has  been  definitely 
established.  Two  systems  of  nomenclature  have 
been  proposed ; one  by  Girard  using  the  root  “fol- 
li-”  with  suffixes  to  indicate  the  nature  of  the 
compounds ; the  other  by  Adam  and  his  collabor- 
ators using  the  root  “oestr-”  with  certain  modi- 
fications. In  view  of  the  importance  of  Edgar 
Allen’s  investigations  in  opening  up  the  field  of 
the  follicular  hormu.ie  and  of  Doisy’s  contribu- 
tions in  isolating  the  first  crystalline  estrus-pro- 
ducing  compound  and  the  further  fact  that  the 
Council  has  approved  theelin  as  a common  name, 
the  Advisorv  Committee  on  the  Nomenclature  of 
Endocrine  Principles  considered  a proposal  to  re- 
tain “theel-”  as  the  root  for  the  names  of  the 
estrus-producing  compounds.  However,  in  view 
of  the  fact  that  the  system  of  nomenclature  de- 
vised by  Adam  and  his  collaborators  has  been 
fairly  widelv  adopted  among  investigators,  it  ap- 
peared inadvisable  to  supplant  this  system  even 
though  the  new  system  based  on  “theel-”  was 
simpler  and  more  nearly  in  accord  with  the 
nomenclature  for  the  androgens.  Accordingly, 
the  Council,  on  the  recommendation  of  the  Ad- 
visory Committee  on  the  Nomenclature  of  Endo- 
crine Principles,  decided  ( 1)  to  adopt  the  system 
of  nomenclature  based  on  the  root  estr-:  (2)  to 
retain  theelin,  theelol  and  dihydrotheelin  as  syno- 
nyms for  the  compounds  known  in  the  aforemen- 
tioned system  as  estrone,  esfriol  and  estradiol  re- 


spectively; and  (3)  to  adopt  the  term  estrogenic 
to  describe  those  compounds  or  extracts  which 
in  addition  to  their  other  physiologic  properties 
I)roduce  estrus,  and  to  adopt  the  noun  estrogen 
as  the  collective  term  for  all  the  substances  having 
these  properties.  (/.  A.  M.  A.,  Oct.  10,  1936,  p. 
1331). 


BENZEDRINE  SULFATE  IN  MOOD  AND 
FATIGUE 

Myerson  (Arch.  Near.  & Psych.,  30:816,  Oct., 
1936)  suggests  the  use  of  Benzedrine  Sulfate 
(benzyl  methyl  carbinamine  sulfate  S.K.F.)  to 
alleviate  certain  types  of  fatigue  and  depression. 

When  administered  to  normals  suffering  from 
fatigue  and  slight  malaise  due  to  insufficient  rest 
or  sleep,  immediate  benefit  and  relief  of  a pleasant 
type  were  experienced.  To  obtain  this  results  10 
mg.  upon  arising  was  usually  sufficient.  The  ef- 
fect lasted  two  hours  or  more.  A dose  of  30  mg. 
was  apt  to  produce  restlessness  and  over-excit- 
ability; and  sleeplessness  at  night  followed  ad- 
ministration in  the  late  afternoon.  No  ill  effects 
and  no  signs  of  craving  were  noted  in  any  of  the 
patients.  Blood  pressure  was  not  appreciably  af- 
fected by  10  mg.,  but  a rise  sometimes  followed 
a 20  mg.  dose,  and  the  use  of  the  drug  in  the 
presence  of  hypertension  is  inadvisable.  As  an 
emergency  measure  for  normals  to  dissipate  the 
effects  of  a disordered,  night’s  sleep  or  of  insuffi- 
cient rest,  the  drug  is  probably  of  benefit. 

Benzedrine  Sulfate  was  also  given  to  a group 
of  cases  suffering  from  neuroses  associated  with 
depression,  fatigue  and  anhedonia.  Although  the 
difficultv  of  a scientific  evaluation  of  treatment 
in  neuroses  is  recognized.  Benzedrine  seemed  to 
have  an  ameliorative  effect  with  a definite  though 
limited  value. 

In  only  two  cases  was  its  action  unfavorable. 
Its  effects  were  not  curative  or  permanent,  but 
it  tended  to  lessen  the  depression  and  increase  the 
feeling  of  energy.  Given  in  small  divided  doses 
in  the  morning  its  use  is  suggested  during  treat- 
ment by  other  means  and  while  natural  recovery 
is  taking  place. 

In  eighteen  cases  of  dementia  praecox,  Benze- 
drine Sulfate  was  found  to  be  without  effect  on 
catatonic  or  hebephrenic  states. 


Another  patient  objected  to  the  size  of  my 
bill  and  said ; “But  Doctor,  )mu  are  not  asking 
$2.00  for  merely  taking  a cinder  out  of  my  eye?” 
“Er — no ; my  charge  is  for  removing  a foreign 
substance  from  the  cornea.”  ITe  went  away  per- 
fectly satisfied. 
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LITTLE  STRANGERS  LOOKING  FOR 
HOMES 

The  entire  future  of  some  human  life  often 
rests  in  the  physician’s  hands  wlien  an  unmar- 
ried mother  says : “Doctor,  can’t  you  find  a home 
for  my  baby?’’  This  is  a common  experience  in 
the  doctor’s  busy  practice,  and  he  is  often  able  to 
find  some  home  glad  to  have  the  little  stranger. 
But  it  is  not  as  simple  as  all  that.  By  no  means. 
Sometimes  the  easy  solution  is  too  easy.  Years 
later  the  doctor  may  see  his  off-hand  arrange- 
ment end  in  disaster,  and  wish  he  had  given  it 
more  time  and  study.  Often,  of  course,  that  is 
just  what  the  doctor  cannot  do.  His  hours  and 
days  are  crowded  with  other  demands. 

For  that  very  reason,  machinery  has  been  de- 
vised to  solve  the  problem  for  him,  to  give  the 
time  he  cannot  give,  to  take  the  care  he  cannot 
take.  The  new  way  is  as  much  better  than  the 
old  as  the  newer  science  of  obstetrics  is  better 
than  the  old  midwifery.  It  was  described  a few 
days  ago  in  a radio  broadcast  by  Dr.  George  W. 
Kosmak,  well  known  as  an  authority  on  all  mat- 
ters relating  to  childbirth,  under  the  auspices  of 
the  State  Charity  Aid  Association.  First  of  all 
Dr.  Kosmak  declares  his  opposition  to  the  prac- 
tice of  taking  a child  from  its  mother  soon  after 
birth.  The  usual  reason  given  is  the  fear  that 
“she  will  grow  too  much  attached  to  the  baby.” 
Against  this  is  the  fact  that  the  early  separation 
endangers  the  baby’s  health,  and  the  further  fact 
that  in  the  critical  time  just  after  the  birth  the 
mother  is  not  in  a state  to  know  her  own  mind. 

True,  if  the  mother  is  unmarried,  a new  home 
for  the  child  may  be  imperative,  where  he  will 
have  respectability,  a legitimate  name,  and  a bet- 
ter chance  in  life.  Here  is  where  the  complica- 
tions arise,  and  where  the  new  plans  play  their 
part.  The  doctor  will  be  wise,  says  Dr.  Kosmak, 
if  he  leaves  this  phase  of  adoption  to  experts. 
Modern  adoption  agencies  deserve  this  descrip- 
tion. They  are  experts  in  social  adjustments. 
They  treat  the  mother  sympathetically,  give  her 
time  to  make  up  her  mind  about  the  baby,  and 
board  him  till  she  makes  her  decision. 

The  mother  is  entitled  to  all  the  joy  and  pain 
of  motherhood,  and,  says  Dr.  Kosmak,  she  has 
a right  to  feel  that  in  giving  up  her  baby  for  his 
ultimate  good  she  is  doing  something  which  she 
may  interpret  as  her  gift  to  him.  When  she  has 
the  baby  taken  from  her  immediately  after  birth, 
“because  I am  afraid  I will  grow  too  fond  of 
him,”  she  does  something  to  herself  which  may 
be  disastrous  to  her  all  her  life. 

The  doctor  can  advise  her  to  consult  an  adop- 


tion agency.  There  are  Catholic,  Jewish  and  non- 
sectarian agencies  which  place  hundreds  of  chil-  ‘ 
dren  in  homes  every  year,  and  the  Welfare  Coun- 
cil, at  122  East  22nd  Street,  New  York  City,  can  , | 
give  the  doctor  or  the  mother  the  name  of  the  ^ 
proper  agency  to  consult.  Every  home  where  a \ 
child  is  sent  is  carefully  and  thoroughly  investi-  \ 
gated,  whether  the  home  of  a banker  or  a brick-  j* 
layer,  and  sometimes  the  bricklayer’s  little  home  jj 
does  just  as  well  for  the  child’s  happiness  as  the  I 'J 
banker’s.  | 

Legal  adoption  is  usually  not  permitted  until  i 
the  child  has  been  in  its  new  home  a year  and  II 
the  agency  has  the  opportunity  to  see  if  child  and  i ^ 
home  are  suited  to  each  other.  Any  doctor  will  . 
see  at  once  that  this  plan  is  far  more  thorough-  / 
going  and  scientific  than  anything  he  could  pos-  f] 
sibly  spare  the  time  for.  The  physician  will  make  i 
no  mistake,  declares  Dr.  Kosmak,  in  advising 
mothers  who  are  determined  to  give  up  their 
children  to  consult  a child  adoption  agency.  The 
mother  will  receive  sympathetic  consideration  and 
the  best  possible  advice,  and  will  be  given  time 
to  known  her  own  mind.  The  child  will  be  plan- 
ned for  with  care  and  wisdom  and  will  be  pro- 
tected from  the  misfortunes  that  have  so  often 
unhappily  attended  adoption  in  the  past.  The  doc- 
tor may  have  a fine  faith  in  humanity,  but  the 
agency  has  faith  plus  knowledge,  and  that  is  in 
reality  infinitely  kinder  and  better  not  only  for  : 
that  pathetic  figure,  the  mother  who  must  give  up 
her  child,  but  also  for  the  little  fellow  who  has 
all  his  life  before  him,  the  ruler  of  the  future,  his 
royal  highness,  the  baby. — Editorial,  N.  Y.  State  i 
J.  of  Med.,  Vol.  34,  No.  S. 


REFRESHER  COURSES  NOW  READY 

Plans  are  being  made  for  the  presentation  of 
Refresher  Courses  in  Obstetrics  and  Pediatrics  in 
the  various  councilor  districts,  starting  sometime 
during  January.  These  courses  will  probably  be 
twenty-four  hours  each  and  will  be  presented  in  a 
series  of  four  hours  each,  running  one  day  per 
week  for  six  consecutive  weeks.  There  will  be 
no  charge  to  the  membership,  the  courses  being 
provided  by  the  MCH  section  of  the  Department 
of  Health,  and  will  be  put  on  by  the  committee 
on  Maternal  and  Child  Health  of  the  Nebraska 
State  Medical  Association. 

It  will  not  be  possible  to  put  one  in  every 
councilor  district  at  the  very  beginning  although 
it  is  planned  to  eventually  do  this.  In  putting  out 
the  first  courses,  then,  it  will  be  necessary  to  put 
them  in  the  districts  which  show  the  most  interest 
b)r  the  membership. 
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The  committee  wishes  to  be  informed  of  the 
districts  where  the  greater  number  are  interested 
and  we  are,  therefore,  asking  each  member  to 
report  to  the  secretary  of  his  society  if  he  is  in- 
terested in  taking  one  of  these  courses  when  they 
are  offered.  The  secretary  is  asked  to  report  to 
his  councilor  the  number  of  men  in  each  society 
who  signify  their  wish  of  attending  and  the  coun- 
cilor will  then  report  the  number  from  his  district 
to  this  office.  From  these  reports  will  be  selected 
the  districts  which  show  the  greater  interest  and 
the  first  courses  will  be  placed  in  these  districts. 

If  you  are  interested  in  attending  one  of  these 
courses  please  report  this  desire  to  your  secretary 
at  once.  A special  bulletin  is  now  in  the  hands 
of  all  secretaries  in  the  state  with  full  instruc- 
tions regarding  the  courses  and  asking  for  their 
report. 


SERVICE  AWARD  GIVEN  DR.  A.  H. 
HOSTETTER 

Dr.  A.  H.  Hostetter,  Douglas,  Nebraska,  for 
fifty  years  a practitioner  in  Nebraska,  first  sev- 
eral years  at  Palmyra  and  since  then  at  Douglas, 
was  given  a Service  Award  at  a joint  banquet  of 
the  Nebraska  City  Rotary  club  and  the  Otoe 
County  Medical  society,  November  18,  193G. 

Dr.  B.  E.  Bailey,  Lincoln,  was  the  principal 
speaker  and  discussed  the  “Medical  Profession, 
Now  and  Then,”  stressing  the  changes  during 
the  past  half  century  and  said  progress  in  medi- 
cine depends  on  the  sincerity,  honesty  and  devo- 
tion of  those  on  the  firing  line. 

Others  on  the  program  were:  Dr.  John  Gilli- 
gan,  Rotary  president ; Dr.  D.  D.  Stonecypher  of 
the  Otoe  County  Medical  society ; Dr.  C.  E. 
Brown  of  Nebraska  City;  V.  E.  Tyler  of  Nebras- 
ka City,  whose  topic  was  “A  Word  from  a Grand- 
son of  Aesculapius.” 

Dr.  Hostetter  was  born  in  Indiana,  September 
16,  1858,  was  graduated  from  the  Valparaiso 
Normal  School  in  1878  and  from  Rush  Medical 
College  in  1886.  He  was  formerly  affiliated  with 
the  local  and  Nebraska  State  Medical  Association. 
He  has  a wife  and  four  children,  one  of  whom 
is  an  instructor  in  Lingnan  University,  Canton. 
China,  and  one  is  an  instrurtor  in  a girls’  school 
in  Merzifun,  Turkey,  while  two  are  married. 


COLORATURA 
He  kissed  her  on  her  ruby  lips. 

It  was  a harmless  frolic ; 

Hut  though  he  only  kissed  her  once, 

He  died  of  painters’  colic. — Epicharmus. 


COMPLIMENTARY  DINNER  TO 
DR.  JOHN  W.  KING 

The  Cedar-Dakota  - Dixon  - Thurston  - Wayne 
Counties  Medical  Society  sponsored  a compli- 
mentary dinner  December  10,  at  the  Stratton 
hotel,  Wayne,  for  Dr.  and  Mrs.  John  W.  King 
of  Hartington,  celebrating  the  doctor’s  fifty  years 
of  medical  practice. 

About  fifty  physicians  and  their  ladies  were 
present  including  representatives  of  the  profes- 
sion from  Sioux  City  and  from  points  in  the  Elk- 
horn  Valley. 

Dr.  C.  T.  Ingham,  Wayne,  was  toastmaster. 
Short  impromptu  talks  were  made  by  Dr.  P.  H. 
Salter,  Norfolk,  and  Dr.  E.  A.  Long,  Madison, 
both  of  whom  have  been  in  practice  more  than 
fifty  years  and  who  have  been  similarly  honored. 

Dr.  Lucien  Stark,  Norfolk,  in  the  principal  ad- 
dress, paid  high  tribute  to  Dr.  King’s  qualities 
as  a man  and  physician  of  honor.  Dr.  John  Buis, 
Pender,  on  behalf  of  the  medical  society,  in  beau- 
tiful phrase  presented  to  Dr.  and  Mrs.  King  a 
fine  mantel  clock.  Dr.  King,  too  nearly  overcome 
by  the  occasion  to  respond,  bowed,  took  a seat. 

John  W.  King  was  born  in  Detroit,  July  30. 
1863,  received  a high  school  education,  was  grad- 
uated from  the  Detroit  College  of  Medicine  in 
the  spring  of  1886.  He  was  engaged  in  practice 
in  Detroit  from  date  of  graduation  to  1890,  came 
to  Omaha  where  he  remained  one  year,  then  lo- 
cated at  Hartington  where  he  has  been  engaged 
in  practice  for  forty-five  years.  Dr.  King  is  to- 
day as  active  as  most  men  many  years  younger ; 
a dapper  gentleman,  always  faultlessly  dressed. 

Dr.  King  was  married  in  1931  to  Miss  Eva 
Tetreau  of  Hartington. 


MEDICO-LEGAL 

PRECAUTIONS  AGAINST  MALPRACTICE 
Malpractice  suits,  actual  or  threatened,  are  all 
too  frequent  in  Nebraska.  The  cost  of  such  suits 
in  expense  and  damages  is  great.  The  unfavor- 
able resulting  publicity  affects  the  medical  pro- 
fession as  a body,  regardless  of  the  justness  of 
the  claim.  All  precautions  should  be  taken  to 
minimize  these  claims.  W.  J.  O’Brien(^),  attor- 
ney, Des  Moines,  in  an  address  before  the  Iowa 
Medical  Society,  gives  the  following  excellent 
rules  to  be  followed  by  physicians  if  malpractice 
claims  are  to  be  avoided : 

1.  Keep  up-to-date  in  your  profession. 

8.  Keep  accurate  case  records. 

3.  Exercise  care  in  the  upkeep  of  your  office 
and  hospital  equipment. 
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4.  The  physician  should  be  present  and  super- 
vise all  important  treatments. 

5.  Do  not  criticise  a brother  practitioner’s 
treatment. 

6.  Do  not  institute  suits  for  collection  of  fees 
against  dissatisfied  patients  until  after  possible 
malpractice  claims  have  been  outlawed,  as  fre- 
quently such  suits  bring  forth  claims  for  mal- 
practice. 

In  Nebraska  claims  for  malpractice,  based  on 
negligence  rather  than  contract,  ordinarily  out- 
law under  the  statute  of  limitations  two  years 
after  the  happening  of  the  event.  Fees  for  service 
on  open  account  are  only  outlawed  after  four 
years. 

— B.  Carl  Russum,  Omaha. 

BIBLIOGRAPHY 

1.  O’Brien,  Willis.  J.  Att.,  Precautions  Against  Mal- 
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Fishbein's  Tonics  and  Sedatn’cs  mentions  the 
case  of  a woman  affected  with  “eyerightus”  in 
her  right  eye. 

Six  and  one-half  million  dollars  has  been  given 
to  Oxford  university  to  establish  a school  of 
medical  research. 

Dr.  Charles  King,  Pittsburg,  who  isolated 
^’itamin  C.  recently  spoke  at  Creighton  Uni- 
versity Medical  College,  Omaha. 

This  is  to  advise  the  next  basic  science  ex- 
amination will  be  given  January  12-13,  Lmiversity 
College  of  ?^fedicine,  Omaha,  Nebraska. 

According  to  Haughey,  P>attle  Creek,  i\Iich.,  a 
man  left  an  artificial  eye  in  situ  for  twenty-five 
years.  The  doctor  then  dissected  it  loose. 

Mohler,  Chief  of  the  Pmreau  of  Animal  Indus- 
try, states  in  /.  A.  M.  A.  that  Salmonella  sui- 
pcstifcr  is  not  the  cause  of  hog  cholera,  nor  is  hog 
cholera  communicable  to  man. 

“Cook  Pork  Well  to  Prevent  Trichinosis”  is 
the  heading  of  an  article  in  the  Bulletin  of  the 
Department  of  Health  of  Kentucky  and  as  a 
warning  is  worth  passing  on  to  our  farmer  pa- 
tients who  are  in  the  greater  danger  from  tainted 
raw  meat. 

A newly  organized  Nebraska  Hospital  associa- 
tion plans  to  ask  the  unicameral  legislature  for  a 
law  providing  for  payment  by  the  state  to  hos- 
pitals of  their  per  diem  cost  in  cases  where  indi- 
gent persons  are  “injured  by  or  upon  account  of 


automobiles.”  The  bill  would  provide  that  ap- 
proximately 19  cents  be  taken,  or  set  aside,  from 
each  license  fee  for  the  fund. 

United  States  Civil  Service  Examinations  for 
Senior  IMedical  Officer  — Eemale  (Psychiatry), 
$4, GOO  a year;  Junior  Medical  Officer  (Interne), 
$2,000  a year;  Junior  Medical  Officer  (Psychia- 
tric Resident),  $2,000  a year;  St.  Elizabeth’s  Hos- 
pital, Department  of  the  Interior,  Washington, 
D.  C.  Since  applications  must  be  on  file  by 
January  4,  this  is  rather  short  notice. 

The  discontinuation  of  the  publication  of  the 
American  Medical  Association  Bulletin  and  the 
substitution  therefor  of  a supplement  to  The 
Journal  each  week,  to  be  devoted  to  organization 
affairs,  medical  economics,  the  social  aspects  of 
medical  practice  and  similar  material,  has  been 
decided  upon  by  the  board  of  trustees  of  the 
American  Medical  Association,  effective  January 
1st,  1934. 

‘Aledical  treatment  alone  is  not  always  enough 
to  insure  the  recovered  tuberculosis  patient 
against  relapse.  When  he  returns  from  the  san- 
atorium to  the  care  of  his  own  physician  he  is 
faced  with  the  difficult  problem  of  adjusting  him- 
self to  normal  living  and  to  regxdar  employment. 
How  well  he  succeeds  in  making  this  adjustment 
will  depend  very  largely  on  what  has  happened 
to  him  during  his  period  of  curing.” 

It  is  reported  that  during  the  Italo-Ethiopian 
campaign  the  Italians  lost  through  illness  but  22 
officers  and  577  men,  out  of  500,000  in  the  field. 
This  remarkable  record  is  credited  to  Dr.  Aldo 
Castellani,  world  famous  authority  on  tropical 
diseases  who  was  drafted  as  inspector  general  of 
sanitary  forces.  Dr.  Castellani  is  well  known  in 
this  country  and  at  this  time  still  holds  a faculty 
position  in  one  of  the  New  Orleans  medical  col- 
leges. 

Eines  were  recently  assessed  against  a number 
of  manufacturers  and  distributors,  including  ten 
druggists  and  paint  dealers,  in  the  District  of 
Columbia,  for  selling  caustic  or  corrosive  ma- 
terials in  containers  which  did  not  meet  the  label- 
ing requirements  of  the  Federal  Caustic  Poison 
.Act,  report  officials  of  the  Food  and  Drug  Ad- 
ministration. U.  S.  Department  of  Agriculture. 
Such  common  household  articles  as  lye,  used  in 
softening  water,  cleaning  out  drains  and  kitchen 
sinks,  or  ammonia  used  in  cleaning,  are  dangerous 
poisons  and  by  law  must  be  labeled  as  such.  Chil- 
dren cannot  be  expected  to  read  such  labels.  The 
])roducts  should  invariably  be  stored  in  a safe 
place  and  especially  should  be  kept  well  out  of 
the  reach  of  children. 
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Tlie  American  yXssociation  for  the  Study  of 
Goiter  again  offers  the  Van  Meter  Prize  Award 
of  $300.00  and  two  honorable  mentions  for  the 
best  essays  submitted  concerning  experimental 
and  clinical  investigations  relative  to  the  thyroid 
gland.  This  award  will  be  made  at  the  discre- 
tion of  the  society  at  its  next  annual  meeting  to 
he  held  in  Detroit,  Michigan,  June  14,  15  and  16. 
The  competing  manuscripts,  which  should  not  ex- 
ceed 3,000  words  in  length,  must  he  presented 
in  English  and  a typewritten  double  spaced  copy 
sent  to  the  Corresponding  Secretary,  Dr.  W.  Blair 
Mosser,  133  Biddle  Street,  Kane,  Pennsylvania, 
not  later  than  April  1,  1937.  Manuscripts  re- 
ceived after  this  date  will  be  held  for  competition 
the  following  year  or  returned  at  the  author’s 
request. 


OBITUARIES* 

Fred  G.  Vosika,  Wilber,  Nebr.;  Creighton  Medical 
College,  1918;  member,  Nebraska  State  Medical  As- 
sociation; died  of  a heart  affection,  August  26,  1936, 
aged  forty-six  years. 

William  E.  Doane,  North  Bend,  Nebr.  St.  Louis 
University  School  of  Medicine,  1906;  in  practice  at 
North  Bend  for  26  years;  in  medical  corps  of  the  army 
during  the  World  War;  died  in  Chicago,  of  cancer. 
November  17,  1936,  aged  about  fifty-eight  years.  A 
widow  and  daughter  survive. 

Hugh  C.  Cameron,  .Johnstown,  Nebr.;  native  of  Rob 
Roy,  Canada;  University  of  Toronto,  1900,  in  prac- 
tice at  .Johnstown  since  shortly  after  graduation; 
former  member  Nebraska  State  Medical  Association; 
successful  practitioner  in  his  community;  died 
November  12,  1936,  aged  sixty-four  years.  A widow 
and  two  daughters  survive. 

Edwin  Katskee,  Omaha;  Univ^ersity  of  Nebraska 
College  of  Medicine,  1924;  practitioner  in  Lincoln  lor 
a number  of  years;  recently  located  in  Omaha;  for- 
mer member,  Nebraska  State  Medical  Association; 
died  from  an  overdose  of  cocaine,  whether  for  re- 
search or  with  suicidal  intent  is  not  known,  Novem- 
ber 26,  1936,  aged  thirty-four  years.  A widow  and 
two  children  survive. 

Joseph  M.  Curtis,  Tecumseh,  Nebr.;  native  of  Wash- 
ington county,  Nebraska;  University  of  Nebraska  Col- 
lege of  Medicine,  1894;  in  practice  first  at  Alma,  Colo., 
then  14  years  at  Fort  Calhoun  and  since  1914  at 
Tecumseh;  former  member,  Nebraska  State  Medical 
Association;  died  suddenly  Thanksgiving  morning, 
November  26,  1936,  aged  seventy  years.  A widow, 
daughter  and  son  survive. 

“You  know  before  I went  to  that  town  the 
natives  could  not  get  a doctor  and  they  had  to 
just  die  natural  deaths.  On  presenting  my  bill  to 
the  executor  of  the  estate  of  a deceased  patient, 
1 asked,  “Do  you  wish  to  have  my  bill  sworn 
to?"  “No,”  replied  the  executor,  “the  death  of 
the  deceased  is  sufficient  evidence  that  you  at- 
tended him  professionally.” 

•Footnote:  Dr.  John  W.  Archard,  whose  demise  was  mentioned 
in  the  December,  1936,  Journal,  was  a graduate  of  the  Omaha 
Medical  College.  1891,  and  was  in  practice  at  Chadron  and  Litch- 
field, in  addition  to  the  places  mentioned  in  the  obituary.  He 
was  a former  member  of  the  Nebraska  State  Medical  Association. 


AUXILIARY  NEWS  NOTES 
Mis.  .lames  M.  Woodward  attended  the  Blxecuti' t 
Board  meeting  of  the  National  Medical  Auxiliary  at 
the  Palmer  House  in  Chicago,  November  16,  1936.  The 
Chicago  Auxiliary  entertained  at  luncheon.  A full  day 
business  meeting  was  held. 

Tuesday  evening,  November  the  twenty-fourth,  the 
doctors  of  the  Tri-county  Medical  Society,  compris- 
ing Howard,  Merrick,  and  Hall  counties,  together  with 
their  wives,  were  guests  of  the  Sisters  of  St.  B’rancis 
Hospital  at  a Turkey  dinner  which  was  served  at 
seven  o’clock  in  the  baniiuet  room  of  the  hospital. 
Seventy  guests  were  present.  The  ladies  of  the  auxil- 
iary held  a business  meeting  following  the  dinner  at 
which  Mrs.  A.  D.  Brown  of  Central  City  presided. 

A meeting  of  the  General  Advisory  Committee,  pro- 
vided for  in  the  plan  for  Federal- State  co-operation 
in  the  Maternal  and  Child  Health  program,  was  called 
December  one  at  the  State  Capitol  building.  The  medi- 
cal auxiliary  was  represented  by  Mrs.  .1.  M.  Wood- 
ward and  Mrs.  E.  S.  Wegner. 

— Mrs.  F.  C.  Ferciot,  Chairman. 


AUXILIARY  OBJECTIVES 

Our  objective  for  this  year,  aside  from  the  delight- 
ful business  of  getting  acquainted,  is  first  of  all  to 
educate  ourselves,  then  through  our  organized  efforts 
to  educate  the  public  concerning  matters  of  personal 
and  public  hygiene  and  approved  methods  of  com- 
munity co-operation. 

1st — Let  us  become  acquainted  with  our  state  medi- 
cal and  health  laws,  so  that  we  may  be  able  to  speak 
intelligently  and  vote  intelligently  upon  these  laws. 
Surely  we  are  interested  in  these  laws  which  affect 
our  everyday  life,  not  only  as  physician’s  wives,  but 
as  members  of  society.  Quoting  from  the  handbook 
for  auxiliaries:  “It  is  only  by  means  of  self-educa- 
tion that  we  may  hope  to  become  an  ally  of  the  medi- 
cal profession  and  at  the  same  time  serve  the  best 
interests  of  the  public.” 

2nd — Let  us  accept  positions  of  leadership  in  such 
organizations  as  have  a health  education  program 
when  we  are  requested  to  do  so  and  prove  our  value 
to  them  by  our  informed  co-operation.  We  can  help 
furnish  them  with  programs  and  speakers  on  health 
subjects  and  material  for  study.  Our  State  Medical 
Association  President,  Dr.  George  Covey  has  especial- 
ly requested  our  assistance  in  this  project. 

3rd — Let  each  county  auxiliary  at  least  once  a year 
hold  an  open  meeting  to  which  should  be  invited  of- 
ficers and  leaders  of  all  important  women’s  organiza- 
tion within  the  county,  entertaining  them  as  well  as 
instructing  them  along  lines  of  the  aims  of  the  medi- 
cal profession  in  the  advancement  of  health  educa- 
tion. This  suggestion,  I sincerely  hope  you  will  act 
upon  early  in  the  year. 

4th — Let  us  promote  Hygeia,  which  is  the  only 
authentic  health  periodical  available  to  the  public  in 
this  country  and  is  published  by  the  American  Medi- 
cal Association.  For  many  years  this  has  been  one  of 
the  auxiliary’s  chief  activities.  It  is  the  best  medium 
for  reaching  the  teachers,  the  parents,  and  the  chil- 
dren, informing  them  of  the  jirogress  of  medical 
science  and  of  scientific  means  for  the  prevention  of 
illness. 

And  5th — Urge  everyone  .you  know  to  listen  to  the 
radio  program  under  the  auspicies  of  the  American 
Medical  Association  each  Tuesday  at  4:00  P.  M.  over 
the  National  Broadcasting  Company’s  coast-to-coast 
network  from  October  1st  to  .June  1st,  and  listen  in 
yourself. 

Let  us  make  this  year  one  in  which  the  Woman’s 
Auxiliary  to  the  Nebraska  State  Medical  Association 
means  more  then  “just  one  more  thing  I have  to  do.” 
— Mrs.  .J.  M.  Woodward,  Tvincoln, 
Nebraska  State  T’resident. 
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TUBERCULOSIS  ABSTRACTS 

TREAT  THE  WHOLE  MAN 

The  prevention  of  relapse  among  arrested  cases 
of  tuberculosis  is  a chief  concern  of  those  engaged 
in  tuberculosis  work.  Various  schemes  such  as  shel- 
tered workshops,  convalescent  homes  and  camps  have 
been  set  up  from  time  to  time  but  they  reach  only 
about  one  out  of  every  seventy-five  patients  who 
need  such  service.  It  is  essential  that  some  practical 
program  be  worked  out  that  can  be  applied  on  a 
much  wider  scale. 

In  an  effort  to  escape  from  theory  and  opinion 
and  to  build  a program  based  on  the  actual  needs 
of  patients,  a factual  study  was  made  of  5,000  patients 
over  16  years  of  age  in  40  sanatoria  in  15  states.  The 
results  show  that  the  majority  of  sanatorium  patients 
are  young;  with  limited  schooling;  with  occupational 
experience  largely  in  the  semi-skilled  or  unskilled 
group;  in  need  of  vocational  guidance;  with  definite 
desires  for  further  study  and  training.  In  the  light 
of  these  findings  it  was  decided  to  stop  using  the 
term  “after-care”  since  by  waiting  until  after  the 
patient  has  been  discharged  from  the  sanatorium,  op- 
portunity for  guidance  and  training  is  lessened  and 
sometimes  lost.  “Social  and  vocational  rehabilitation” 
more  accurately  describes  the  ultimate  goal,  which  is 
“to  return  each  patient  to  that  place  in  society  where 
he  can  obtain  the  greatest  amount  of  happiness  for 
himself,  at  the  same  time  that  he  is  giving  his  best 
to  the  common  life  around  him.” 

Guidance  involves  a knowledge  of  the  individual 
to  be  guided  and  a knowledge  of  the  community  in 
which  he  is  to  live.  Proficiency  in  a certain  type 
of  work  and  enjoyment  of  that  work  usually  go  to- 
gether. It  is  important  to  find  each  patient’s  strong 
points  and  to  give  him  all  the  training  he  can  take 
in  line  with  his  best  abilities.  Vocational  adjustment, 
important  for  everyone  may  be  a deciding  factor  be- 
tween illness  and  health  in  the  case  of  the  tuberculo- 
sis patient. 

While  aptitude  tests  are  of  great  help  in  counseling 
much  can  be  accomplished  without  them.  Careful 
study  of  school  life,  in  terms  of  subjects  liked  and 
disliked;  of  occupational  experience  in  terms  of  sat- 
isfaction or  dissatisfaction;  of  leisure  time  including 
favorite  sports  and  amusements,  preferred  magazines 
and  newspapers,  will  throw  a great  deal  of  light  on 
the  patient’s  abilities.  It  is  equally  important  to  get 
at  the  patient's  tastes,  and  his  hopes  and  ambitions 
for  the  future.  Knowledge  of  work  opportunities  in 
the  community  is  of  course  essential  to  the  giving  of 
sound  vocational  advice. 

The  methods  outlined  above  are  called  “social  and 
vocational  diagnosis.”  Just  as  medical  treatment  is 
undertaken  only  after  a complete  medical  diagnosis 
has  been  made,  so  social  plans  should  be  made  only 
on  the  basis  of  a diagnosis  of  his  social  and  vocation- 
al needs. 

Complete  physical  rest  cannot  be  obtained  without 
peace  of  mind.  Planning  for  the  future  often  lays 
most  of  the  patient’s  i^ersistent  worries,  thus  facili- 
tating the  medical  cure.  Planned  study  is  proving 
its  therapeutic  value  in  many  sanatoria.  Teachers 
are  furnished  by  the  sanatorium,  through  WPA  funds, 
depending  on  the  resources  of  the  community.  In- 
struction is  brought  to  the  bedside  by  tutors  and 
through  radio.  Some  sanatoria  have  their  own  broad- 
casting system  so  that  patients  in  the  different  wards 
throughout  the  hospital  can  be  included  in  classes. 
Regular  grade  school  work,  high  school  and  college 
subjects  and  a number  of  vocational  courses  are  be- 
ing taught. 

After  discharge  the  study  begun  at  the  sanator- 
ium is  carried  on  through  outside  agencies  notably 
through  the  State  Rehabilitation  Bureaus  which  exist 


in  44  states.  These  bureaus  have  public  Federal  and 
state  funds  for  the  retraining  of  people  who  because 
of  accident  or  illness  should  not  return  to  their  old 
occupations. 


But  the  best  guidance  and  training  is  barren  un- 
less it  results  in  actual  placement  on  a job.  The 
widening  Public  Employment  Service  is  deeply  in- 
terested in  fitting  people  who  have  recovered  from 
tuberculosis  into  suitable  employment.  The  recov- 
ered patient  is  not  treated  as  a handicapped  indi- 
vidual. His  assets,  not  his  liabilities  are  stressed.  In 
days  of  vast  unemployment  it  is  more  than  ever  essen- 
tial that  the  recovered  patient  be  trained  along  the 
line  of  his  greatest  capacity. 


Patients  are  often  told  to  return  to  their  old  occupa- 
tions, but  for  a very  large  number  of  them  this  is  not 
possible.  A recent  study  of  more  than  300  patients 
revealed  that  two-thirds  of  them  must  be  trained  for 
new  occupations.  There  is  no  simple  formula  for 
this  solving  of  the  problem  of  rehabilitating  the  tuber- 
culous. The  problem  is  social  as  well  as  medical.  Tj 
Medical  diagnosis  and  social  diagnosis,  treatment  and  ' 
training,  recovery  and  placement  in  a suitable  occupa- 
tion are  essential  elements  in  the  solution  of  the  i 
problem  of  rehabilitation  and  the  prevention  of  re-  _ 
lapse.  I 

Rehabilitation  of  Sanatorium  Patients  in  the  U.  S.  1 
A.,  Beulah  W.  Burhoe,  Ph.D.,  Bull.  He  L’Union  In-  ^ 
ternationale  Centre  La  Tuberculose,  Vol.  XIII,  No.  1,  I 
Jan.,  1936.  ' 


PRAIRIETOWN  ALBUM 

No  one  knew  the  heart  of  Prairietown 
So  well  as  Jonathan  Hart. 

Because  for  thirty  years  he  was  Prairietown’s  doctor.  I' 
He  knew  its  pulse  beat;  he  knew  its  aches  and  sor- 
rows; ' 

He  knew  its  simple  joys  and  its  unrevealed  beauties. 
And  though  he  sometimes  groaned  with  its  burdens 
And  cursed  its  stupidities  ^ 

And  hated  it  for  the  cruelties  of  its  existence,  ^ 

Yet  he  loved  it  with  a queer  tenacious  love  9 

That  would  not  let  him  go.  ^ 

For  he  had  come  to  value  more  than  he  knew  ' 

The  love  and  gratitude  on  weather  beaten  faces. 

The  plains  and  the  hills  themselves 
Had  crept  deep  into  his  blood. 

So  many  times  he  had  ridden  across  moonlit  prairies 
in  the  night 

Neck  to  neck  with  Death; 

So  often  he  had  struggled,  with  a faithful,  beloved  , 
horse. 

Through  bitter  winds  and  maddening  drifts  of  snow. 
And  often  enough  he  had  come  out  the  winner; 

Had  beaten  death  and  storms  and  ignorance  and 
adversity. 

He  had  raged  at  the  suffering  and  sacrifice  of  women 
And  marveled  at  the  simple  bravery  and  chivalry  of 
men. 

He  had  learned  compassion  for  their  weaknesses. 
Wonder  for  their  strength. 

So  often  he  had  been  barely  quick  enough  to  save  a 
life. 

Like  the  time  a crazed  sheep-herder 

Slashed  open  the  throat  of  big  Tom  Keenan,  j 

Whose  family  needed  him  so  much. 

And  the  time  little  Mary  Dern  was  bitten  by  a rattler 
And  had  ridden  straight  to  him,  wide-eyed  with  terror,  t 
Without  waiting  to  tell  anyone  else,  j 

And  the  time-.Ioe  Weston  was  gored  by  a Texas  steer.  » 
And  sometimes  there  was  nothing  he  could  do,  • 

Like  when  young  Adolph  Johnson  had  looked  at  him  i 
With  the  blue  bewildered  eyes  of  youth  I 

Above  his  fever  bright  cheeks  J 

And  they  both  knew  that  Death  was  going  to  win.  i 
Sometimes  through  the  years  I 
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1 Jonathan  Hart  had  thought  of  other  places  he  might 
have  lived, 

Other  things  he  might  have  accomplished. 

Then  before  his  eyes  would  come  the  faces  of  Prairie- 
town; 

Bronzed  faces,  strong  faces,  young,  old,  happy,  sad, 
proud,  weak,  patient,  anxious,  wistful — 

The  eyes  of  all  of  them  had  turned  sometime  to  him 
for  help. 

So  he  had  gone  on  through  the  years 
With  something  deep  in  him  always  holding  him, 
always  saying, 

“These  are  my  people.’’ 

— Anne  Graham  (York). 


PATENT  MEDICINES  GET  SPECIAL  ATTENTION 
IN  FOOD  AND  DRUG  REPORT 

“It  seems  incredible  that  today  medicines  should  be 
found  in  interstate  commerce  bearing  claims  for  the 
treatment  of  cancer,  tuberculosis  and  diabetes.  Med- 
ical authorities  do  not  recognize  any  cure  for  those 
conditions,  and  any  medicine  so  offered  is  a fraud. 
Yet  during  the  year  21  preparations  so  misbranded 
were  found  within  the  jurisdiction  of  the  law.’’ 

In  these  words  W.  G.  Campbell,  Chief  of  the  Food 
and  Drug  Administration,  calls  attention  in  his  annual 
report  to  certain  weaknesses  in  the  people’s  defense 
against  patent  medicine  frauds.  This  report,  just  off 
the  press,  marks  the  thirtieth  anniversary  of  the 
enactment  of  the  Food  and  Drugs  Act.  It  covers  the 
administration's  work  in  the  enforcement  of  6 acts  of 
Congress.  Foods  and  drugs  are  dealt  with  separate- 
ly, foods  from  the  standpoint  of  public  health,  offenses 
against  commonly  accepted  ideas  of  cleanliness  and 
soundness,  and  economic  frauds  upon  the  purchaser. 

During  the  year  the  administration  found  illegal 
2,683  samples  from  interstate  shipments  of  foods  and 
drugs.  Of  these,  2,092  were  of  foods  and  stock  feeds 
and  591  medical  and  other  drug  preparations. 

In  discussing  the  patent  medicine  frauds,  Mr. 
Campbell  says  that  eleven  seizures  were  made  and 
fines  totaling  $2,561  were  imposed  in  eleven  criminal 
prosecutions.  Following  the  comment  on  so-called 
“cures"  for  cancer,  tuberculosis  and  diabetes,  the  re- 
port adds; 

“Nor  is  this  the  whole  picture.  Claims  for  pneu- 
monia, influenza,  gallstones,  rheumatism,  Bright’s 
disease,  and  venereal  diseases,  continue  to  be  made 
on  the  labels  of  medicines  that  have  no  value  what- 
ever in  the  treatment  of  those  conditions.  The  firms 
resorting  to  this  sort  of  business  find  shelter,  at 
least  temporarily,  in  the  requirement  that  the  Govern- 
ment must  prove  fraud,  and  in  the  inadequate  man- 
power of  the  Administration,  which  must  cover  the 
coast  lines  and  State  borders  with  a corps  of  inspec- 
tors numbering  less  than  100.” 

—XXX. 


THE  SOCIETIES 

The  regular  meeting  of  the  Omaha- Douglas  County 
Medical  Society  was  held  in  the  Medical  Arts  Audi- 
torium, November  10. 

The  evening  was  given  over  to  the  discussion  of 
public  affairs.  Dr.  J.  F.  Langdon  spoke  on  Public 
Health  Problems  and  the  subject  was  discussed  by 
Drs.  E.  T.  Manning  and  Floyd  S.  Clarke.  Dr.  Roy 
W.  Fonts  talked  on  Medical  Relief  Problems,  and 
Drs.  C.  W.  M.  Poynter  and  .1.  .Jay  Keegan  discussed 
the  subject  briefly.  Dr.  F.  O.  Beck  spoke  of  the  work 
of  the  Central  Health  Service  during  the  past  year 
and  Drs.  Freymann  and  Wherry  discussed  the  topic. 
Rev.  H.  E.  Hess  read  a paper  on  Group  Hospitaliza- 
tion Plans.  His  paper  was  discussed  by  Dr.  Herman 
Jahr  and  Dr.  Rudolph  Rix.  Dr.  Keegan  outlined  the 


activities  of  the  Omaha-Douglas  County  Health  Coun- 
cil. Drs.  Frank  Conlin  and  Earl  Sage  discussed  the 
work  of  the  organization  briefly. 

At  the  regular  meeting  of  November  24,  Dr.  J.  J. 
Keegan,  who  presided,  opened  the  program  with  a 
short  talk  on  the  Central  Health  Service.  Discussed 
by  Dr.  E.  C.  Henry.  Dr.  J.  D.  McCarthy  again  re- 
(luested  speakers  for  the  Nebraska  State  Medical  So- 
ciety Educational  Committee.  Dr.  J.  P.  Tollman 
opened  the  scientific  program  with  a case  report  and 
l)athological  specimen.  The  case  was  discussed  by 
Drs.  Conlin,  Anderson  and  Keegan. 

The  next  speaker  was  Dr.  C.  H.  McLaughlin  who 
spoke  on  The  Diagnosis  of  Peripheral  Vascular  Dis- 
ease. His  paper  was  discussed  by  Drs.  Conlin,  Henry 
and  Anderson. 

Dr.  R.  H.  Luikart  presented  a paper  on  Recent 
Advancement  in  the  Treatment  of  Carcinoma  of  the 
Cervix,  Dysmenorrhoea,  Chronic  Vaginitis  and  Abor- 
tion. Dr.  Luikart’s  paper  was  discussed  by  Dr. 
Charles  Moon. 

Dr.  R.  H.  Young  spoke  on  Benign  States  of  In- 
creased Intracranial  Pressure  Simulating  Brain 
Tumor.  Drs.  Keegan  and  Young  discussed  this  paper. 

The  annual  business  meeting  and  sociai  hour  of  the 
Madison  Six  County  Medical  Society  was  held  at  the 
Hotel  Norfolk,  Norfolk,  December  14.  Twenty-seven 
persons  were  present  at  the  dinner  preceding  the 
business  meeting. 

Dr.  T.  M.  Barber,  Norfolk  State  hospital,  was  elect- 
ed president;  Dr.  C.  A.  Hoefer,  Wisner,  vice  president; 
Dr.  R.  A.  Frary,  Stanton,  secretary-treasurer,  (re- 
elected), and  Dr.  John  C.  Eagan,  Madison,  censor. 

Dr.  George  W.  Covey,  Lincoln,  president  of  the  Ne- 
braska State  Medical  Association,  was  the  special 
guest  of  the  meeting.  He  discussed  the  economics  of 
organized  medicine,  with  special  reference  to  the  Ne- 
braska set-up.  The  Nebraska  Association  is  taking 
part  in  the  work  and  direction  of  the  Social  Security 
set-up  particularly  with  crippled  children.  The  as- 
sociation has  its  part  in  the  Tuberculosis  Survey  and 
in  the  follow-up  tests  being  made.  The  association 
must  take  a deeper  and  more  active  interest  in  af- 
fairs that  concern  medicine.  Lay  groups  may  now 
get  medical  speakers  for  most  any  occasion  by  apply- 
ing to  the  executive  secretary  or  to  Dr.  J.  D.  klcCar- 
thy,  Omaha. 

Bridge  and  monopoly  were  played  after  the  meeting. 

Wild  duck  was  the  piece  de  resistance  at  a dinner  of 
the  Keith,  Garden,  Perkins  Counties  Medical  Society 
meeting  at  Oshkosh,  November  19.  Sixteen  physi- 
cians, some  with  their  wives  attended.  Dr.  Louis 
Moon,  Omaha,  was  the  guest  speaker,  his  subject. 
Problems  in  Proctology. 

The  Richardson  County  Medical  Society  met  at 
Hotel  Weaver,  Falls  City,  November  19.  The  pro- 
gram was  put  on  by  Dr.  Lucien  Stark,  Norfolk,  and 
Dr.  Roy  Fonts,  Omaha. 

The  Saline-Fillmore  County  Medical  Society  met  at 
Milligan  December  10  with  Dr.  V.  V.  Smrha  as  dinner 
host.  Fifteen  members  attended  and  a number  of 
otheis.  Round  table  discussions  featui-ed  the  meet- 
ing. Executive  Secretary  Smith  was  present  and  dis- 
cussed state  association  plans. 

The  Tri-County  Medical  Society  met  at  Grand 
Island,  November  24.  Following  a dinner  at  St. 
Francis  hospital.  Dr.  C.  F.  Dixon,  Rochester,  Minn., 
discussed  abdominal  diseases. 

The  Four  County  Medical  Association  met  at  Ord, 
December  2.  Following  a dinner  Dr.  .John  F.  Allen, 
Omaha,  spoke  on  the  cause  and  cure  of  tuberculosis 
and  Dr.  Earl  Wise  showed  some  moving  i)ictures  of 
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Alaskan  scenes.  Dr.  Earl  Hemphill  was  elected  pres- 
ident for  the  ensuing-  year. 

The  Platte- Loup  Medical  Society  was  organized  at 
Columbus,  December  2,  comprising  the  counties  of 
Platte,  Butler,  Polk  and  Boone  together  with  the 
southern  half  of  Madison  and  the  east  half  of  Mer- 
rick. Dr.  F.  H.  Morrow  was  elected  president  and 
Dr.  E.  E.  Koebbe,  secretary-treasurer,  both  of  Co- 
lumbus. 


HUMAN  INTEREST  TABES 

Dr.  Henry  Hein,  Wilber,  underwent  an  operation 
early  in  December. 

An  Inductotherm  has  been  installed  in  St.  Eliza- 
beth hospital,  Bincoln. 

Dr.  T.  P'.  McCarthy,  Bincoln,  has  been  named  chief 
of  staff  of  St.  Elizabeth  hospital. 

Dr.  and  Mrs.  H.  S.  Andrews,  Minden,  spent  the 
holidays  on  the  Hawaiian  Islands. 

Dr.  and  Mrs.  John  B.  Potts,  Omaha,  have  gone  to 
Miami  Beach,  P’lorida,  for  the  winter. 

Before  the  Papillion  Women’s  club,  Dr.  Palmer 
Findley,  Omaha,  gave  a talk  on  Cancer. 

Dr.  A.  N.  Howley  has  been  named  president  of  the 
staff  of  the  Butheran  hospital,  NoiTolk. 

The  wedding  of  Dr.  B.  H.  Hoevet,  Chadron,  and 
Miss  Eunice  Peterson  has  been  announced. 

Dr.  A.  H.  Fechnar  has  been  appointed  assistant 
superintendent  at  the  Hastings  State  Hospiatl. 

Dr.  John  Round,  an  Ord  product,  has  attained  to 
an  assistantship  to  Dr.  N.  S.  Percy,  Augustana  hos- 
pital, Chicago. 

Dr.  Earle  G.  Johnson,  Grand  Island,  spoke  before 
the  Central  City  Chamber  of  Commerce,  November  IG, 
on  Cooperation. 

Dr.  G.  W.  Clarke,  Bertrand,  and  daughter  spent  a 
pre-Christmas  vacation  with  the  doctor’s  brother  at 
Ft.  Worth,  Texas. 

Dean  C.  W.  M.  Poynter  was  the  guest  speaker  at 
the  I’re-Med  club  banquet  in  the  Medical  Arts  tea- 
room, November  20. 

Dr.  W.  E.  Kelly,  for  several  years  assistant  super- 
intendent at  the  Hastings  State  Hospital,  has  resigned 
and  moved  to  California. 

In  an  explosion  in  the  machinery  of  Dr.  John  R. 
Nilsson’s  car  (Omaha)  the  doctor  was  thrown  out  of 
the  door  and  somewhat  injured. 

Dr.  .1.  A.  Chapman  who  for  a short  time  was  located 
at  Weeping  Water  has  become  connected  with  the 
Arrowhead  clinic  at  Duluth,  Minn. 

Dr.  and  Mrs.  Willis  E.  Talbot,  former  resident  of 
Broken  Bow,  but  now  residents  of  Fresno,  Calif.,  vis- 
ited Nebraska  friends  in  November. 

Dr.  PTank  Morrison,  whose  parental  home  is  at 
Bradshaw,  has  been  appointed  to  an  internship  in  the 
Maternity  Department  of  Barnes  hospital,  St.  Bouis. 

Dr.  Olga  Stastny,  Omaha,  trustee  of  Doane  College, 
gave  lectures  on  The  Social  Problems  of  Young  Peo- 
ple, separately  to  the  young  women  and  young  men. 

Dr.  Claude  Mason,  Omaha,  former  medical  mission- 
ary in  the  Orient,  gave  a talk  on  Medicine  in  the 
Orient,  before  the  Caducean  society  at  the  Fontenelle 
hotel,  recently. 

Dr.  G.  A.  Young,  Norfolk,  has  temporarily  closed 
his  office  and  with  Mrs.  Young  and  a vagabond  coach 
trailer  has  taken  to  the  open  road  for  the  winter. 
They  headed  for  Texas. 

Benson  has  a new  Medical  Center,  a brick  structure 
of  25  rooms  of  simple  modern  design,  the  brain  child 
of  Dr.  Floyd  Murray,  with  whom  are  associated  two 
other  physicians  and  a dentist. 
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PHYSIOLOGIC  EFFECTS  OF 
BENZEDRINE 

Myerson,  Loman  and  Dameshek  (Am.  J.  Med. 
Sci.,  Oct.,  193G  j report  on  the  physiological  ef- 
fects of  the  sympathomimetic  amine,  benzyl 
methyl  carbinamine  (“Benzedrine”)  in  adult  hu- 
mans. Administered  parenterally  in  varying  doses 
the  average  rise  in  systolic  blood  pressure  was 
29  mm.  of  mercury.  The  height  of  blood  pres- 
sure was  attained  in  an  average  time  of  46  min- 
utes and  reached  its  normal  level  2 to  8 hours 
after  administration.  Orally  in  rather  large  doses 
(40  mg.)  the  blood  pressure  increases  were  near- 
ly identical  with  those  after  parenteral  adminis- 
tration except  that  the  action  was  delayed.  Atro- 
pine when  combined  with  Benzedrine  markedly 
enhances  its  effects.  A parasympathetic  stimu- 
lant, mecholyl,  when  given  with  or  during  the 
period  of  Benzedrine  action,  exerted  its  depressor 
effect  over  a shorter  period,  temporarily  nullify- 
ing the  action  of  Benzedrine  without  being  antag- 
onistic to  its  contained  prolonged  action.  Benze- 
drine has  a definite  stimulating  action  on  the  cen- 
tral nervous  system  as  shown  by  the  shortening  of 
sodium  amytal  narcosis.  A marked  rise  in  both 
white  and  red  blood  cells,  with  a lowering  of 
color  index,  was  usually  found.  These  increases 
were  apparently  mechanical  and  of  no  clinical 
significance.  The  authors  state  that  they  did  not 
observe  an  increase  in  basal  metabolic  rate  or 
blood  sugar.  Reference  is  made  to  the  good  ef- 
fects of  Benzedrine  in  lowered  mood  and  in  cer- 
tain fatigue  states;  these  are  the  subject  of  a 
separate  study,  as  is  the  drug's  action  in  relaxing 
gastro-intestinal  spasm. 


The  American  Medical  Association  reports 
that  a parade  of  7,709,942  patients — one  every 
four  seconds  throughout  the  year — was  admit- 
ted to  the  nation's  6,246  registered  hospitals  in 
19;i.“). 
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TREATMENT  OF  COLLES’  FRACTURE* 

RALPH  M.  CARTER,  M.  D.,  F.  A.  C.  S., 

Green  Bay,  Wis. 


So  that  there  may  be  no  misunderstanding,  let 
me  say  in  the  beginning,  that  for  the  purposes 
of  this  paper,  the  term  “Colies’  Fracture’’  refers 
to  those  fractures  of  the  lower  end  of  the  radius, 
with  or  without  fracture  of  the  ulnar  styloid, 
which  occur  within  an  inch  or  less  proximal  to 
the  lower  articular  surface  of  the  bone.  Codes’ 
original  description  was  of  a fracture  occurring 
about  one  and  one-half  inches  above  the  carpal 
extremity  of  the  radius,  and  thus  my  use  of  the 
term  here  is  not  strictly  accurate.  But  it  is  a 
term  which  is  in  general  use,  and  which  I think 
connotes  to  most  physicians  the  fracture  which  I 
expect  to  discuss.  Also,  let  me  make  it  clear  that 
throughout  this  paper,  I have  reference  to  the 

*Guest  speaker  address  before  the  Nebraska  State  Medical 
Association,  Lincoln,  April,  1986. 


relatively  simple,  ordinary  fracture  which  is  com- 
monly seen  following  falls  on  the  outstretched 
hand,  and  other  similar  forms  of  violence.  The 
so-called  reversed  Codes’,  the  fractures  of  the 
lower  ends  of  both  bones,  and  other  severe  forms, 
ad  present  individual  problems  of  treatment ; on 
account  of  their  severity,  they  may  frequently 
give  rise  to  unpreventable  permanent  disability, 
and  do  not  enter  into  the  scope  of  this  discussion. 

According  to  the  statistics  of  Malgaigne  and 
Bruns,  fractures  of  the  lower  end  of  the  radius 
constitute  10%  of  ad  fractures,  thus  making  them 
among  the  most  frequent  of  fractures  in  general. 
By  reason  of  their  frequency,  for  one  thing,  and 
also  because  the  treatment  apparently  offers  no 
jjarticular  difficulties  for  another,  the  majority  of 
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Fig.  1 — Antero-posterior  x-ray  film  of 
normal  wrist. 


Fig.  2 — Lateral  x-ray  film  of  normal 
wrist. 


Fig.  3 — Lateral  x-ray  film  of  fracture 
of  the  lower  end  of  the  radius. 
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■ them  are  treated  by  the  general  practitioner,  anc’ 
do  not  ordinarily  get  into  the  hands  of  the  ortho 
pedist  or  bone  surgeon. 

In  spite  of  their  frequency,  and  in  spite  of  llu 
mass  of  literature  which  has  been  written  upon 
their  treatment,  these  fractures  remain  notoriou.s 
for  unsatisfactory  end-results.  In  recent  years. 
; with  the  advent  of  workmen’s  compensation  legis- 
I lation,  and  with  the  accompanying  necessity  foi 
! closer  scrutiny  of  end-results,  this  fact  has  been 
I brought  to  light  in  no  uncertain  manner. 

In  many  cases,  this  crippling  may  not  reach  a 
high  degree;  if  it  did,  possibly  more  attention 
would  be  paid  to  treatment,  in  an  endeavor  to 
I overcome  it.  But  all  too  frequently,  cases  of  frac- 
ture of  the  lower  end  of  the  radius  are  seen,  parti- 
cularly in  older  individuals,  which  have  been  left 
with  swollen,  stiff,  and  painful  wrists,  with 
marked  radial  deviation  of  the  hand,  and  with 
stiff,  painful  fingers,  in  which  motion  is  marked- 
ly restricted.  Such  a condition  constitutes  a very 
real  functional  disability,  and  can  be  avoided  in 
most  cases. 

The  reason  for  all  this,  I believe,  is  that  in  the 
average  case,  the  fracture,  as  a fracture,  is  not 
taken  seriously  enough.  In  my  student  and  in- 
terne days,  I was  taught  and  came  to  believe  that 
“Colles’  fracture.”  so-called,  was  a relativel}' 
simple  and  easy  condition  to  treat ; that  in  many 
cases,  no  reposition  or  reduction  was  necessary, 
and  that  all  one  had  to  do  was  to  apply  splints  or 
a plaster  cast,  and  let  Nature  do  the  rest.  I am 
of  the  opinion  that  such  a belief  still  prevails 
pretty  generally,  and  that  it  is  fostered  b\-  the  not 
infrequent  report  of  the  radiologist  which  reads, 
“fracture  of  the  lower  end  of  the  radius  in  good 
position.”  Naturally,  this  applies  only  to  those 
cases,  and  there  are  many  such,  without  obvious 
dorsal  displacement  of  the  distal  fragment;  if 
such  displacement  is  present,  it  is  always  reduced, 
but  in  far  too  many  instances,  the  end-results 
still  leave  much  to  be  desired.  By  an  analysis  of 
the  fracture,  I hope  to  be  able  to  show  why  this 
is  true,  and  how  it  may  be  avoided. 

At  the  present  time,  my  own  views  on  this 
subject  are  as  follows:  (1)  fractures  of  the 

lower  end  of  the  radius  can  be  satisfactorily  treat- 
ed if  due  attention  is  paid  to  certain  details  which 
are  commonly  overlooked;  (2)  practically  with- 
out exception,  every  case  requires  reposition  or 
correction  of  the  position  of  the  fragments  to  a 
greater  or  lesser  degree;  (3)  to  determine  the 
amount  of  correction  necessary  requires  a care- 
ful study  of  good  x-ray  films;  (I)  these  frac- 
tures cannot  be  satisfactorily  maintained  in  posi- 


tion by  ordinary  splints,  but  refjuire  well-fitted 
plaster  ones,  and  finally,  ( .■) ) that  if  the  so-called 
“functional  treatment"  is  properly  carried  out, 
massage  and  passive  motion  are  not  necessary.  I 
fully  realize  that  this  last  statement  will  be  look- 
ed upon  as  rank  heresy  by  many,  but  I feel  that 
I can  justify  it.  If  the  above  conditions  are  ful- 
filled in  the  treatment  of  fractures  of  the  lower 
end  of  the  radius,  the  average  of  end-results  will 
be  decidedly  better  than  now  obtains. 

In  order  to  appreciate  fully  just  what  takes 
place  when  the  lower  end  of  the  radius  is  fractur- 
ed, it  is  necessary  in  the  first  place  to  have  e.xact 
knowledge  of  the  normal  anatomy  of  the  bone, 
particularly  regarding  certain  details  and  rela- 
tionships which  are  not  always  emphasized  to  the 
degree  that  their  importance  warrants. 

If  an  antero-posterior  x-ray  film  of  a normal 
wrist  is  examined  (Fig.  1),  it  can  readily  be 
seen  that  the  lower  articular  surface  of  the  radius 
is  not  perpendicular  to  the  axis  of  the  shaft,  but 
presents  a definite  angle  of  inclination  to  this 
axis.  If  a line  is  drawn  on  the  film  representing 
the  axis  of  the  bone,  and  if  this  line  is  intersected 
by  another  line  connecting  the  most  distal  radial 
and  ulnar  points  of  the  articular  surface  of  the 
radius,  the  normal  angle  of  inclination  is  found 
to  be  about  130  to  135  degrees.  This  angle  may 
vary  somewhat  from  TF)  degrees  in  some  indi- 
viduals to  an  occasional  one  in  which  it  is  greater 
than  135  degrees.  But  the  latter  figure  repre- 
sents the  average. 

When  a lateral  view  of  a normal  wrist  is  ex- 
amined (Fig.  2),  the  lower  articular  surface  of 
the  radius  is  seen  to  present  a slight  volar  in- 
clination of  about  5 degrees.  This  is  agaiti 
brought  out  more  clearly  if  the  longitudinal  axis 
of  the  radius  is  drawn  on  the  film,  this  axis  being 
then  intersected  by  another  line  connecting  the 
most  distal  dorsal  and  ])almar  points  of  the  arti- 
cular surface.  The  intersection  of  these  two  lines 
forms  an  angle  of  about  35  degrees,  and  this  angle 
is  practically  constant  for  all  individuals. 

in  order  to  intelligently  treat  a fracture  of  the 
lower  end  of  the  radius,  these  relationships  of 
the  articular  surface  to  the  shaft  of  the  bone  un- 
der normal  conditions  must  be  known  and  kept 
clearly  in  mind,  as  will  be  seen  when  the  dis- 
placement following  a fracture  is  considered. 

In  analyzing  this  displacement,  taking  first  a 
lateral  x-ray  film  of  a typical  fracture  (Fig.  3). 
it  is  immediately  apparent  that  there  is  an  actual 
dorsal  displacement  to  a greater  or  lesser  degree 
of  the  entire  distal  fragment;  this  gives  rise  to 
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Fig.  4 — Antero-posterior  x-ray  film  of 
fracture  of  the  lower  end  of  the  radius. 


Fig.  5 — Position  for  reduction  of  frac- 
ture of  the  lower  end  of  the  radius. 


Fig.  6 — Application  of  posterior  splint. 
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the  “silver-fork"  deformity,  formerly  strongly 
emphasized  as  a characteristic  diagnostic  sign. 
Accompanying  this  displacement,  there  is  usually 
some  degree  of  impaction  of  the  proximal  frag- 
ment into  the  distal  one.  In  addition  to  this,  how- 
ever, and  this  is  not  infrequently  overlooked,  par- 
ticularly in  the  slighter  degrees,  there  is  a dorsal 
rotation  of  the  distal  fragment  about  a transverse 
axis  running  approximately  through  the  line  of 
fracture,  thus  giving  rise  to  a change  in  the  rela- 
tionship of  the  lower  articular  surface  of  the 
radius  to  the  axis  of  the  bone.  As  was  stated 
above,  normally  this  angle  is  about  85  degrees ; 
following  fracture,  it  becomes  greater  than  90  de- 
grees, usually  about  120  to  130  degrees,  or  even 
more. 

On  the  antero-posterior  film  of  the  same  frac- 
ture (Fig.  4),  there  is  seen  to  be  an  external 
lateral  displacement  of  the  entire  distal  fragment, 
which  gives  rise  to  the  radial  deviation  of  the 
hand  so  commonly  seen  in  these  cases ; further- 
more, seen  in  this  plane  also,  there  is  a change 
in  the  articular  surface-shaft  angle.  Instead  of 
this  angle  being  the  normal  135  degrees,  it  may 
be  decreased  to  110,  100,  or  even  90  degrees.  It 
is  thus  apparent  that,  instead  of  the  displacement 
in  these  fractures  being  a simple  one  in  a single 
plane,  when  analyzed,  it  is  frequently  found  to 
be  somewhat  complicated,  and  made  up  of  several 
components.  Depending  upon  the  extent  and  de- 
gree of  the  fracture,  one  or  all  of  these  com- 
ponents may  be  present.  The  higher  grades  of 
deformity  are  easily  recognized.  For  the  recog- 
nition of  the  lesser  degrees,  it  may  be  necessary  to 
construct  the  axis  lines  by  means  of  a transparent 
ruler. 

Each  of  these  components  of  displacement 
lends  its  share  in  giving  rise  to  disability,  and 
each  of  them  must  be  corrected  and  overcome  in 
order  to  obtain  the  best  possible  end-result.  It  is 
obvious  that  every  case  of  fracture  of  the  lower 
end  of  the  radius  does  not  present  all  of  them : 
there  is  one,  however,  which  is  practically  con- 
stant to  the  type  of  fracture  under  discussion,  and 
that  is  the  dorsal  tilting  or  rotation  of  the  lower 
articular  surface.  Although  apparently  a minor 
displacement,  it  is  important,  and  if  uncorrected, 
gives  rise  to  a marked  limitation  of  palmar  flex- 
ion : there  is  likewise  a permanent  distortion  of 
the  wrist  joint  itself  as  a result,  and  we  know  that 
in  such  joints,  particularly  in  older  individuals, 
osteoarthritic  changes  are  later  prone  to  develop, 
thus  leading  to  a progressive  increase  in  the  origi- 
nal disability. 

As  in  every  other  fracture,  the  object  of  treat- 
ment in  these  cases  is  to  restore  the  fragments  of 


the  bone  to  as  nearly  normal  relationships  as  pos- 
sible, to  retain  them  in  the  corrected  position  until 
union  has  taken  place,  and  to  realize,  at  the  same 
time,  that  the  fractured  bone  is  not  the  only 
structure  in  the  part  which  is  the  seat  of  a patho- 
logical i)i*ocess.  The  soft  tissues  have  also  been 
traumatized,  and  the  dressing  which  is  applied  to 
immobilize  the  bone  ends  must  be  one  which  will 
not  interfere  with  the  normal  recovery  of  these 
other  structures.  Such  a dressing  is  the  unpadded 
posterior  p!aster-of-Paris  splint,  applied  in  the 
manner  recommended  by  Boehler,  of  \’ienna,  and 
which  will  pre.sently  be  described. 

From  what  has  previously  been  said,  it  should 
be  apparent  that  the  first  step  in  the  treatment 
of  these  fractures  is  a careful  study  and  analysis 
of  satisfactory  antero-posterior  and  lateral  x-ray 
films.  P>y  this,  the  components  of  displacement 
which  must  be  corrected  are  determined,  and  the 
proper  maneuvers  for  reduction  intelligently  plan- 
ned. 

Some  form  of  anesthesia  is  always  necessary. 
This  may  be  local  or  general,  according  to  the 
preferences  of  the  ojierator.  In  my  own  work, 
unless  there  is  some  contraindication,  I prefer 
gas  and  ether ; I feel  that  thereby  better  muscular 
relaxation  is  secured,  making  reduction  easier ; 
furthermore,  if  the  x-ray  films  which  are  always 
taken  immediately  after  the  dressing  is  applied 
show  that  the  reduction  is  unsatisfactory,  a cor- 
rection can  be  readily  made  at  the  same  sitting. 

This  patient  lies  on  an  operating  table  (Fig.  5). 
To  assure  a firm,  non-slipping  grip  during 
traction,  the  thumb  is  wrapped  with  a layer  of 
adhesive  tape ; for  the  same  purpose,  the  index, 
middle,  and  ring  fingers  are  likewise  bound  to- 
gether with  adhesive  tape,  care  being  taken  to 
see  that  these  fingers  do  not  overlap.  Muslin 
bandage  secured  to  the  skin  by  .skin  glue  may  be 
used  instead  of  the  adhesive  if  desired.  Traction 
is  useless  if  it  is  unopposed  by  efficient  counter- 
traction. This  cannot  be  obtained  unless  the  arm 
is  fixed,  with  the  elbow  flexed,  in  which  position 
the  greatest  relaxation  of  the  forearm  muscles  is 
obtained.  If.  as  is  sometimes  the  case,  traction 
is  made  on  the  extended  arm,  the  muscles  are  not 
completely  relaxed,  and  the  only  counter-traction 
thus  available  is  the  weight  of  the  shoulders  and 
head.  This  is  both  inefficient  and  unstable.  To 
secure  proper  counter-traction,  with  the  patient 
lying  supine,  the  iqiper  arm  is  extended  laterally 
from  the  body,  at  the  level  of  the  shoulder;  the 
elbow  is  flexed  to  a r’ght  angle  with  the  palm 
of  the  hand  directed  toward  the  floor,  which  rep- 
resents the  mid-])osition  between  pronation  and 
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supination.  A pad  made  of  a folded  towel  is 
placed  on  the  anterior  surface  of  the  upper  arm 
above  the  band  of  the  elbow ; over  this  towel  is 
passed  a broad  sling  made  of  a long  folded  towel 
or  pillow-slip,  and  the  ends  are  given  to  an  as- 
sistant who  stands  near  the  head  of  the  table. 

The  operator  now  grasps  the  thumb  of  the 
patient  with  one  hand,  the  index,  middle,  and  ring 
fingers  which  have  been  bound  together  as  de- 
scribed with  the  other ; the  little  finger  is  left 
free.  Against  the  counter-traction  offered  by  the 
sling  about  the  upper  arm  which  is  held  by  the 
assistant,  he  exerts  a strong,  steady  pull.  This  is 
continued  for  three  to  five  minutes  with  no  in- 
terruption ; it  has  the  effect  of  securing  complete 
muscular  relaxation  and  of  overcoming  any  mus- 
cle spasm  which  has  not  been  entirely  abolished 
by  the  anesthetic ; very  frequently  it  also  separ- 
ates impacted  fragments,  and  partially,  if  not 
completely  reduces  any  dorsal  dislocation  of  the 
distal  fragment  which  may  be  present.  The  hand 
is  next  turned  over  to  another  assistant,  who 
grasps  it  in  the  manner  described,  and  continues 
the  steady  traction  while  the  operator,  by  manipu- 
lation, completes  the  correction  of  all  displace- 
ments which  have  been  shown  to  be  present  by 
the  preliminary  analysis  of  the  x-ray  films.  When 
reduction  is  complete,  as  a rule  there  is  little 
tendency  to  displacement  of  the  fragments. 

A plaster-of-Paris  splint  is  now  prepared  in 
the  usual  way,  using  a bandage  six  inches  in 
width ; it  should  be  long  enough  to  extend  from 
the  knuckles  of  the  hand  to  just  below  the  bend 
of  the  elbow  on  the  forearm.  Eight  to  ten  layers 
of  bandage  make  a splint  which  is  sufficiently 
heavy. 

The  arm  is  again  turned  over  to  the  assistants 
for  moderate  traction,  with  the  wrist  in  mid- 
position, and  with  slightly  more  pull  exerted  by 
the  hand  which  grasps  the  thumb  than  by  the 
hand  grasping  the  fingers.  This  tends  to  over- 
come the  radial  deviation.  If  this  radial  deviation 
is  very  pronounced,  it  is  also  sometimes  well  to 
impart  a slight  ulnar  deviation  to  the  hand  as  the 
plaster  is  setting. 

A small  gauze  pad,  the  purpose  of  which  is  to 
prevent  irritation  of  the  skin  by  the  bandage,  is 
placed  between  the  thumb  and  index  finger.  The 
plaster  splint  is  now  smoothly  applied  over  the 
extensor  surface  of  the  forearm,  which  is  upper- 
most, and  held  in  place  by  a gauze  bandage.  (Fig. 
()}.  While  the  plaster  is  setting,  the  splint  is 
molded  closely  and  accurately  about  the  wrist, 
forearm,  and  hand.  Until  setting  is  complete. 


and  during  the  molding,  steady,  moderate  trac- 
tion must  be  maintained. 

On  account  of  its  width,  such  a splint  applied 
as  described,  will  encircle  at  least  three-fourths 
of  the  circumference  of  the  average  wrist,  leaving 
an  area  on  the  flexor  aspect  which  is  uncovered 
by  plaster.  This  area  amply  provides  for  good 
circulation,  but  since  the  plaster  is  accurately 
molded  to  the  contour  of  the  bone,  redisplacement 
of  the  fracture  cannot  occur,  as  may  easily  hap- 
pen with  any  other  form  of  splint.  X-ray  films 
are  now  taken  to  determine  the  accuracy  of  the 
reduction  ; if  it  is  not  satisfactory,  the  dressing  is 
removed,  the  fracture  is  again  manipulated  in  the 
manner  indicated,  after  which  the  splint  is  re- 
applied. 

For  the  first  twelve  to  twenty-four  hours  fol- 
lowing the  application  of  the  dressing,  the  hand 
must  be  closely  watched  for  swelling  and  discol- 
oration of  the  fingers,  or  other  evidences  of  circu- 
latory disturbance.  These  occasionally  occur,  and 
in  such  cases  are  due,  not  to  the  pressure  of  the 
splint,  but  to  the  fact  that  the  gauze  bandage 
holding  it  in  place  has  been  too  closely  applied. 
Under  such  circumstances,  all  that  is  necessary  to 
be  done  is  to  remove  this  bandage,  and  reapply 
it  more  loosely ; the  splint  remains  in  place  during 
this  procedure,  and  redisplacement  cannot  occur. 

The  following  day,  the  dressing  is  completed 
by  the  application  of  a starch  bandage;  for  this, 
a bandage  made  of  the  crinoline  used  in  making 
plaster  bandages  is  excellent.  Such  a bandage, 
when  it  dries,  becomes  somewhat  stiff ; it  holds 
the  turns  of  the  gauze  bandage  firmly  in  place, 
and  does  not  soil  so  readily.  After  it  has  dried, 
bandage  and  plaster  are  cut  away  about  the  base 
of  the  thumb  so  that  the  latter  can  be  freely 
moved  in  all  directions ; in  the  palm  of  the  hand, 
the  bandage  is  cut  away  as  far  as  the  distal  trans- 
verse fold  of  the  palm,  so  that  the  fingers  may  be 
completely  flexed  to  form  a fist.  The  upper  end 
of  the  dressing  is  also  cut  away  sufficiently,  if 
necessary,  so  that  the  forearm  may  be  completely 
flexed.  (Fig.  7). 

The  illustration  shows  the  reduction  which  was 
obtained  by  this  method  in  the  case  which  was 
used  earlier  in  this  paper  as  an  example  of  a 
typical  fracture  of  the  type  under  discussion.  The 
first  view  (Fig.  8)  shows  slight  overcorrection 
of  the  normal  angle,  which  is  of  no  particular 
significance  and  in  any  event  is  much  better  than 
undercorrection.  The  antero-posterior  view  (Fig. 
!))  apparently  shows  some  undercorrection  in  this 
plane ; whether  this  is  actually  the  case,  or  wheth- 
er this  individual  has  a smaller  angle  than  the 
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average,  I do  not  know.  The  x-ray  itself  appar- 
ently shows  complete  correction  of  the  distal 
fragment,  and  as  a matter  of  fact,  this  lessening 
of  the  angle  was  not  discovered  until  the  axes 
were  drawn  and  the  angle  measured  while  this 
paper  was  in  preparation,  again  emphasizing  the 
importance  of  a careful  analysis  of  x-ray  films. 
In  any  event  the  functional  result  in  this  case  was 
e.xcellent. 

This  dressing  remains  in  place  for  from  three 
to  five  weeks,  according  to  indications.  It  can 
usually  be  dispensed  with  earlier  in  younger  in- 
dividuals than  it  can  be  in  older  ones ; in  fractures 
with  much  comminution  and  splintering,  it  will 
have  to  be  left  on  longer  than  in  simple  ones. 

The  after  treatment  begins  immediately,  and 
this  is  summed  up  in  continuous,  active  use  of 
the  e.xtremity  from  the  very  beginning.  With  a 
dressing  such  as  has  been  described,  this  can  be 
very  easily  done.  Xo  sling  is  ever  used  after 
the  first  forty-eight  hours,  and  even  then,  only 
as  a mild  concession  to  certain  patients  who  feel 
that  they  must  have  it. 

Stiffness  following  fractures  of  the  lower  end 
of  the  radius  results  from  imperfect  reduction 
and  from  adhesions  of  the  flexor  and  extensor 
tendons  in  their  sheaths.  Ordinarily  an  attempt 
is  made  to  overcome  this  stiffness  by  a com- 
paratively short  period  of  passive  motion  daily. 


In  many  conditions,  passive  motion  is  invaluable, 
but  heretic  that  I am,  I do  not  believe  that  the 
happiest  results  are  obtained  by  using  it  in  frac- 
ture of  the  lower  end  of  the  radius.  In  the  first 
place,  if  begun  immediately  following  reduction, 
as  it  should  be  to  obtain  the  fullest  benefit,  there 
is  great  danger  of  redisplacement  of  the  frag- 
ments. This  danger  is  generally  recognized,  and 
passive  motion  is  ordinarily  not  undertaken  for  a 
week  or  ten  days.  By  this  time  adhesions  have 
formed.  In  the  second  place,  passive  motion  for 
a comparatively  brief  period  each  day  cannot 
compare  in  benefit  with  continuous  active  move- 
ment of  the  fingers  through  the  greater  part  of 
twenty-four  hours. 

Therefore,  from  the  beginning,  each  patient  is 
instructed  in  the  active  use  of  his  injured  arm. 
To  prevent  stiffness  of  the  shoulder  from  a de- 
pendent position  of  the  arm,  and  to  exercise  the 
elbow,  several  times  a day,  he  elevates  the  arm 
and  puts  the  hand  back  of  his  head ; he  also  puts 
his  hand  behind  his  back.  It  is  demonstrated  to 
him  that  he  is  able  to  flex  and  extend  and  separ- 
ate his  fingers ; he  is  shown  that  he  is  able  to 
grasp  a door-knob,  and  by  turning  it,  to  keep  pro- 
nat'on  and  supination  active.  He  uses  his  hand 
and  fingers  in  eating,  and  in  all  light  tasks  which 
he  finds  himself  able  to  perform.  When  the 
dressing  is  finally  removed,  very  little  stiffness 
is  found  to  be  present,  and  this  usually  disappears 
completely  within  ten  days  to  two  weeks. 


SOME  OBSER\'ATIONS  IN  THE  CARE  OF  ACUTE 
OTITIS  MEDIA* 

LEO.  P.  COAKLEY,  M.  D., 

Omaha. 


There  are  manv  points  in  the  care  of  acute 
otitis  media  that  will  be  of  interest  to  the  general 
pradtioner,  and  it  is  the  purpose  of  this  paper 
to  associate  the  treatment  with  the  pathology 
present  in  such  a manner  that  a definite  routine 
of  treatment  may  be  instituted  on  a more  rational 
basis. 

There  are  two  anatomical  facts  which  should 
be  borne  in  mind,  namely : ( 1 ) adenoid  masses, 
which  in  health  are  quite  shrunken  away  from 
the  eustachian  orifice,  during  the  course  of  a 
severe  acute  upper  respiratory  infection  become 
red,  swollen  and  congested  to  such  an  extent  that 
they  may  occlude  the  opening  of  the  eustachian 
tubes.  (2)  In  the  infant  the  eustachian  tube  is 
short,  straight  and  open.  This  fact  explains  the 
prevalence  of  otitis  media  in  children.  Debris 

*Presented  before  the  annual  meeting,  Nebraska  State  Medical 
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and  bacteria  present  in  the  secretions  about  the 
adenoid  masses  have  easy  access  through  the 
eustachian  tubes  to  the  middle  ear. 

There  are  many  different  types  of  bacteria  that 
are  the  causal  factor  in  acute  otitis  media.  Strep- 
tococcus pyogenes,  diplococcus  pneumonia,  staph- 
lococcus  arueus  and  albus,  hemolytic  streptococ- 
cus, and  many  others  which  may  be  carried  into 
the  middle  ear  cavity  as  a mixed  infection.  Nor- 
mally, the  middle  ear  is  free  from  micro-organ- 
isms, infection  may,  however,  gain  entrance 
through  several  different  routes  chief  among 
them  being  the  eustachian  tube.  Perforation  of 
the  tympanic  membrane,  whether  this  be  trau- 
matic or  otherwise,  offers  free  access  to  bacteria. 
Less  often  infection  may  reach  the  middle  ear 
through  a fracture  of  the  skull.  It  may  be  blood 
or  lymph-borne,  though  this  is  not  a common 
mode  of  infection. 
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Acute  otitis  media  is  a relatively  common  con- 
dition, however,  it  presents  itself  in  several  dis- 
tinct forms  which  require  varying  methods  in 
their  care.  The  several  distinct  forms  may  be 
classified  under  two  great  heads.  (1)  Acute  ca- 
tarrhal otitis  media  and  (2)  acute  purulent  otitis 
media.  The  term  catarrhal,  in  the  past  has  been 
used  quite  freely  and  at  times  has  covered  a mul- 
titude of  sins,  however,  due  to  long  usage,  it  has 
come  to  mean  an  acute  inflammation  of  the  mid- 
dle ear  in  which  there  is  an  abnormal  increase  in 
the  natural  secretions.  In  like  manner  acute  puru- 
lent otitis  media  is  a state  of  inflammation  in 
which  a purulent  discharge  is  produced  in  the 
middle  ear. 

Acute  catarrhal  otitis  media  is  more  prone  to 
occur  during  childhood  due  to  the  fact  that  the 
adenoid  masses  are  held  against  the  eustachian 
orifice,  during  the  course  of  a severe  upper  res- 
piratory infection.  Adults  with  badly  deflected 
septums,  recurring  adenoid  masses  and  faulty 
nose  blowing  habits  are  quite  susceptible  to  this 
type  of  middle  ear  inflammation. 

Nasal  irrigations  given  for  relief  of  nasal  con- 
gestion very  often  cause  middle  ear  inflamma- 
tions in  both  adults  and  children.  This  practice 
is  to  be  condemned  as  the  sinusitis,  otitis  media 
and  resulting  congention  of  the  nose  when  used 
over  a long  period  of  time  far  outweighs  the 
temporary  relief  that  may  come  from  irrigations. 

In  acute  catarrhal  otitis  media  there  is  a gen- 
eralized hyperemia  of  the  mucous  membrane  lin- 
ing the  tympanic  cavity.  There  is  a serous  and 
round  cell  infiltration  and  a transudation  of  ser- 
um which  accumulates  behind  the  drum.  The 
eustachian  tube  becomes  swollen  and  congested 
and  the  tympanic  cavity  is  closed  off.  The  ca- 
tarrhal process  spreads  to  the  drum  membrane 
which  appears  thickened.  Its  color  changes  from 
a clear  grey  to  a dull  grey.  There  may  be  vary- 
ing amounts  of  redness  from  a slight  pink  over 
the  hammer  handle  and  periphery  to  a deep  red 
throughout  the  membrane.  There  is  little  or  no 
bulging  of  the  drum. 

As  the  air  becomes  rarified  in  the  closed  tym- 
panic cavity  there  is  a negative  pressure  set  up. 
The  drum  being  the  least  resistant  may  rutpure 
spontaneously.  This  event  usually  brings  about 
rapid  resolution  of  the  case. 

The  onset  of  acute  catarrhal  otitis  media  is 
usually  sudden,  often  occuring  at  night  and  us- 
ually awakening  the  patient  from  a sound  sleep. 
After  the  first  severe  pain  there  may  be  a vari- 
able period  in  which  the  patient  is  free  from  pain, 
however,  these  periods  become  shorter  until  the 


pain  becomes  constant.  Coughing,  sneezing  and 
at  times  swallowing,  seem  to  accentuate  the  pain. 
If  the  eustachian  tube  is  involved  to  any  great  ex- 
tent the  patient  may  complain  of  pain  immediate- 
ly below  the  ear,  particularly  on  swallowing.  Pain 
is  not  accentuated  by  biting,  chewing  or  moving 
the  external  ear.  In  children,  at  the  onset,  the 
temperature  may  rise  to  103  to  104°,  but  adults 
even  after  the  pain  has  become  constant  show 
very  little,  if  any,  rise  in  temperature. 

Treatment  of  acute  catarrhal  otitis  media 
should  be  directed  at  aborting  the  attack  at  the 
onset.  In  the  past  most  practitioners  have  relied 
upon  glycerine  and  phenol  due  to  the  qu'estionable 
anesthetic  and  antiseptic  value  to  relieve  the  at- 
tacks. Of  late  its  use  has  been  discouraged  by 
otologists  as  the  marked  macerations  of  the 
skin  lining  the  external  auditory  canal  and  drum 
completely  effaces  all  land  marks  and  the  true 
condition  of  the  drum. 

As  an  abortive  measure  “Ento  Lysate”  manu- 
factured by  Eli  Lilly  and  Company  has  given  the 
mo.st  uniform  results  in  my  hands.  It  is  a sterile 
mixture  of  the  bacteriophage-cleared  cultures  of 
pathogenic  respiratory  micro  organisms,  namely 
micrococcus  catarrhalis,  pneumococci,  streptococ- 
ci, (Hemolytic,  nonhemolytic  and  indifferent 
strains)  staphlococcus,  aureas  and  albus.  The 
lysate  is  inserted  in  the  external  auditory  canal 
on  cotton  wicks  in  contact  with  the  drum.  There 
are  no  subjective  symptoms  from  this  procedure 
except  a slight  drawing  sensation.  In  the  last 
16  cases  this  procedure  was  used,  two  went  on  tO' 
myringotomy  but  these  were  hopelessly  bulging 
before  the  ento  lysate  was  instilled. 

Antiseptics  instilled  into  the  external  auditory 
canal  have  no  value.  The  practice  of  instilling 
various  colored  antiseptics  in  the  ear  causes  great 
delay  in  the  proper  understanding  and  treatment 
of  the  ear  condition  as  it  is  almost  impossible  to 
determine  where  the  skin  of  the  external  canal 
ends  and  the  drum  begins. 

Hot  moist  compresses  over  the  affected  ear 
seem  to  give  the  greatest  amount  of  relief  from 
pain.  These  are  kept  on  continuously.  It  is  dif- 
ficult to  keep  on  hot  compresses  in  infants  and 
the  only  solution  of  this  problem  is  to  let  the 
child  lie  with  the  ear  on  a hot  water  bottle  cov- 
ered with  a towel. 

Relief  is  also  noted  in  those  children  affected 
with  a large  pad  of  adenoids  by  the  use  of  nasal 
drops.  As  their  eustachian  tubes  are  blocked  off 
by  the  adenoid  mass  and  the  congestion  in  the 
nasopharynx  extends  to  the  eustachian  orifice, 
shrinking  agents  should  he  used.  Ephedrine  with 
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merthiolate  serves  a double  purpose  of  shrinkage 
and  a powerful  antiseptic.  Solution  of  argyrol 
10%  gives  a more  thorough  and  complete  shrink- 
age due  to  the  fact  that  through  its  action  it  emp- 
ties the  swollen  and  congested  mucous  cells  and 
glands. 

Narcotics  should  be  used  with  caution.  A sin- 
gle dose  of  codein  sulphate  or  morphine  sulphate 
may  be  used  at  the  onset  to  help  the  patient  dur- 
ing the  first  severe  attack  of  pain  until  abortive 
measures  have  taken  effect  or  to  aid  the  patient 
until  such  time  as  myringotomy  can  be  per- 
formed. Pain  is  the  chief  danger  signal  of  ex- 
tension and  repeated  doses  of  opiates  may  mask 
this  important  symptom  to  such  an  extent  that 
hopeless  extension  has  taken  place. 

At  the  onset  of  pain  ear  drops  of  menthol,  co- 
caine hydrochloride  of  each  2^  grains,  adrena- 
line chloride  1-1000  drachm  1,  water  q.  s.  ad  Yz 
ounce,  give  relief  during  the  congestive  stage. 
There  is  relief  of  pain  and  a blanching  of  the 
congested  tissues.  However,  this  should  be  used 
with  caution  as  it  may  mask  symptoms  of  greater 
involvement. 

After  the  pain  of  an  acute  catarrhal  otitis 
media  becomes  constant  for  a few  hours  it  may 
change  to  a severe  throbbing  abscess  type  in 
character.  Pus  formation  is  taking  place  and 
the  condition  has  become  an  acute  purulent  otitis 
media.  This  is  one  of  the  most  serious  conditions 
with  which  the  practitioner  is  called  upon  to  deal. 
The  inflammation  is  much  more  severe  than  in 
the  catarrhal  form  and  such  degree  of  actual  de- 
struction of  the  auditory  apparatus  is  likely  to 
take  place  that  the  menace  to  hearing  is  very 
serious. 

The  etiology  of  the  purulent  type  of  acute 
otitis  media  is  practically  the  same  as  the  ca- 
tarrhal form.  The  invasion  of  the  streptococcus 
during  the  course  of  a scarlet  fever  is  one  of  the 
most  common  factors  and  causes  a great  amount 
of  ulceration  in  the  tympanum.  Measles  and  the 
other  exanthemata  are  a definite  factor  but  the 
clinical  course  is  more  mild.  The  pneumococcus, 
particularly  the  Type  III,  is  of  great  importance 
due  to  its  slow  insidious  onset  and  the  great 
amount  of  distinction  which  it  produces.  Many 
other  types  of  bacteria  may  occur  as  a mixed 
infection. 

The  symptoms  are  much  more  severe  than  the 
catarrhal.  The  first  complaint  is  commonly  an 
excruciating  pain  deep  in  the  ear.  Adults  as  well 
as  children  run  an  extremely  high  temperature. 
If  no  therapeutic  measures  are  employed  this  dis- 


tressing condition  will  continue  until  the  tym- 
panic membrane  ruptures. 

After  rupture  the  discharge  at  first  will  be 
very  free,  serosanguinous  or  purulent  in  charac- 
ter. The  amount  is  so  great  that  at  once  it  will 
be  evident  that  there  must  be  a reservoir  larger 
than  that  provided  by  the  tympanic  cavity  and 
give  indication  of  mastoid  involvement,  even 
when  there  are  no  symptoms  pointing  in  this  di- 
rection. After  the  first  large  amount  of  sero- 
sanguinous discharge,  it  rapidly  changes  to  puru- 
lent and  the  quantity  diminishes  until  it  stops 
completely.  In  other  cases  the  maximum  amount 
of  discharge  is  reached  a few  days  after  the  drum 
ruptures.  This  is  because  further  involvement 
of  the  cells  about  the  mastoid  antrum  takes  place 
after  drainage  is  established. 

The  possibility  of  complications  are  lessened  if 
the  drum  ruptures  spontaneously  or  is  incised 
early,  however,  if  the  condition  is  present  for 
some  time  before  this  takes  place  the  possibility 
of  complications  are  unfortunately  the  rule  rather 
than  the  exception.  The  temperature  may  rise 
and  the  pain  increases,  particularly  over  the  mas- 
toid antrum.  Much  greater  impairment  of  hear- 
ing and  tinnitus  will  be  present  if  there  is  exten- 
tion  into  the  inner  ear.  Extension  into  the  mas- 
toid and  blood  stream  will  be  ushered  in  by  an 
increase  in  pain,  fluctuations  in  temperature  and 
chills.  Intracranial  extension  may  give  charac- 
teristic signs  of  their  presence. 

The  most  important  step  in  the  treatment  of 
acute  purulent  otitis  media  is  myringotomy.  This 
procedure  gives  almost  immediate  relief  and  ade- 
quate drainage  so  that  the  possibility  of  mas- 
toiditis is  greatly  lessened.  The  indications  for 
myringotomy  are  quite  definite ; elevation  of  tem- 
perature, thickening  and  bulging  of  the  drum, 
especially  in  the  posterior  half.  Pain  is  constant 
and  excruciating  and  there  is  an  effacement  of 
all  the  anatomical  land  marks.  In  scarlet  fever 
the  drum  should  be  incised  early  at  the  first  sign 
of  bulging  of  the  drum  as  the  toxins  present  in 
the  material  held  in  the  middle  ear  digests  a large 
portion  of  the  drum  membrane  if  allowed  to  go 
on  to  spontaneous  rupture  and  often  a chronical- 
ly discharging  ear  is  the  result. 

Myringotomy  should  be  done  under  gas  anes- 
thesia. The  patient  is  quiet,  and  accurate,  wide 
incision  of  the  drum  may  be  done.  Infants  up 
to  three  years  require  no  anesthetic.  Local  ap- 
plications of  anesthetic  material  applied  to  the 
drum  are  not  very  satisfactory. 

Continuous  hot  compresses  to  the  ear  and  the 
cleansing  of  the  external  auditory  canal  every 
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three  hours  with  hydrogen  peroxide  is  sufficient 
to  promote  drainage  and  healing.  The  use  of 
hot  or  cold  compresses  is  a matter  of  comfort 
to  the  patient.  Both  are  used  to  draw  natures 
defensive  forces  into  the  disease  invaded  area. 
In  the  acute  congestive  stage  hot  compresses 
seem  to  increase  the  throbbing  pain  and  discom- 
fort within  the  ear  while  cold  compresses  relieve 
the  condition.  After  drainage  is  established  the 
hot  compress  is  more  soothing. 

The  use  of  wicks  of  gauze  in  the  external  au- 
ditory canal  has  been  recommended  to  promote 
drainage.  In  the  hands  of  the  inexperienced 
these  wicks  act  as  a plug  and  interfere  with  the 
proper  drainage.  The  ear  should  be  covered  with 
a compress  and  the  ear  allowed  to  discharge  di- 
rectly into  it.  The  point  to  bear  in  mind  is  that 
the  flow  of  discharge  from  the  tympanum  must 
at  all  times  be  free  and  uninterrupted.  Strong 
solutions  should  not  be  used  at  the  onset  of  the 
otitis  media.  The  tympanic  cavity  is  red  inflam- 
ed and  all  strong  solutions  aimed  at  treatment 
do  nothing  more  than  add  to  the  inflammatory 
process  present.  Irrigations  are  of  very  little 
value  other  than  to  wash  out  the  external  audi- 
tory canal  and  if  used  frequently  cause  consider- 
able masceration  of  the  tissues.  After  the  acute 
inflammatory  process  has  subsided  drops  consist- 
ing of  boric  acid  grains  ten,  alcohol  and  solution 
bichloride  of  mercury  1-1000  of  each  to  1 ounce 
may  be  instilled  into  the  lympanic  cavity  and  al- 
lowed to  remain  for  5-10  minutes. 

SUMMARY 

1.  The  importance  of  the  eustachian  tube  and 
adenoid  masses  in  children,  deflected  septum  and 
the  wrong  nose  blowing  habits  in  adults  are  to 
be  borne  in  mind  as  causative  factors  in  otitis 
media. 

2.  Treatment  of  acute  catarrhal  otitis  media 
is  directed  at  aborting  the  attack.  Ento  lysate 
has  given  very  satisfactory  results.  Narcotics 
should  be  used  with  caution. 

3.  The  symptoms  of  acute  purulent  otitis 
media  are  more  severe  than  the  catarrhal  form. 

4.  Myringotomy  offers  the  greatest  hope  of 
relief  in  the  purulent  type.  It  should  be  done 
under  gas  anesthesia. 

5.  Treatment  should  be  mild  and  non-irri- 
tating in  the  acute  stage  of  a purulent  otitis 
media.  The  point  to  bear  in  mind  is  that  drain- 
age should  be  free  and  uninterrupted. 

DISCUSSION 

DR.  F.  P.  TEAL,  (Lincoln) ; I have  an  idea  that 
this  paper  sounds  rather  conservative  to  most  of  you. 
To  my  notion  that  is  the  value  of  this  paper.  After 
observing  the  course  of  treatment  of  otitis  media  and 


allied  infections  for  almost  forty  years,  I have  seen 
a great  many  fads  and  fancies  that  have  been  forced 
onto  the  specialist  by  the  insistence  of  the  internists 
and  general  men.  I think  the  value  of  this  paper  is 
it  is  bringing  us  back  to  a more  conservative  view 
in  handling  these  cases.  We  have  at  one  end  the 
situation  that  is  illustrated  by  a story  I have  told 
on  occasion  of  an  old  doctor  of  my  acquaintance  who 
called  Dr.  Woodard  in  the  middle  of  the  night  to 
lance  an  eardrum. 

He  said,  “I  have  been  in  practice  fifty  years  and 
this  is  the  first  eardrum  I ever  had  anything  to  do 
with  that  wouldn’t  break.” 

The  fact  of  the  matter  is  that  whenever  we  are 
urged  to  open  an  eardrum  that  shows  any  signs  of 
inflammation,  I have  felt  the  old  doctor’s  conservative 
way  would  prove  to  be  best. 

There  are  certain  indications  for  opening  the  ear- 
drum which  the  doctor  has  outlined  very  well.  We 
have  opened  many  eardrums  that  no  doubt  caused 
later  infection  which  otherwise  would  not  have  de- 
veloped, but  would  have  gotten  better  and  recovered 
without  interference. 

Dr.  Coakley  touched  on  the  matter  of  putting  med- 
icines in  the  ear.  Only  recently  I had  an  ear  that 
had  had  three  applications  of  mercurochrome,  and  the 
drum  had  not  even  ruptured.  There  is  no  use  put- 
ting mercurochrome  in  the  auditory  canal.  In  this 
instance,  the  ear  was  well  before  the  mercurochrome 
disappeared.  It  hides  all  landmarks  and  you  can  not 
tell  much  about  it. 

There  are  a number  of  points  I should  like  to 
speak  about  if  time  permitted.  I want  to  commend 
the  doctor  for  his  conservative  stand.  That  is  the 
stand  the  ear  men  are  taking  now  on  these  cases  of 
otitis  media.  Do  not  open  the  drum  until  you  have 
real  indications. 

DR.  W.  L.  ALBIN,  (Lincoln):  This  may  not  be  the 
time  and  the  place  to  say  what  I am  going  to  say, 
because  Dr.  Coakley  has  covered  so  completely  the 
acute  condition  of  middle  ear  infections.  But  I should 
like  to  emphasize  the  necessity  of  a follow-up  of  our 
middle  ear  infections.  Much  is  being  said  about  the 
hard-of-hearing  among  school  children.  It  is  so  im- 
portant that  the  lay  organizations  have  taken  it  up 
and  are  doing  more  in  that  direction  than  the  medical 
profession.  I am  convinced  the  largest  percentage  of 
all  the  hard-of-hearing,  among  children,  particularly, 
is  due  to  the  fact  the  acute  condition  is  not  followed 
up  after  the  pain  is  over,  which  occurs  as  soon  as  the 
eardrum  breaks  and  the  ear  discharges. 

The  child  goes  back  to  school,  which  he  should  not 
do.  He  should  be  confined  to  his  room,  and  his  or- 
ganism should  be  given  every  opportunity  to  heal  that 
serious  process  which  is  going  on  in  his  middle  ear 
cavity,  because  it  may  lead  to  future  mastoid  trouble 
and  middle  ear  infections.  He  should  also  have  a 
check-up  of  his  hearing  from  time  to  time.  If  the 
internist  has  a case  of  nephritis,  he  makes  frequent 
checks  of  the  urine.  Is  it  less  important  that  there 
be  check-ups  of  the  hearing  to  determine  whether  or 
not  this  upset  is  going  to  make  a reduction  in  hear- 
ing? If  the  profession  as  a whole  was  more  alert  to 
the  seriousness  of  this  problem,  I am  confident  the 
incidence  of  hard  of  hearing  would  be  greatly  reduced. 

DR.  W.  L.  ROSS,  (Omaha) : I should  like  to  offer 
this  one  thing  in  relieving  the  pain  of  otitis  media 
and  inhibiting  the  further  development  of  the  invad- 
ing germs.  We  can  relieve  pain  and  reduce  spastic 
muscular  action  and  inhibit  the  multiplication  of 
germs  by  the  proper  use  of  the  x-ray.  Stop  the  mul- 
tiplication of  the  invading  bacteria  and  nature  will 
do  the  killing  of  the  bacteria  already  present.  Should 
otitis  media  become  complicated  with  mastoiditis,  the 
further  invasion  of  the  mastoid  cells  by  the  bacteria 
is  inhibited  by  the  use  of  the  x-ray  and  following 
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each  treatment  the  pain  is  noticeably  less.  I have 
treated  fifty  cases  of  mastoiditis  and  know  it  can 
be  cured  by  this  means. 

In  the  case  of  acute  or  chronic  otitis  media  with  a 
ruptured  membrane,  the  external  canal  is  first  irri- 
gated and  then  filled  with  a warm  normal  salt  solu- 
tion; the  ear  canal  is  then  closed  with  a finger  and 
the  patient  is  directed  to  snuff  forcibly.  He  will 
immediately  taste  the  salt  water  if  the  eustachian 
tube  is  open.  It  is  important  to  know  that  by  the 
above  method  the  middle  ear  can  be  irrigated  through 
the  eustachian  tube  with  an  antiseptic  solution. 

May  I further  state  that  it  has  been  repeatedly 
demonstrated  in  our  office  that  sub-acute  or  chronic 
otitis  media  has  been  positively  diagnosed  by  the 
withdrawal  of  muco  purulent  material  from  the  mid- 
dle ear  through  the  eustachian  tube  by  the  use  of  Dr. 
Edgington's  method  of  evacuation. 

DR.  ALk'RED  E.  REEVES,  (Farnam) : I am  not  an 
ear  specialist  or  anything  like  that — just  a general 
practitioner.  It  seems  to  me  in  my  vicinity,  at  least, 
an  unusual  amount  of  middle  ear  infection  is  found. 
I am  not  always  able  to  say  when  the  eardrum  is 
bulged.  It  may  be  dumbness  on  my  part,  but  I find 
very  few  that  are  bulging.  If  we  get  them  before 
they  begin  to  bulge,  that  would  be  the  ideal  thing. 
I have  lanced  many  eardrums  in  the  past  several 
months,  and  in  a good  many  cases  I have  not  got  a 
r article  of  discharge  from  the  ear;  but  immediately 
the  pain  and  the  symptoms  would  be  relieved. 

I am  wondering  if  there  is  such  a thing  as  an  ac- 
cumulation of  gas  in  the  middle  ear  which  is  relieved 
that  way?  I would  like  to  know  whether  it  is  imag- 
ination or  what  it  is  that  gives  immediate  relief.  I 


do  it  under  general  anesthesia,  because  I have  never 
found  a local  that  would  do  any  good.  I am  wonder- 
ing if  the  doctor  in  his  prescription  of  2%  grains  of 
cocaine  gets  relief  from  pain,  when  we  do  not  get 
anesthesia  from  it  when  we  undertake  to  lance  the 
eardrum? 

DR.  COAKLEY,  (Closing);  I believe  the  tendency 
at  this  time  is  more  toward  conservative  treatment. 
There  are  many  eardrums  opened  which  I do  not  be- 
lieve should  be.  Sometimes  we  are  called  to  see  an 
eardrum  that  is  red  and  not  thickened.  It  has  a 
shiny  appearance.  The  child  is  complaining  of  pain. 
We  are  asked  to  open  it.  I believe  it  is  nothing 
more  than  an  extension  of  the  inflammatory  process 
through  the  eustachian  tube,  to  the  drum.  This  type 
of  drum  should  not  be  opened,  because  it  is  the  type 
of  ear  which  does  not  drain.  As  Dr.  Dixon  said,  this 
is  one  place  your  mistakes  never  catch  up  with  you. 
In  a day  or  so  it  may  start  to  drain  due  to  the  infec- 
tion carried  by  your  knife. 

In  regard  to  cocoaine  and  adrenalin  chloride,  I think 
the  .greatest  relief  comes  from  vasoconstriction  which 
shrinks  the  mucous  membrane  and  relieves  the  pain. 
In  the  virulent  type  with  thickening  of  the  drum, 
elevation  of  temperature,  and  a large  amount  of  pain, 
our  greatest  relief  comes  from  myringotomy,  which 
should  be  done  early.  In  the  purulent  types  of  otitis 
media,  there  is  an  extensive  irritation  of  the  mucous 
membrane,  with  considerable  ulceration  at  times,  par- 
ticularly with  a pneumococcus.  It  is  this  type  in 
children  which  causes  deafness  later  in  life.  I rec- 
ommend myringotomy  early,  particularly  in  scarlet 
fever.  The  ulceration  is  not  so  extensive  nor  the 
damage  to  the  hearing  so  great. 
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Endometriosis  as  stated  by  L.  Seitz pre- 
sents certain  characteristics : it  is  essentially  a 
normal  endometrium  in  an  atypical  location 
which  exhibits  a tendency  to  proliferate  and  in- 
vade neighboring  tissues  and  which  responds  to 
hormonal  influence  the  same  as  normally  placed 
endometrium. 

Various  theories  have  been  advanced  for  the 
presence  of  this  ectopic  uterine  mucosa  no  one 
of  which  appears  applicable  to  all  cases.  Von 
Recklinghausen  early  ascribed  its  origin  to  adult 
remains  of  the  Wolffian  tubules.  Cullen  and  oth- 
ers believed  IMullerian  rests  responsible  for  the 
condition. 

More  recently  Sampson ^2)  summarized  his 
views  in  support  of  his  contention  that  regurgi- 
tation through  the  tubes  of  desciuamated  endo- 
metrium is  responsible  for  the  ovarian  and  peri- 
toneal involvement. 

Novak(^)  is  not  in  entire  accord  with  Samp- 
son’s view,  being  of  the  opinion  that  desquamat- 

*Presented  before  the  annual  meeting,  Nebraska  State  Medical 
Association,  Lincoln,  April  8.  1936. 


ed  menstrual  endometrium  is  not  capable  of 
growth.  It  is  his  opinion  that  the  extrapelvic 
location  of  many  of  the  endometriomata  does  not 
allow  explanation  by  Sampson’s  theory.  Novak 
supports  the  view  advanced  by  Meyer^^)  that  the 
condition  is  due  to  a metaplasia  of  the  ovarian 
germinal  epithelium  or  pelvic  peritoneum.  This 
observation  is  based  on  the  embryological  fact 
that  the  Mullerian  canal,  the  germinal  epithelium 
and  the  peritoneum  have  a common  parent  tissue. 
Novak,  however,  believes  that  ovarian  endome- 
triomata once  started  by  metaplastic  growth  un- 
dergo dissemination  by  transplantation  follow- 
ing rupture  of  distended  cystic  masses.  The  pos- 
sibility of  endothelial  metaplasia  is  suggested  by 
experimental  work  of  J.  Hofbauer^®)  who  ob- 
served the  development  of  a papillary  tumor  on 
the  parietal  peritoneum  following  the  repeated 
injection,  at  the  same  site,  of  extracts  of  the 
Anterior  Pituitary.  The  connective  tissue  core 
was  covered  by  stratified  epithelium  resulting 
from  hyperplasia  of  the  mesothelium  covering 
the  peritoneum.  On  the  other  hand  the  intra- 
peritoneal  location  of  certain  of  the  primary  en- 
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dometrial  growths  renders  plausible  implantation 
by  tubal  regurgitation. 

Edward  Allen has  reported  experimental 
transplantation  of  endometrium  to  the  anterior 
chamber  of  the  eye,  where  the  uterine  epithelium 
retained  marked  proliferative  powers. 

Clinically  transplants  have  been  found  in  episi- 
otomy  scars  and  laparotomy  wounds  following 
operations  involving  the  uterine  cavity.  The  fol- 
lowing case  illustrates  the  latter : 

Mrs.  E.  B.,  age  24,  entered  St.  Catherine’s  Hos- 
pital, Sept.  24,  1935,  complaining  of  pain  in  an  ab- 
dominal scar. 

The  menses  began  at  14,  recur  every  26  days  and 
last  5 days.  She  was  married  at  18  and  has  one 
child  delivered  in  1929  by  Cesarean  section.  Eclamp- 
sia, according  to  the  patient,  supplied  the  indication 
for  operative  delivery.  In  1933,  four  years  after  the 
section,  the  patient  noted  pain  in  the  operative  scar 
which  would  come  on  shortly  after  the  onset  of  the 
period  and  persist  5 to  8 days  after  the  menses  termi- 
nated. Shortly  thereafter  she  discovered  two  painful 
nodules  along  the  line  of  the  old  incision  which 
would  periodically  increase  in  size  and  which  were 
definitely  the  sites  of  the  pain  noted  above. 

General  physical  examination  was  essentially  neg- 
ative. Pelvic  examination  disclosed  the  uterus  nor- 
mal in  size,  retroverted  but  freely  moveable.  The 
adnexal  regions  were  negative  to  palpable  masses. 
There  was  present  a moderate  chronic  cervicitis.  The 
mldllne  Cesarean  scar  disclosed  two  definite  nodules. 
One  about  1%  c.m.  in  diameter  was  situated  in  the 
lower  angle  of  the  scar.  The  second  about  2%  c.m. 
in  diameter  occupied  the  upper  end  of  the  old  inci- 
sion which  had  been  carried  to  the  left  and  about 
4 c.m.  above  the  level  of  the  umbilicus.  Inspection 
of  these  areas  towards  the  end  of  the  menses  dis- 
closed a tender  bluish  irregular  nodule.  The  bluish 
discoloration  had  disappeared  by  mid-menstruum. 

Operative  findings  confirmed  the  preoperative  im- 
pression. The  lower  nodule  involved  the  fascia  over 
the  rectus  but  did  not  extend  deeper.  The  upper 
nodule  extended  through  the  fascia  into  the  preperi- 
toneal  space  but  did  not  involve  the  peritoneum. 
Complete  excision  of  the  nodules  without  spill  was 
accomplished  and  was  followed  by  uneventful  con- 
valescence. The  pelvis  was  not  explored.  The  path- 
ological specimen  on  section  proved  to  be  endometri- 
oma.  Typical  endometrial  epithelium  lined  definite 
gland  spaces  which  were  surrounded  by  fibrous  tis- 
sue. 

The  patient  at  last  examination,  about  4 months 
postoperative,  had  been  free  from  pain  in  the  inci- 
sion. 

The  amount  of  pathological  involvement  in 
pelvic  endometriosis  varies  greatly.  There  may 
be  present  but  a few  hemorrhagic  cystic  areas 
found  on  the  ovar)-,  the  utero-sacral  ligaments  or 
in  the  cul-de-sac.  These  cysts  are  lined  by  endo- 
metrial epithelium  and  the  cavity  is  filled  with 
desquamated  epithelium  and  red  cells  old  and 
new.  Each  succeeding  menstrual  cycle  increases 
the  intra-cystic  tension  with  eventual  rupture  and 
dissemination  of  the  contents  over  the  pelvic  peri- 
toneum. The  irritating  nature  of  the  evacuated 
material  plus  the  repeated  formation  of  new  cysts 
produce  many  intrapelvic  adhesions  resulting,  at 
times,  in  fixation  of  the  pelvic  structures. 


Distinct  invasive  powers  are  evident  in  the  ec- 
topic endometrium  involving  such  areas  as  the 
cul-de-sac  and  posterior  vaginal  vault,  the  an- 
terior rectal  wall  and  the  posterior  wall  of  the 
uterus.  Invasion  of  the  posterior  uterine  wall 
occurred  in  a case  to  be  reported  below.  Exten- 
sive involvement  of  this  latter  area  may  result  in 
deeply  lying  gland  structures  producing  distinct 
uterine  adenomyoma.  Adenomyoma  uteri  may, 
therefore,  occur  as  the  result  of  invasion  of  the 
uterine  musculature  either  through  the  serosa 
as  above  or  from  the  normally  located  mucosa. 

Ovarian  hematomas  occur,  varying  in  size 
from  very  small  lesions,  on  the  ovarian  surface, 
to  those  several  centimeters  in  diameter  lying 
deeply  in  the  ovarian  stroma.  These  contain  the 
characteristic  chocolate  material  and  are  lined  by 
uterine  epithelium.  The  larger  ones  are  not  to 
be  confused  with  hemorrhagic  corpus  luteum  or 
follicular  cysts. 

The  appearance  of  a persistent  granuloma  on 
the  cervi.x  following  the  use  of  a tenaculum 
strongly  suggests  endometrial  transplant.  Biop- 
sy and  wide  excision  are  necessary  for  its  ef- 
fective treatment.  Occasionally  an  implant  in 
this  area  will  form  a solitary  blue  dome  cyst  more 
definitely  circumscribed  just  after  the  period. 

The  possibility  of  carcinomatous  change  in 
endometrial  implants,  wherever  situated,  cannot 
be  disregarded.  Rapid  growth  in  tissue  of  ap- 
parent endometrial  origin  suggests  malignant 
change. 

The  symptomatology  varies  directly  with  the 
e.xtent  of  the  pathology.  Many  of  the  milder  in- 
volvements. especially  those  of  the  cervix  and 
post  vaginal  vault,  are  discovered  during  the 
course  of  routine  pelvic  examination.  Here  one 
finds  the  characteristic  shotty  nodules  which  on 
inspection  disclose  the  bluish  discoloration  more 
pronounced  within  the  first  few  days  post- 
menstrual.  Extensive  involvement  of  the  pelvic 
structures  furnishes  a fairly  characteristic  group 
of  symptoms,  the  most  prominent  of  which  is 
periodic  pain  of  progressive  intensity.  Since 
these  areas  respond  to  hormonal  influence  one 
would  naturally  expect  an  aggravation  of  all 
symptoms  at  the  time  of  the  period. 

I am  indebted  to  Dr.  J.  F.  Langdon  for  the 
privilege  of  reporting  the  following  case  which  is 
fairly  illustrative  of  the  history  and  findings  to 
be  expected. 

Miss  L.  S.,  age  44,  single.  Entered  St.  Catherine’s 
Hospital  October  5,  1934.  General  history  was  essen- 
tially negative.  Her  periods  began  at  12,  recur  every 
26  days  and  normally  last  3 to  5 days.  Prior  to  onset 
of  present  complaint  her  periods  were  comparatively 
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free  from  pain.  About  six  months  prior  to  entrance 
into  the  hospital  the  patient  was  awakened  with  se- 
vere pain  in  the  lower  abdomen  which  persisted  for 
about  one  hour.  Her  menses  were  present  at  the 
time.  The  following  day  she  experienced  tenderness 
over  the  lower  abdomen  which  gradually  subsided 
during  the  next  few  days.  Each  succeeding  period 
was  accompanied  by  pain  and  tenderness  in  the  low- 
er abdomen,'  which  while  not  so  abrupt  in  appearance 
persisted  throughout  the  period  and  became  increas- 
ingly severe  during  each  succeeding  period.  There 
had  been  a progressive  increase  in  the  amount  of 
the  menstrual  flow. 

General  physical  examination  was  essentially  neg- 
ative. Pelvic  examination  disclosed  an  enlarged,  very 
firm  uterus,  irregular  in  contour;  there  were  no  pal- 
pable adnexal  masses  and  the  cervix  was  free  from 
pathology. 

Operative  findings  October  6,  1934,  were  as  fol- 
lows: Uterus  increased  in  size  by  multiple  fibromy- 
omata  and  there  were  many  dense  adhesions  over  the 
posterior  surface  of  the  uterus.  Both  ovaries  were 
enlarged  by  cystic  change.  Operation  consisted  of 
supra  cervical  hysterectomy  including  the  right  tube 
and  ovary.  The  appendix  was  also  removed. 

Pathological  examination  disclosed  endometrial 
cysts  invading  the  posterior  wall  of  the  uterus  with 
the  production  of  much  fibrous  tissue  surrounding 
the  gland  spaces.  Recovery  was  uneventful  and  at 
last  contact  the  patient  was  clinically  well. 

In  considering  the  abrupt  onset  of  this  patient’s 
symptoms  the  possible  rupture  of  a fairly  large 
endometrial  cyst  should  be  borne  in  mind.  Keene 
and  Kimbrough  C')  summarize  the  symptom  com- 
plex as  follows : 

1.  Age:  Between  25  and  the  menopause. 

2.  Sterility,  absolute  or  acquired. 

3.  Abnormal  menstruation — usually  menorrhagia. 

4.  Dysmenorrhoea  of  the  acquired  type. 

5.  Dyspareunia. 

6.  Sacral  backache. 

7.  Intermenstrual  lower  abdominal  pain  with  in- 
creased discomfort  at  time  of  menstruation. 

8.  Pain  in  rectum  or  bladder  which  bears  a direct 
relationship  to  menstruation. 

The  presence  of  several  of  these  symptoms  to- 
gether with  tender  adherent  adnexa  and  a limi- 
tation of  uterine  mobility  warrants  a tentative 
diagnosis  of  endometriosis.  This  is  especially 
true  if  the  patient’s  history  be  free  from  previous 
pelvic  inflammatory  disease.  The  finding  of 
nodular  areas  in  the  vaginal  vault  makes  the 
diagnosis  relatively  certain. 

Treatment  of  the  condition  has  certain  pro- 
phylactic aspects  if  Sampson’s  views  are  accepted. 

Pelvic  manipulations  of  all  kinds  should  be 
avoided  at  the  time  of  menstruation  lest  there 
occur  regurgitation  through  the  tubes  from  pres- 
sure on  the  uterine  body.  Tubal  insufflation 
near  the  end  of  the  period  is  contraindicated  for 
the  same  reason.  Diagnostic  curettage  and  the 
use  of  Hegar’s  Dilators  at  or  near  the  end  of  the 
menses  may  also  force  intra-uterine  material  out 
over  the  pelvic  peritoneum.  Routine  post-abortal 
curettage  should  be  frowned  upon  from  the  same 
viewpoint. 


Active  treatment  when  indicated  is  preferably 
surgical  and  follows  two  widely  divergent 
courses. 

In  the  patient  near  the  menopause,  with  exten- 
sive involvement,  radical  measures  must  be  em- 
ployed. Complete  removal  of  the  involved  struc- 
tures by  hysterectomy  and  bilateral  salpingo- 
oophorectomy  is  indicated.  Since  the  cyclical 
exacerbation  of  pain  and  extension  of  the  pro- 
cess is  dependant  upon  the  continued  presence  of 
the  ovarian  hormone,  bilateral  oophorectomy  is 
necessary  in  those  cases  with  extensive  pathology. 
In  an  occasional  case  it  may  be  possible  to  re- 
move the  involved  tissue  without  sacrificing  both 
ovaries.  Such  procedure  is  ideal  but  unfortun- 
ately the  opportunity  for  its  employment  pre- 
sents itself  on  rare  occasions. 

The  other  extreme  in  the  surgical  treatment  is 
encountered  in  younger  individuals  in  whom  dis- 
comfort is  slight  or  absent.  In  these  there  is 
usually  present  a minimal  amount  of  involvement 
chiefly  confined  to  the  cul-de-sac,  the  ovaries,  or 
both. 

Conservative  surgery  is  indicated.  Here  one 
is  not  justified  in  performing  bilateral  oophorec- 
tomy since  the  possibility  of  subsequent  preg- 
nancy is  not  definitely  excluded  and  extension  of 
the  process  usually  occurs  slowly.  The  patient 
may  continue  without  serious  discomfort  for  sev- 
eral years  and  early  artificial  menopause  is  some- 
times a serious  problem.  In  fairness  to  oneself 
the  problem  should  be  freely  discussed  with  the 
interested  parties.  The  following  case  illustrates 
to  some  extent  the  value  of  conservative  meas- 
ures : 

Mrs.  C.  B.,  age  27.  Nullipara.  Reported  for  exam- 
ination March  17,  1934.  Menses  began  at  13,  are  of 
the  28  day  type  and  last  5 days.  She  has  always 
had  dysmenorrhoea  which  at  times  confines  her  to 
bed  for  the  first  24  to  3G  hours.  Her  last  period 
occurred  10  days  prior  to  this  examination.  She  has 
been  married  6 years;  has  never  been  pregnant  and 
has  not  used  contraceptives.  No  previous  operations 
other  than  tonsillectomy.  She  came  for  relief  of  her 
sterility,  a persistent  constipation  and  pain  in  the 
right  lower  quadrant  which  has  been  present  for 
several  months.  Six  months  ago  she  had  a moderate 
attack  of  an  apparent  appendicitis  which  subsided 
after  5 days  in  bed. 

General  physical  examination  was  essentially  nega- 
tive except  for  definite  tenderness  over  McBurney’s 
point.  Pelvic  examination  disclosed  the  uterus  for- 
ward with  moderate  anteflexion,  about  normal  in  size 
and  consistency.  There  was  no  marked  limitation  of 
uterine  mobility.  There  was  an  indistinct  infiltration 
in  the  right  adnexal  region.  Speculum  examination 
disclosed  no  cervical  pathology.  Several  bluish  nod- 
ules were  present  in  the  posterior  vaginal  vault. 

Operative  findings  disclosed  endometrial  cysts  in 
the  cul-de-sac  to  which  the  fimbria  of  the  left  tube 
was  adherent.  Aside  from  a bleeding  corpus  luteum 
in  the  right  ovary  there  was  no  other  pelvic  path- 
ology. Insufflation  of  the  tubes  from  above  disclosed 
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I both  patent.  In  deference  to  the  patient's  desire  to 
i|  have  children,  a conservative  course  was  adopted. 

The  adherent  tube  was  released,  the  appendix  re- 
; moved,  and  the  cysts  in  the  posterior  vaginal  wall 
• ' were  cauterized  from  below. 

Convalescence  was  uneventful  and  the  patient  left 
I the  hospital  on  her  12th  postoperative  day. 

The  patient  was  not  seen  again  until  March  5,  1936, 
approximately  2 years  after  her  operation.  She  as  yet 
has  not  become  pregnant  but  she  has  felt  quite  com- 
I fortable  since  leaving  the  hospital.  Her  periods  are 
regular  and  unaccompanied  by  pain.  Pelvic  exam- 
ination disclosed  the  uterus  forward  freely  moveable, 

I of  normal  consistency  and  size.  There  is  a very 
' slight  increase  in  the  involvement  of  the  posterior 

vaginal  vault. 

This  patient  has  been  acquainted  with  the  pos- 
sible need  of  surgery  at  a future  date.  Sbe  un- 
derstands it  is  the  price  she  might  pay  for  the 
present  retention  of  her  menstrual  function.  In 

II  the  meantime  she  is  comfortable  although  we  do 
ij  not  presume  to  claim  full  credit  for  the  relief  of 

J her  dysmenorrhoea. 

I 

Radiation  therapy  should  be  reserved  for  in- 
dividuals in  whom  surgery  is  interdicted  due  to 
I general  systemic  disease.  It  may  also  be  em- 
ployed postoperatively  when  continuation  of  the 
symptoms  indicates  incomplete  ovarian  extirpa- 
tion. 

Since  the  adherent  pelvic  masses  are  respon- 
sible for  the  patients  discomfort  surgical  removal 
is  preferable  to  arrest  of  the  process  by  steriliza- 
tion through  radiation. 
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DISCUSSION 

DR.  .1.  FREDERICK  LANGDON,  (Omaha):  Endo- 
metriosis presents  many  problems  in  diagnosis  and 
some  serious  problems  in  treatment.  When  the  path- 
ology cannot  all  be  removed  the  ideal  treatment  con- 
sists in  extirpation  of  both  ovaries,  thereby  causing 
recession  of  any  remaining  cysts.  This  procedure 
cannot  always  be  followed.  Certainly  in  a young 
woman  one  would  hesitate  long  before  doing  a double 
oophorectomy  and  subjecting  the  patient  to  the  mis- 
eries of  an  early  menopause.  In  a woman  of  40 — 
still  in  the  child-bearing  period — unless  the  pathology 
is  widespread  oophorectomy  is  not  always  advisable. 
Involvement  of  the  bladder  or  rectum  would  call  for 
bilateral  oophorectomy.  At  or  near  the  menopause 
oophorectomy  should  in  most  cases  be  done.  Endo- 
metriosis is  not  thought  of  often  enough  preoperative- 
ly.  If  one  would  keep  it  in  mind,  I believe  that  cor- 
rect preoperative  diagnosis  would  be  more  frequently 
made. 

DR.  GRIER,  (Closing):  The  only  thing  I wish  to 
add  is  that  occasionally  one  encounters  a case  with 
extensive  involvement  of  the  anterior  rectal  wall 
where  resection  would  be  hazardous.  In  all  such 
cases,  it  is  better  to  arrest  the  process  by  irradiation 
of  the  ovaries  rather  than  to  attempt  resection  of 
the  intestine. 


PROGRESS  OF  SURGERY 

(A  Review  of  the  Literature  for  the  Last  Six  Months  of  1936) 
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THYROID 

Bartlett placed  considerable  value  upon  the 
duration  of  voluntary  apnea  as  a gauge  of  the 
severity  of  the  disease  in  thyrotoxicosis.  There 
was  no  constant  relationship  between  duration  of 
voluntary  apnea  and  vital  capacity.  In  making 
the  test  he  had  the  patient  take  a maximal  inspira- 
tion followed  by  a maximal  expiration  with  the 
nares  slightly  compressed  by  the  examiner’s  fin- 
gers. The  duration  was  counted  with  a watch 
from  the  start  of  the  expiration  until  the  breaking 
point  was  reached.  After  a rest  period  of  at 
least  5 minutes,  the  inspiratory  phase  was  deter- 
mined. The  maximal  inspiration  was  taken  fol- 
lowed at  once  by  a maximal  expiration,  and  the 
ensuing  maximal  inspiration  was  held,  with  com- 
pression of  the  nares  as  before.  The  duration  was 
measured  from  the  start  of  the  final  inspiration 
since  some  persons  filled  their  lungs  more  rapidly 
than  others. 


The  duration  of  the  inspiratory  phase  was  then 
placed  over  the  duration  of  the  expiratory  phase 
and  the  fraction  thus  obtained  expressed  the  dura- 
tion of  voluntary  apnea  (D.  V.  A.).  The  arith- 
metical value  of  the  fraction  (numerator  divided 
by  denominator)  he  called  the  “index  of  stability.” 
For  example,  an  inspiratory  phase  of  40  seconds 
and  an  expiratory  phase  of  20  seconds  was  re- 
corded as  D.  V.  A.  40/20,  index  2.  Normally  the 
inspiratory  phase  was  about  twice  as  long  as  the 
expiratory  phase.  Actually  the  index  varied  with- 
in very  narrow  limits  in  health,  the  findings  be- 
ing between  1.8  and  2.0.  In  thyrotoxicosis  the 
index  approached  1.0  in  the  majority  of  patients, 
the  average  index  of  non-stabilized  patients  was 
1.5  or  less  and  that  of  the  stabilized  patient  was 
usually  between  1.7  and  2.0.  Me  considered 
this  test  not  of  special  importance  in  mild  Iiyper- 
thyroidism  but  of  considerable  importance  in  mak- 
ing a decision  between  subtotal  thyroidectomy  and 
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a two-stage  operation  for  the  severely  thyrotoxic 
individual.  With  the  index  lower  than  1.5,  he 
always  did  a two-stage  operation. 

BREAST 

The  continuous  administration  by  MacDon- 
ald of  the  ovarian  hormone  estrin  to  castrated 
rabbits  produced  at  first  a generalized  overgrowth 
and  ramification  of  the  ductal  system  in  the  mam- 
mary gland  with  practically  no  acinar  growth. 
When  such  stimulation  was  prolonged  for  6 
months  or  more,  both  the  gross  ductal  growth 
and  the  microscopic  epithelial  hyperplasia  re- 
gressed to  nearly  a resting  state. 

Estrin  and  corpus  luteum  extract  in  combina- 
tion produced  both  ductal  and  acinar  overgrowth. 
Early  secretion  occurred  aiid  the  ducts  became 
distended.  Dilatation  of  the  ducts  was  probably 
mechanical  from  distention  by  secretion  and  not 
a specific  effect  of  estrin. 

He  stated  that  estrin  and  progestin,  on  the 
basis  of  past  evidence,  did  not  form  specific  path- 
ological lesions,  cystic  disease  or  adenosis. 

ALIMENTARY  TRACT 

Chronic  lymphedema  was  experimentally  pro- 
duced by  Reichert  and  Mathes^^^  in  various  re- 
gions of  the  gastra-intestinal  tract.  They  injected 
irritating  and  sclerosing  materials  into  the  mesen- 
teric and  subserosal  lymphatic  vessels.  Such  lym- 
phatic injections  produced  sclerosis  and  thrombo- 
sis of  the  lymphatics,  which  led  to  a chronic 
lymphedema.  Thickening  and  edema  of  the  in- 
testinal wall  followed  these  injections  and  were 
most  marked  in  the  submucosal  and  muscular  lay- 
ers where  the  thrombosed  lymphatics  and  lac- 
teals  were  engorged  with  large  pale  mononuclear 
cells.  The  injection  of  bacteria  intravenously  in 
conjunction  with  lymphatic  injections  produced 
the  greatest  thickening  in  the  intestinal  wall.  In- 
testinal lymphedema  was  found  to  persist  for  10 
months  without  any  evidence  of  subsidence,  and 
pathologic  changes  appeared  to  be  prominent. 

There  was  a close  resemblance  to  the  pathologic 
changes  seen  in  chronic  regional  enteritis.  The 
more  extensive  stenosis  and  mucosal  ulceration  in 
regional  enteritis  might  be  attributed  to  the  per- 
sistence of  a chronic  low-grade  bacterial  infection. 
The  two  dominant  features  of  regional  cicatrizing 
enteritis  seemed  to  be  a low-grade  chronic  infec- 
tion with  a concomitant  chronic  lymphedema. 

They  considered  that  surgical  treatment  of 
chronic  regional  enteritis  by  resection  had  a ra- 
tional basis,  since  experimental  chronic  lymphe- 
dema of  the  ileum  and  colon  apparently  was  a 
permanent  pathologic  alteration. 


Guthrie  and  Bargen^^^  made  a series  of  ob- 
servations to  determine  the  effectiveness  of  sur- 
gical pituitrin,  physostigmine  salicylate,  peristal- 
tin  ( Ciba ) or  acetylcholine  as  stimulants  of  the 
action  of  the  human  intestine.  Of  these  4 drugs, 
pituitrin  alone  was  found  to  be  a marked  stimu- 
lant. They  considered  it  the  only  drug  of  this 
group  likely  to  prove  effective  regularly  as  a 
therapeutic  agent  in  augmenting  the  peristalsis  of 
an  atonic  or  paralyzed  bowel.  Pituitrin  acted 
within  3 to  5 minutes  and  had  gradually  diminish- 
ing effects  for  3/4  to  lp2  hours.  It  acted  with 
apparently  equal  strength  on  both  the  colon  and 
ileum,  and  increased  the  motility  of  the  intestine 
without  apparently  exerting  any  effects  on  the 
tonus.  Physostigmine  and  peristaltin  increased 
the  tonus  at  times  as  well  as  the  motility  of  the 
colon  and  ileum  but  were  inconsistent  and  uncer- 
tain in  their  action.  ^Moreover  the  peristaltic  con- 
tractions were  relatively  mild,  less  regular  in  their 
occurrence  and  totally  lacking  in  the  propulsive 
force  as  compared  with  those  contractions  that 
followed  each  injection  of  pituitrin. 

Priestly  and  McCormack‘S®^  advised  serum 
therapy  in  addition  to  the  ordinary  treatment  for 
generalized  peritonitis  secondary  to  ruptured  ap- 
pendix. While  they  did  not  feel  justified  in 
making  a definite  statement  regarding  the  value 
of  the  serum,  they  stated  that  there  were  dis- 
tinctly fewer  deaths  among  the  patients  treated 
with  Weinberg  serum  than  there  were  in  a group 
of  patients  used  as  a control  series  in  which  the 
serum  was  not  given. 

Routine  bacteriological  studies  in  cases  of  acute 
appendicitis  usually  revealed  both  aerobic  and  an- 
aerobic bacteria.  The  anaerobic  organisms  were 
found  much  more  frequently  in  the  cases  of  gan- 
grenous appendicitis.  Their  presence  did  not 
necessarily  imply  that  there  were  gas-forming  or- 
ganisms, as  anaerobic  organisms  which  did  not 
form  spores  usually  produced  little  gas.  The 
theory  was  advanced  that  anaerobic  organisms 
created  a more  favorable  environment  for  the 
growth  of  other  aerobic  organisms,  which  were 
commonly  considered  the  lethal  organisms  in 
peritonitis. 

On  the  basis  of  these  observations,  Weinberg 
prepared  2 serums,  and  subsequently  a third,  for 
use  in  the  treatment  of  gangrenous  appendicitis 
associated  with  rupture  and  peritonitis.  He  first 
made  a polyvalent  antiserum  for  the  anaerobes 
most  commonly  found  in  these  cases.  He  then 
prepared  a colon  bacillus  serum  and  later  a so- 
called  complimentary  serum  to  combat  other 
organisms  such  as  streptococci,  staphylococci  and 
others.  These  sera  had  been  used  rather  exten- 
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sively  in  Europe  but  not  very  much  in  this  coun- 

!try.  The  authors  found,  in  addition  to  reducing 
the  mortality,  the  serum  treatment  reduced  the 
number  of  secondary  abscesses  and  other  compli- 
cations, shortened  the  necessary  period  of  hos- 
pitalization and  reduced  the  total  amount  and 
duration  of  drainage  from  the  wound.  The  serum 
should  be  administered  early  and  in  adequate 
doses.  It  was  more  effective  if  given  within  24 
hours  following  the  onset  of  peritonitis.  They 
usually  gave  40  cc.  of  the  polyvalent  anaerobic 
serum  and  30  cc.  each  of  the  colon  bacillus  serum 
and  complimentary  serum  as  an  initial  dose  and 
subsequent  doses  as  indicated.  Cultures  were 
made  at  the  time  of  the  operation,  and  if  these 
revealed  any  particular  organisms  in  predomi- 
nance, further  administration  of  the  serum  was 
given  accordingly. 

Best  and  HickeiB*^)  gave  a very  interesting  re- 
port upon  visualizing  the  biliary  tract  by  injec- 
tion of  radio-opaque  fluids  into  the  common  duct 
during  the  operation.  They  called  this  method 
“immediate  cholangiography.”  They  injected  a 
contrast  medium,  usually  20  to  40  cc.,  at  opera- 
tion into  the  gallbladder,  cystic  duct  or  common 
duct  by  means  of  a small  needle  on  a syringe. 
Immediate  x-ray  was  taken  on  the  operating 
table.  They  felt  that  these  studies  were  very  im- 
portant in  visualizing  the  duct  system,  in  demon- 
strating overlooked  stones,  etc. 

They  also  injected  the  duct  system  postopera- 
tively  through  catheter  tubes  or  fistulas.  They 
found  a surprising  number  of  cases  with  spasms 
of  the  ducts.  They  called  this  condition  “spastic 
biliary  dyssynergia,”  which  they  considered  a def- 
inite clinical  entity.  By  this  means  they  also 
demonstrated  that  glyceryl  trinitrate  tablets, 
magnesium  sulfate,  atropine,  belladonna,  cream, 
olive  oil  and  various  oily  radiopaque  substances 
had  very  evident  therapeutic  value  at  times  in 
spastic  dyssynergia. 

Carter  made  a very  interesting  study  to  de- 
termine when  to  remove  the  drainage  tube  in 
common  bile  duct  drainage.  He  stated  that  the 
relief  of  obstruction  by  drainage  was  accom- 
plished when  the  sphincter  of  Oddi  responded  to 
the  food  test.  When  there  was  obstruction  to 
the  common  duct,  the  taking  of  food  by  the  pa- 
tient caused  a greater  outpouring  of  bile  through 
the  catheter  in  the  duct.  When  the  obstruction 
was  relieved,  the  bile  then  flowed  into  the  duo- 
denum instead  of  out  through  the  duct.  Clamp- 
ing the  tube  to  determine  the  contents  of  the 
spincter  of  Oddi  was  not  considered  a necessary 
procedure.  The  tube  was  left  in  as  long  as 
there  was  infection  in  the  biliary  tract.  There 


was  evidence  that  the  presence  of  pus  in  the 
biliary  drainage  might  be  taken  as  a sign  of  ac- 
tive inflammation  within  the  duct.  Daily  cul- 
tures of  the  biliary  tract  were  not  valuable  in 
determining  the  necessary  drainage  period.  Pan- 
creatic ferments  in  the  biliary  drainage  contra- 
indicated the  removal  of  the  biliary  tube  before 
the  sphincter  of  Oddi  was  definitely  restored  to 
normal,  as  shown  by  the  food  test. 

Foote  and  Carr^*)  described  a method  of  dem- 
onstrating the  extrahepatic  biliary  symptoms  in 
obstructive  jaundice.  They  gave  iodikon  intra- 
venously in  divided  doses  with  glucose.  It  was 
excreted  by  the  liver  in  the  presence  of  complete 
obstruction  of  the  bile  duct  of  either  long  or 
short  duration.  The  dye  so  excreted  was  not  re- 
sorbed from  the  gallbladder  but  was  radio- 
opaque for  at  least  several  days  to  one  week.  If 
the  extrahepatic  biliary  system  were  visible  by 
roentgen-ray  more  than  48  hours,  the  obstruc- 
tion was  in  the  common  duct.  The  presence  of 
a functioning  gallbladder  was  not  necessary  for 
this  method  since  the  bile  ducts  outside  the  liver 
were  visualized  even  if  the  gallbladder  were  ab- 
sent. They  gave  this  method  as  a reliable  scheme 
of  differentiating  extrahepatic  from  intrahepatic 
biliary  block  in  jaundice. 

Rothman,  Meranze  and  Meranze^^^  studied  the 
blood  phosphatase  value  in  a large  series  of  both 
obstructive  and  nonobstructive  jaundice  cases. 
The  phosphatase  values  in  most  cases  of  obstruc- 
tive jaundice  were  found  to  be  greater  than  10 
units,  while  in  the  nonobstructive  cases  the  values 
were  found  to  be  10  units  or  less.  They  chose 
a phosphatase  value  of  10  units  to  be  the  dividing 
line  between  cases  of  obstructive  and  nonobstruc- 
tive jaundice.  They  felt  that  the  phosphatase  de- 
termination proved  in  their  studies  to  be  of  great- 
er value  than  any  other  available  test  in  differ- 
entiating between  obstructive  and  nonobstructive 
j aundice. 

Sutton(^O)  considered  the  so-called  high-tem- 
perature liver  death  syndrome  to  be  a clinical  en- 
tity characterized  by  rapid  progressive  develop- 
ment of  high  fever,  falling  blood  pressure,  circu- 
latory collapse,  coma  and  death  with  a tempera- 
ture which  might  be  as  high  as  109  F.  within  36 
to  48  hours  after  operation. 

The  essential  lesion  in  the  liver  was  a diffuse 
central  necrosis  of  the  liver  lobules. 

Similar  clinical  courses  and  similar  liver 
changes  were  produced  in  6 to  14  dogs  by  liga- 
tion of  the  hepatic  arteries.  In  8 dogs  which 
did  not  die  with  this  syndrome,  there  was  ade- 
quate collateral  circulation  to  all  lobes  of  the  liver 
and  there  was  no  hepatic  necrosis  of  the  liver. 
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He  felt  that  the  similarity  in  the  clinical  course 
and  pathologic  changes  in  the  liver  in  man  and 
dog  made  it  reasonable  to  apply  a pathologically 
descriptive  phrase  and  call  this  postoperative  com- 
plication “acute  postoperative  necrosis  of  the 
liver.” 

Riesman,  Kolmer  and  Polowe^^^)  advised 
splenectomy  for  subacute  bacterial  endocarditis. 
Their  conclusions  were  as  follows; 

‘T.  Splenectomy  for  subacute  bacterial  endo- 
carditis is  well  borne  even  in  far-advanced  cases. 

“2.  It  has  not  so  far  been  followed  by  a per- 
manent sterilization  of  the  blood  stream  in  cases 
in  which  blood  stream  infection  has  existed. 

“3.  Nevertheless,  in  every  one  of  our  cases 
life  was  unquestionably  prolonged  and  made 
more  comfortable.  The  physical  and  psychic  im- 
provement is  most  impressive.  Even  if  the  in- 
fectious process  should  continue  in  the  heart,  and 
it  is  possible  that  even  this  might  be  favorably 
affected,  it  seems  that  the  general  condition  of 
the  patient  is  improved. 

“4.  Perhaps  if  the  operation  were  done  earlier 
in  patients  with  palpable  spleens  and  hearts  not 
too  badly  damaged,  the  results  might  be  better. 

“5.  As  death  seems  to  be  due  in  the  majority 
of  cases  to  embolism,  the  prevention  of  this  com- 
plication should  be  taken  into  consideration. 
Nothing,  we  admit,  may  conie  of  the  attempt. 

“6.  Treatment  should  not  rest  with  splenec- 
tomy. Repeated  small  transfusions  should  be 
continued  and  bacteriophage  therapy  tried. 

“7.  Splenectomy  may  prove  to  be  a method  of 
dealing  with  intractable  forms  of  sepsis  without 
discoverable  focus  in  which  splenomegaly  is  a 
prominent  feature.  This  group,  in  which  sub- 
acute bacterial  endocarditis  may  be  suspected  but 
is  unproved,  at  present  promises  the  best  results 
from  the  operation.” 

Guerry  and  McCutchen^^^)  described  a case  of 
spontaneous  insulinism  in  which  death  resulted 
from  resection  of  the  pancreas.  During  the  op- 
eration, in  spite  of  giving  1,000  cc.  of  10  percent 
glucose  intravenously  on  the  table,  the  blood 
sugar  dropped  constantly.  Three  determinations 
were  made  during  the  operation.  In  these  the 
blood  sugar  findings  were  46  mg.,  30  mg.,  and 
“too  low  to  read”  respectively.  The  patient  died 
just  before  the  operation  was  finished.  They 
suggested  that  this  drop  of  blood  sugar  was  due 
to  manipulation  of  the  pancreas  and  liberation 
of  an  overwhelming  dose  of  insulin  into  the 
blood.  They  called  this  condition  “operative 
insulin  crisis.”  They  suggested  that  strong  meth- 


ods be  employed  to  maintain  a safer  balance  of 
sugar  in  these  cases. 

They  considered  that  hyperinsulinism  without 
adenoma  of  the  pancreas  might  be  due  to  dis- 
turbance of  the  vagal  control  of  the  pancreas. 
As  proof  of  this  they  found  that  giving  atropin 
caused  a very  marked  drop  in  the  blood  sugar, 
while  physostigmine,  the  pharmacological  antag- 
onist of  atropin,  caused  a little  increase  in  blood 
sugar. 

Ochsner  and  Storck^^^)  advised  papain  solu- 
tion intraperitoneally  to  prevent  peritoneal  ad- 
hesions. If  saline  solution  were  introduced  into 
the  peritoneal  cavity  following  the  division  of  ad- 
hesions, adhesions  reformed  in  86  percent.  If 
trypsin  solution  were  introduced  following  the 
division  of  adhesions,  they  reformed  in  57  per- 
cent, whereas,  if  papain  solution  were  used,  adhe- 
sions reformed  in  only  9 percent.  The  author’s 
investigation  was  based  on  231  cases.  iMany  of 
these  cases  were  secondary  operations  for  adhe- 
sions. In  a total  of  224  cases  in  which  the  re- 
sults were  given,  in  186  (83  percent)  the  results 
were  classified  as  excellent.  In  an  additional  13 
(5.8  percent)  the  results  were  reported  as  good, 
giving  a total  of  199  (88.8  percent)  as  satisfac- 
tory results.  They  used  papain  solution  in  a delu- 
tion  of  1 to  20,000.  They  stated  that  papain 
lost  its  efficacy  very  rapidly  when  in  solution  so 
it  was  imparative  that  it  be  kept  in  dry  form  and 
that  the  solution  be  prepared  immediately  before 
its  use.  As  the  sterile  papain  was  supplied  in  25 
mg.  ampules,  it  was  their  custom  to  dissolve  2 
ampules  of  1,000  cc.  of  physiologic  Hartmann’s 
solution.  At  the  close  of  the  operation,  just 
prior  to  putting  in  the  last  serosal  suture,  the  so- 
lution was  injected  through  a catheter  into  the 
peritoneal  cavity.  As  much  fluid  as  possible  was 
introduced. 

URINARY  TRACT 

Beer^^^^  described  a simple  method  of  demon- 
strating the  ability  of  the  bladder  to  empty  its 
contents.  Adequate  kidney  function  was  neces- 
sary so  that  concentration  of  the  excreted  opaque 
material  would  give  a fairly  clear  cystogram  at 
urography.  Before  taking  the  last  roentgenogram 
the  patient  was  told  to  void  as  completely  as  pos- 
sible, then  the  picture  was  taken  and  a graphic 
expression  of  the  residue  left  in  the  bladder  after 
voiding  was  obtained.  This  simple  procedure 
avoided  all  instrumental  interference  with  the 
bladder. 

Lower^^®^  reported  a series  of  90  cases  of  be- 
nign prostatic  hypertrophy  treated  by  the  hormone 
“contruin.”  He  stated  that  improvement  occurred 
in  52  or  57.7  percent  of  the  patients  so  treated, 
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which  included  those  with  different  types  of  be- 
nign hypertrophy.  He  stated  the  exact  modus 
operandi  by  which  relief  of  the  symptoms  oc- 
curred was  not  definite. 

EXTREMITIES 

A new  test  for  evaluating  circulation  of  the 
venous  system  of  the  lower  extremity  affected 
by  varicosities  was  described  by  Mahorner  and 
Ochsner<^®\  This  test  had  the  advantage  over 
others  in  that  it  demonstrated  whether  there  were 
any  incompetent  communicating  valves  between 
the  superficial  and  deep  circulation  of  the  thigh. 
In  this  test  a tourniquet  was  placed  about  the  up- 
per part  of  the  thigh  and  the  patient  walked  about 
a little,  being  observed  by  the  physician.  If  the 
valves  of  the  communicating  veins  were  compe- 
tent, varicosities  should  decrease  in  size  in  this 
test.  If  the  valves  were  incompetent,  no  such 
decrease  took  place.  The  same  test  was  repeated 
with  the  tourniquet  being  in  mid-thigh  and  again 
with  it  low  in  the  thigh.  For  example,  if  there 
were  a decrease  in  the  size  of  the  varicose  veins 
when  the  tourniquet  was  placed  low  but  no  de- 
crease when  it  was  high,  it  would  show  insuf- 
ficiency of  the  valves  of  the  communicating  veins 
in  the  thigh.  In  this  type  of  case,  the  authors 
advised  ligation  of  the  long  saphenous  vein  low 
in  the  thigh  as  well  as  at  its  upper  end.  By  at- 
tention to  this  test  it  was  hoped  that  we  might 
avoid  some  of  the  failures  obtained  from  just 
high  ligation  of  the  vein. 

MitchelB^'^^  has  made  an  interesting  study  of 
serum  phosphatase  in  fracture  repair.  He  found 
that  there  was  not  a consistent  rise  in  the  serum 
phosphatase  level  in  the  course  of  fracture  heal- 
ing. In  many  cases  there  was  a slight  increase 
while  in  a smaller  group  there  was  a decrease. 
The  increased  serum  phosphatase  activity  follow- 
ing fractures  appeared  to  be  secondary  to  the  in- 
creased activity  at  the  fracture  site  and  not  vice 
versa.  The  serum  phosphatase  level  following 
fracture  was  not  an  index  of  healing  or  rate  of 
healing  of  the  fracture.  No  significant  change  in 
the  blood  phosphorus  level  following  fracture 
was  noted. 

WOUNDS 

Urea  has  been  found  by  Robinson^^*^  to  stim- 
ulate healing  in  chronic  purulent  wounds.  The 
effects  obtained  were  cleansing  of  the  wound  by 
the  removal  of  necrotic  material  and  pyogenic 
bacteria  present  and  a promotion  of  the  growth 
of  granulation  tissue.  Like  allantoin,  urea  oc- 
curred in  maggot  excretions,  and  its  presence 
served  as  a further  reason  for  the  remarkable  ef- 
ficiency of  surgical  maggots  in  healing  chronic 
suppurating  wounds.  In  wound  treatment  a 2 


percent  solution  in  water  was  used  on  saturated 
gauze  dressings  applied  directly  to  the  wound. 
The  solution  was  bland,  odorless,  non-toxic,  very 
inexpensive  and  easily  given. 

Webb,  Sheinfeld  and  Colin considered  the 
determination  of  blood  circulation  time  of  con- 
siderable importance  in  the  differential  diagnosis 
between  upper  abdominal  lesions  and  heart  condi- 
tions, and  also  in  determining  the  ability  of  the 
patient  to  withstand  surgery.  The  circulation 
time  was  determined  by  injecting  2y2  grams  of 
soluble  saccharin  dissolved  in  2.2  cc.  of  distilled 
water  into  the  antecubital  vein.  The  circulation 
time  was  the  time  elapsing  from  the  injection  to 
the  time  the  patient  experienced  a sensation  of 
sweetness  on  his  tongue,  as  measured  by  a stop 
watch.  The  average  normal  time  was  10.7  sec- 
onds. The  circulation  time  was  lessened  follow- 
ing exercise,  in  thyrotoxicosis  and  in  marked 
anemia.  There  was  a longer  circulation  time  in 
myxedema,  polycythemia,  various  types  of  heart 
disease  and  with  local  obstructive  factors  such 
as  mediastinal  or  cervical  tumors,  aortic  aneur- 
ysms, etc.  Postoperatively  the  circulation  time 
was  not  usually  increased,  but  they  reported  a few 
cases  in  which  it  was  lengthened,  all  of  which 
developed  pulmonary  complications.  They  sug- 
gested that  with  this  finding,  extra  precaution  be 
taken  against  pulmonary  complications.  They  re- 
ported a group  of  deaths  following  operation 
which  preoperatively  had  increased  circulation 
times.  Some  of  these  were  obviously  poor  oper- 
ative risks  but  several  of  them  were  clinically 
considered  fair  surgical  risks.  With  early  failure 
of  the  heart,  especially  the  left  heart,  they  stated 
prolongation  of  C.T.  might  be  the  only  indication 
of  a precarious  condition. 

Hinton (20)  considered  allergy  to  cat  gut  as  an 
explanation  of  dehiscence  of  a wound  and  inci- 
sional hernia.  He  stated  that  dehiscence  was  not 
likely  to  occur  where  silk  or  linen  was  used.  In 
nearly  all  such  accidents  cat  gut  had  been  used 
in  the  suturing  of  the  wound.  He  stated  that  it 
must  be  recalled  that  one  was  relying  on  the  pro- 
tein of  a sheep  for  keeping  the  tissues  approxi- 
mated. He  tested  the  susceptability  of  112  cases 
to  sheep  protein.  In  this  group  there  were  9 
which  definitely  showed  reaction  after  the  con- 
centrated injection  of  sheep  gut. 

(Bibliography  in  Reprints) 


“So  the  doctor’s  trial  marriage  has  been  found 
out  ?’’ 

“Yes,  and  he’s  been  arrested  !’’ 

“What’s  the  charge?’’ 

“Practicing  without  a license.” 
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FAILURES  IN  687  CASES  OF  MYOMA  UTERI 
TREATED  BY  RADIUM 

In  a Study  of  the  failures  occurring  in  687  cases 
of  myoma  uteri  treated  by  radium  in  the  John 
G.  Clarke  Clinic  in  Philadelphia,  emphasis  was 
laid  on  the  sedimentation  rate  as  an  aid  in 
avoiding  accidental  radiation  with  inflammatory 
disease  accompanying  myoma  uteri.  Not  more 
than  1200  mille  hours  were  recommended.  If 
the  radium  is  placed  high  in  the  fundus,  filtered 
with  one  mm.  of  platinum  and  2 mm.  of  rubber, 
little  or  no  leucorrhoea  follows  the  treatment.  It 
must  be  remembered  that  myoma  rarely,  if  ever, 
develops  after  menopause.  A tumor  beginning 
after  menopause  is  ovarian  or  of  other  extra- 
uterine  origin  and  in  these  cases  radium  is  most 
always  contra-indicated.  This  clinic  was  one  of 
the  first  in  America  to  use  radiation  for  myoma 
uteri.  After  twenty-five  years  of  experience  their 
leaning  is  strongly  toward  surgery. 

THE  ROENTGENOGRAPHIC  VISUALIZATION  OP 
BREAST  LESIONS 

One  of  the  high  spots  of  the  meeting  at  Detroit 
was  a paper  by  Hicken  and  Moon  of  Omaha, 
presenting  a new  method  of  diagnosing  breast 
lesions.  This  they  have  done  by  the  injection  of 
thorotrast  into  the  milk  ducts.  This  substance  is 
opaque  to  x-ray.  By  this  procedure  the  duct 
system  of  the  breasts  can  be  roentgenographically 
visualized.  Any  pathological  condition  which 
alters  the  normal  architectural  pattern  of  the  lac- 
tiferous ducts  is  readily  detected.  Similar  visual- 
izations can  be  made  by  inflating  the  breasts  with 
air.  The  radiograms  shown  on  the  screen  re- 
vealed with  remarkable  clarity  the  entire  duct  sys- 
tem injected,  and  clearly  made  visible  any  lesions 
in  the  breast.  The  technique  consists  of  injecting 
the  thorotrast  into  one  or  more  of  the  milk  ducts, 
using  a 25  gauge  hypodermic  needle  with  a 
rounded  end.  Injection  is  continued  until  the  pa- 
tient complains  of  discomfort.  The  quantity  of 
substance  injected  ranges  from  3 cubic  centi- 
meters in  the  small  breasted  nullipara,  to  15  cc.  in 
a large  breasted  multipara.  325  cases  have  been 
injected  with  no  untoward  results  and  uniformly 
good  results  throughout.  The  injections  have  re- 
vealed no  inastomosis  of  the  milk  ducts.  This 
demonstration  was  enthusiastically  received  at  the 

♦Read  before  the  Omaha-Douglas  County  Medical  Society, 
November  24,  1936. 
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Detroit  meeting  and  acclaimed  as  an  outstanding 
advance  in  diagnosis  of  breast  lesions. 

MANAGEMENT  OF  ABORTION 

Recently  an  extremely  conservative  attitude  in 
the  management  of  abortion  has  been  recom- 
mended, but  iMassey  of  Dallas  believes  the  treat- 
ment of  abortion  should  be  neither  radical  nor 
conservative,  but  liberal.  Abortion  frequently  oc- 
curs when  the  patient’s  resistance  and  nutrition 
are  markedly  reduced.  Interference  and  hasten- 
ing the  abortive  process  requires  caution.  How- 
ever, passiveness  and  non-interference  prolongs 
illness  and  becomes  deceptive  or  radical  in  that 
they  permit  and  lend  time  for  infection.  More- 
over, fatigue,  inanition,  and  blood  loss  deplete 
the  patient’s  combative  resources.  The  patient’s 
uterus  is  probably  infected  within  a few  hours 
after  the  onset  of  labor.  The  increased  size  and 
number  of  muscle  fibers  in  the  uterus  and  in- 
creased lymph  and  blood  supply  will  help  to  take 
care  of  the  incomplete  miscarriage,  but  by  the 
same  token  bacteria  have  more  open  highways 
through  which  to  travel.  The  muscle  fibers  which 
act  as  hemostats  become  hindered  by  inflammation 
and  foreign  tissue.  A report  of  a large  series  of 
cases  handled  by  the  liberal  treatment  revealed  a 
definite  decrease  in  the  morbidity  and  mortality. 
Briefly,  the  treatment  was  as  follows : After  mak- 
ing sure  that  the  patient  has  a uterine  pregnancy 
and  that  miscarriage  is  inevitable,  or  that  she  has 
miscarried,  first  look  to  the  blood  loss,  rest,  pain, 
etc.  Next  gently  dilate  the  cervix.  Remove  with 
a ring  clamp  any  fetal  tissue  or  blood  clots  block- 
ing the  cervix.  If  the  uterus  is  soft  give  small 
doses  of  ergot  or  pituitrin.  Of  course  do  not 
curette. 

THE  DAMAGED  HEART  IN  PREGNANCY 

Dr.  Olga  Hansen  (Dr.  Litzenberg’s  wife)  gave 
an  excellent  paper  titled  The  Damaged  Heart  in 
Pregnancy,  in  which  she  emphasized  the  need  of 
a cardiologist  in  the  management.  Also  that  the 
best  test  of  the  diseased  heart  is  the  response  to 
daily  duty.  These  cases  should  be  carried  to 
spontaneous  labor.  This  usually  can  be  done  if 
the  prenatal  care  includes  frequent  observation 
and  adequate  rest,  and  not  too  much  useless 
medication.  Induction  of  labor  is  contra-indi- 
cated and  does  more  harm  than  good,  except  in 
case  of  beginning  decompensation,  and  then  there 
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should  be  induction,  preferably  by  rupturing  the 
membranes.  The  damaged  heart  contra-indicates 
marriage.  Systolic  murmur  heard  at  the  base 
may  be  ignored.  Cesarean  is  contra-indicated  in 

I pregnancy  with  a damaged  heart.  The  keynote 
to  best  results  in  managing  obstetric  cases  compli- 
cated by  pregnancy  is  to  treat  the  heart  and  the 
I pregnancy  will  take  care  of  itself. 

HYDATIDIFORM  MOLE  AND  CHORIOEPI- 
THELIOMA 

A review  of  the  literature  by  Couch  of  Chicago 
relating  to  diagnosis  and  handling  hydatidiform 
mole  emphasized  the  fact  that  the  Aschheim-Zon- 
dek  test  in  case  of  a mole  is  not  completely  uni- 
form. But  this  biological  test  is  more  to  be 
depended  on  than  hystological  examinations.  If 
the  x-\shheim-Zondek  test  is  positive  with  a one 
to  thirty  dilution  of  the  urine,  monthly  tests 
should  be  made  and  if  this  test  continues  strong 
after  three  or  four  months,  at  least  radiation 
should  be  done,  if  not  hysterectomy.  Couch 
states  that  the  number  of  chorioepithelioma  com- 
plicating hydatidiform  moles  could  be  decidedly 
decreased  if  not  eliminated  if  these  suggestions 
are  followed. 

CESAREAN  FREQUENCY  AND  MORTALITY 

A review  by  Mengert  of  Iowa  City  of  12,061 
deliveries  during  1935  revealed  4.6%  Cesareans 
with  ten  times  as  great  a mortality  in  the  cases 
delivered  by  the  abdominal  route  as  by  the  birth 
canal.  Both  at  Detroit  and  Philadelphia  much 
emphasis  was  laid  on  the  fact  that  the  Cesarean 
operation  seemed  to  be  endemic  in  certain  parts 
of  the  United  States.  The  western  coast,  Mil- 
waukee and  Omaha  received  criticism  because  of 
frequency  of  Cesareans.  Indications  given  for 
Cesarean  by  the  sectionist  were  such  as  “by  re- 
quest of  the  patient,”  or  “an  elderly  primipara 
of  38  years”,  “previous  painful  labor”  or  “pre- 
vious prolonged  labor.”  In  a series  of  Cesareans 
in  one  doctor’s  private  practice  for  1935  he  re- 
ported three  Naegele  pelves  as  indications  for 
Cesarean.  No  x-ray  in  any  one  of  the  three 
cases.  Williams  states  that  “after  a thorough 
search  of  the  literature  I find  there  has  been  ob- 
served definitely  less  than  100  Naegele  pelves. 
One  of  these  was  in  an  Egyptian  mummy.”  In 
a large  number  of  cases  the  only  indication  was 
“Cesarean  for  ligation  of  tubes.”  In  face  of  the 
fact  that  the  entire  series  showed  ten  times  greater 
mortality  for  births  by  Cesarean  this  indication 
was  sharply  criticised.  If  there  is  indication  for 
ligation  of  the  tubes,  and  birth  canal  delivery 
possible,  labor  should  take  the  usual  course  and 
ligation  be  done  later,  along  with  any  needed 
perineal  repair. 


TREATMENT  OF  CERVICO-VAGINITIS  IN 
CHILDREN 

Much  progress  has  been  made  in  treatment  of 
gonorrheal  vaginitis  in  children  during  the  last 
few  years.  The  treatment  with  theelin  hypo- 
dermically or  theelol  by  mouth  has  given  some 
brilliant  results,  but  what  of  the  after  effect? 
Frankenthal,  Jr.,  and  Koback  of  Chicago  reported 
the  treatment  of  a large  series  of  cases.  Whereas 
the  older  methods  of  treatment  for  gonorrhea  in 
children  lasted  from  70  to  200  days  before  satis- 
factory results  were  obtained,  with  silver  picrate 
vaginal  suppositories  only  three  to  four  weeks  of 
treatment  was  necessary.  The  gonococci  disap- 
pear from  the  cells  after  one  or  two  treatments 
but  pus  remains  profuse.  After  a short  time  the 
pus  disappears  and  only  epithelial  cells  are  seen 
in  the  spreads.  These  soon  are  reduced  to  nor- 
mal. This  treatment  is  practical  and  simple  and 
the  results  are  an  improvement  over  previous 
methods.  The  mothers  insert  the  suppositories. 
This  fact  in  itself  indicates  the  simplicity  of  this 
method  and  a decided  lessening  of  expense.  Any 
examination  should  be  rectal  only.  Silver  picrate 
suppositories  give  excellent  results  w’hen  used  to 
treat  adults  leucorrhoeas  of  various  causes. 

CARCINOMA  OP  THE  CERVIX 

Neither  at  the  recent  Detroit  meeting  of  the 
Central  Obstetrical  and  Gynecological  Associa- 
tion, or  at  the  College  of  Surgeons  meeting  in 
Philadelphia  was  there  anything  particularly  new 
offered  on  carcinoma  of  the  cervix,  but  a few  of 
the  salient  points  which  were  emphasized  are  well 
worth  repeating.  Frank  W.  Smyth  of  Memphis 
gave  a seven  years  statistical  review  in  which 
he  states  that  three  out  of  four  carcinomas  of  the 
cervix  cause  death.  Prophylaxis  is  the  sheet 
anchor.  29%  in  the  series  were  nullipara  and 
17%  under  29  years  of  age.  Many  of  there  pa- 
tients were  seen  by  doctors  for  many  months, 
complaining  of  leucorrhea,  spotting  and  bleeding, 
yet  never  had  a speculum  examination  of  the  cer- 
vix. A Schiller  test  should  be  done  when  such 
complaints  exist.  When  this  test  has  been  done 
properly  the  cervix  has  at  least  been  looked  at. 
He  believes  that  infection  of  the  cervix  without 
laceration  was  as  frequently  the  cause  of  car- 
cinoma of  the  cervix  as  laceration  and  infection. 
Rarely  will  medication  only  relieve  the  damaged 
infected  cervix.  Prophylactic  treatment  consist- 
ing of  cautery  or  conization  gives  the  best  results. 

Since  writing  this  article  Schiller  gave  a report 
here  in  Omaha  of  his  findings  in  the  examination 
of  15,000  cervices.  He  states  that  in  the  entire 
series  he  did  not  find  a carcinoma  of  the  cervix 
caused  by  an  erosion.  Further  he  emphasized 
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the  fact  that  he  does  not  believe  irritation  due  to 
infection,  laceration,  erosion,  or  trauma  causes 
cancer  of  the  cervix.  He  believes  the  chief  eti- 
ological factors  are  heredity  first,  then  hormones. 
Hormone  secretion  is  increased  by  pregnancy,  as  a 
result  of  which,  he  states,  more  carcinoma  is 
found  in  multipara  than  nullipara. 

REPORT  OF  USE  OP  PITOSIN  IN  367  CASES 
(HIRST  CLINIC) 

The  post  partum  blood  loss  can  be  greatly  re- 
duced by  the  use  of  ^ cc.  of  pitosin  intravenous- 
ly after  the  birth  of  the  baby.  The  uterus  con- 
tracts immediately.  The  placenta  is  brought 
down  into  the  vagina  at  once.  There  seems  to  be 
practically  no  retained  placenta.  One-half  cc. 
of  pitosin  is  given  when  the  placenta  is  delivered. 
I have  timed  the  action  in  18  cases  and  found 


firm  contraction  occurs  in  from  18  to  40  seconds. 
The  average  time  was  24  seconds.  The  blood  loss 
usually  was  less  than  100  cc.  Often  there  was  no 
free  blood.  In  no  case  has  relaxation  followed. 
I give  l/320th  gr.  of  ergotrate,  hypodermically, 
before  the  patient  leaves  the  delivery  room,  and 
1 /320th  of  ergotrate  one  hour  later  by  hypo. 
Further  ergot  medication  should  not  be  given  un- 
less there  is  excessive  bleeding,  or  delayed  involu- 
tion. The  ergot  often  upsets  both  the  mother 
and  the  nursing  baby. 

One-half  cc.  of  pitosin  will  cause  a retroverated 
uterus  to  rise  up  out  of  the  cul-de-sac.  As  a result 
of  the  change  of  position  the  uterus  can  be  more 
satisfactorily  palpated  and  diagnosis  of  early 
pregnancy  more  easily  determined.  The  injection 
of  the  one-half  cc.  of  pitosin  will  not  cause  an 
abortion. 


PERIPHERAL  VASCULAR  DISEASE 
I — General  Considerations 

CHAS.  W.  McLAUGHLIN,  .Ir.,  M.  D., 

From  the  Department  of  Surgery,  University  Hospital, 
University  of  Nebraska,  College  of  Medicine, 
Omaha. 


The  past  ten  years  has  seen  the  development 
of  a group  of  vascular  clinics,  both  in  America 
and  abroad,  directing  their  attention  to  a study 
of  those  diseases  affecting  the  peripheral  vessels. 
This  interest  has  no  doubt  been  stimulated  by  an 
increasing  number  of  patients  who  have  symp- 
toms from  impaired  peripheral  circulation.  Ad- 
vances in  the  treatment  of  heart  disease,  arteri- 
osclerosis and  diabetes  have  resulted  in  retarding 
these  disease  processes  and  prolonging  the  lives 
of  great  groups  of  these  cases.  The  result  is 
that  we  now  have  an  increasing  number  of  pa- 
tients presenting  themselves  in  a later  decade  of 
life  with  evidence  of  peripheral  vascular  disease. 

In  addition  to  this  increasing  class  of  patients 
suffering  with  degenerative  diseases  of  the  per- 
ipheral vessels,  one  is  confronted  with  those 
younger  individuals  with  inadequate  peripheral 
circulation  on  an  inflammatory  or  a neurogenic 
basis.  These  patients  will,  in  increasing  numbers, 
present  themselves  for  diagnosis  and  treatment. 
It  is  only  through  an  appreciation  of  the  under- 
lying  physiology  and  pathology  and  the  utiliza- 
tion of  recently  developed  diagnostic  and  thera- 
peutic measures  that  these  conditions  may  be  ade- 
quately handled. 

Herrmann  has  recently  presented  a very  thor- 
ough review  of  the  physiology  of  the  peripheral 
circulation,  and  certain  of  these  facts  are  neces- 


sary for  an  understanding  of  the  problems  to  be 
considered. 

The  flow  of  blood  in  the  vascular  system  of 
man  is  governed  by  two  factors ; 

1.  The  difference  in  pressure  at  the  beginning  and 
the  end  of  the  system,  being  maintained  by  the  heart. 

2.  The  calibre  of  the  tube  at  its  outlet,  being  gov- 
erned by  the  tone  of  the  peripheral  vessels. 

As  one  goes  from  the  heart  toward  the  per- 
iphery, the  pulse  pressure  becomes  less  and  less 
until-  it  completely  disappears.  This  reduction  in 
pulse  pressure  is  primarily  due  to  a fall  in  the 
systolic  pressure,  since  the  diastolic  pressure  re- 
mains practically  constant  along  the  arterial  tree. 
The  capillary  pressure  remains  positive  but  is  less 
than  arteriolar,  while  the  venous  pressure  is  neg- 
ative and  becomes  more  definitely  so  as  one  re- 
turns toward  the  heart. 

The  blood  pressure  is  maintained  by  three  fac- 
tors : 

1.  Peripheral  resistance  in  the  arterioles  and  capil- 
laries. The  latter  are  very  important  because  of  the 
tremendous  size  of  the  capillary  bed. 

2.  The  viscosity  of  the  blood.  Under  constant  con- 
ditions, a reduction  in  blood  viscosity  will  reduce  the 
resistance  of  the  capillary  bed.  This  is  the  basis  for 
the  therapeutic  use  of  hypertonic  solutions  in  certain 
vascular  diseases. 

3.  The  elasticity  of  the  arterial  walls.  It  is  essen- 
tial that  the  diastolic  pressure  be  maintained  and 
this  is  dependent  upon  the  elasticity  of  the  vessel 
walls.  If  this  be  either  reduced  or  increased  ab- 


Volume  22 
Number  2 


PERIPHERAL  VASCULAR  DISEASE:  McLAUGHLIN 


63 


normally,  there  will  be  an  alteration  in  the  peripheral 
blood  pressure. 

It  has  been  demonstrated  that  the  lineal  veloc- 
ity of  flow  in  a blood  vessel  is  inversely  propor- 
tional to  the  cross-section  of  the  vessel  at  the 
point  of  observation.  Thus  blood-flow  in  an 
artery  is  usually  twice  as  rapid  as  in  the  accom- 
panying vein.  Physiological  factors  which  may 
produce  variations  in  blood-flow  are : 

1.  Muscular  activity. 

2.  Interference  with  the  return  flow  of  blood  from 
the  periphery. 

3.  The  environmental  temperature  about  the  ex- 
tremity. 

Stewart  has  shown  that,  provided  the  blood 
passing  from  the  thorax  to  the  hands  and  feet  is 
at  a constant  temperature,  heat  dissemination 
from  the  hands  and  feet  will  be  directly  propor- 
tional to  the  rate  of  movement  through  these 
parts.  IMcLeod  has  compared  the  hands  and  feet 
to  radiators.  Pie  has  shown  that  if  the  temper- 
ature of  their  environment  is  lower  than  the 
temperature  of  the  blood,  the  blood  traversing 
the  part  will  lose  heat  until  the  outflowing  blood 
is  at  the  temperature  of  the  environment.  Mad- 
dock  and  Coder  have  demonstrated  that  at  a 
temperature  of  76  degrees  F.  and  with  normal 
activity,  76%  of  the  body  heat  is  lost  through 
the  skin  by  radiation,  conduction  and  convection, 
while  the  remaining  24%  is  lost  by  vaporization 
of  water  through  the  skin  and  lungs.  Since  65% 
of  the  total  skin  surface  is  in  the  extremities, 
their  importance  as  radiators  is  readily  appre- 
ciated. 

Freeman  has  pointed  out  that  there  is  a dual 
control  of  blood-flow  to  an  extremity.  The  con- 
trolling factors  are : 

1.  The  sympathetic  influence. 

2.  A local  influence  which  responds  to  the  environ- 
mental temperature  and  continues  to  act  after  sym- 
pathetic control  has  been  removed. 

Under  basic  conditions,  if  an  extremity  is  at 
a normal  thermic  skin  temperature  of  20  degrees 
C.  (68  degrees  F.)  there  should  be  no  evidence 
of  vasoconstriction  or  vasodilatation  present.  In 
a normal  individual,  immersing  a hand  or  foot  in 
warm  water  produces  a vasodilatation  in  the  other 
extremities,  with  an  increased  flow  of  blood  to 
these  parts  and  an  elevation  in  the  skin  tempera- 
ture readings.  Such  a reaction  is  said  to  be  the 
result  of  a vascular  reflex. 

Poiseuille’s  law  governing  the  flow  of  fluid 
through  a rigid  tube  has  been  well  substantiated 
both  experimentally  and  clinically.  This  law 
states  that  the  amount  of  blood  flowing  through 
a rigid  tube  depends  upon  the  fall  of  pressure 
along  the  tube.  Under  con.stant  conditions  dou- 


bling the  peripheral  fall  in  blood  pressure  should 
approximately  double  the  amount  of  blood  flow- 
ing through  the  rigid  peripheral  arterial  path- 
ways. 

In  patients  with  advanced  organic  obstruction 
of  the  peripheral  vascular  system  there  are  only 
two  available  methods  of  logically  increasing  the 
amount  of  peripheral  blood  flow.  One  method 
necessitates  a sufficient  elevation  of  the  blood 
pressure  to  force  blood  through  the  obstructed 
peripheral  vessels.  For  obvious  reasons  this 
method  is  impractical.  The  other  available  meth- 
od requires  a reduction  of  the  peripheral  resist- 
ance to  blood  flow.  Practically  all  methods  of 
treatment  now  in  use  attempt,  by  one  means  or 
another,  to  bring  about  such  a reduction. 

In  organic  disease  of  the  peripheral  vessels 
there  usually  exists  a discrepancy  between  local 
metabolism  and  circulation  in  the  extremity.  The 
local  application  of  heat  only  serves  to  increase 
this  disproportionality,  since  the  vessels  are  al- 
ready unable  to  supply  adequate  blood  because 
of  their  inability  to  dilate.  Elevation  of  the  tem- 
perature to  abnormal  heights  only  increases  the 
local  need  for  blood  by  increasing  the  metabolism 
in  that  area.  The  application  of  heat  to  other 
parts  of  the  body  is  likewise  of  no  avail  in  ele- 
vating the  temperature  of  the  extremities  when 
organic  vascular  disease  is  present,  since  these 
vessels  are  incapable  of  dilatation. 

There  remains  that  group  of  patients  whose 
vessels  grossly  appear  to  be  normal  but  in  whom 
there  is  impaired  peripheral  circulation  due  to  an 
abnormal  vaso-spasm.  This  increased  tone  may 
be  central  or  peripheral  in  origin,  or  a combina- 
tion of  each  may  be  present  in  the  same  case. 
In  dealing  with  this  class  of  patients  it  is  essen- 
tial that  one  determine,  by  accurate  diagnostic 
means,  the  exact  type  of  vaso-spasm  present  be- 
fore attempting  to  institute  treatment. 

From  these  facts,  it  is  apparent  that  patients 
suffering  with  peripheral  vascular  disease  may  in 
general  be  divided  into  two  great  groups : 

1.  Those  whose  symptoms  are  resultant  from  ad- 
vanced org-anic  occlusion  of  the  peripheral  vessels 
with  little  or  no  spasm. 

2.  Those  in  whom  the  symptoms  are  due  primarily 
to  spasm  of  the  vessels,  associated  with  little  or  no 
organic  occlusion. 

Degenerative  diseases  of  the  peripheral  vessels 
need  no  longer  be  considered  as  hopeless  as  was 
formerly  thought.  Much  can  be  accomplished, 
not  only  to  retard  the  disease  process,  but  also 
to  assist  in  the  development  of  an  adequate  col- 
lateral circulation. 

Recent  advances  in  surgery  of  the  sympathetic 
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nervous  system  have  offered  an  entirely  new 
means  of  treatment  for  those  patients  suffering 
with  abnormal  vaso-spasm  without  organic  occlu- 
sion. 

It  is  essential  that  these  patients  presenting 
with  inadequate  peripheral  circulation  be  prompt- 
ly subjected  to  the  simply  diagnostic  routine 
necessary  to  promptly  classify  them  into  the  ap- 
propriate groups.  Only  following  early  diagnosis 
can  the  maximum  benefits  of  therapy  be  obtained 


and  the  great  numbers  of  hopeless  complications, 
seen  in  advanced  cases,  reduced  in  number. 
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The  most  frequent  of  the  chronic  endocardial 
lesions  caused  by  rheumatic  fever  is  stenosis  of 
the  mitral  valve.  Of  1498  cases  that  have  been 
autopsied  at  the  University  hospital  in  the  last 
ten  years  mitral  stenosis  has  occurred  in  22  of 
these  autopsies  or  an  incidence  of  1.48%.  Rheu- 
matic heart  disease  has  occurred  in  47  patients 
or  3.15%  of  these  autopsies.  Out  of  120  cases 
seen  in  the  Cardiac  Clinic  17  cases  of  mitral  sten- 
osis have  been  examined.  This  is  a rather  high 
percentage  of  mitral  stenosis  but  as  has  been  pre- 
viously shown  Nebraska  lies  in  the  rheumatic 
fever  area. 

The  etiology  of  mitral  stenosis  is  practically 
always  due  to  the  causes  of  rheumatic  fever.  It 
may,  however,  occasionally  be  due  to  sclerotic 
changes  in  the  base  of  the  valve.  This  is  a con- 
dition due  to  calcareous  deposits  in  the  valve. 
These  deposits  frequently  occur  in  an  old  rheu- 
matic valvulitis.  However,  a non-consequential 
valvulitis  may  be  superimposed  upon  the  primary 
sclerotic  lesion  as  in  one  such  case  examined  in 
our  clinic.  She  had,  however,  rheumatic  fever 
twenty  years  before  the  recognition  of  the  sten- 
osis. It  may  be  safely  said  that  mitral  stenosis  is 
practically  always  rheumatic  heart  disease. 

The  pathological  factors  in  mitral  stenosis  are 
primarily  those  of  progressive  fibrosis  of  the 
cusps.  Chordae  tendonae,  and  even  the  papillary 
muscle.  The  present  conception  is  that  the  earli- 
est lesion  is  an  ulceration  on  the  valve  cusp  which 
causes  a shrinking  of  the  valve  orifice  and  a re- 
sultant fusion  of  the  cusps.  This  is  complicated 
by  lesions  involving  the  Chordae  tendonae  which 
causes  retraction  of  the  cusps  and  tends  to  fix 
them.  These  two  processes  vary  in  severity  and 
degree  until  eventually  the  “buttonhole  stenosis” 
or  “fish  mouth  stenosis”  is  present.  Whether  this 
is  a result  of  one  insult  to  these  structures  or 


whether  this  is  a development  of  the  process  by 
repeated  insults  to  the  structures  is  not  definitely 
known.  Probably  it  depends  on  the  severity  and 
placement  of  the  initial  ulceration. 

Symptoms  of  mitral  stenosis  are  those  of  ob- 
struction of  the  circulation  throughout  the  heart, 
with  a resultant  pulmonary  stasis  and  an  added 
load  on  the  right  heart.  These  symptoms,  then, 
are  usually  those  observed  in  the  right  heart  fail- 
ure, namely : cough,  pulmonary  hemorrhage,  and 
congestion  of  the  lungs  and  liver.  Cyanosis  is 
usually  quite  a prominent  symptom.  The  symp- 
tom complex  of  subacute  bacterial  endocarditis  is 
a complication  of  mitral  stenosis  that  occurs  in 
about  6%  of  the  cases. 

The  signs  of  mitral  stenosis  are  the  means  of 
actually  diagnosing  the  lesion.  These  may  be  di- 
vided into  two  groups.  The  first  or  pathogno- 
monic signs  are  two  in  number.  The  first  is  the 
presence  of  the  rumbling  apical  mid-diastolic  mur- 
mur usually  with  but  occasionally  without  presys- 
tolic  accentuation  in  the  absence  of  considerable 
aortic  regurgitation  is  diagnostic  of  mitral  sten- 
osis. The  other  pathognomonic  sign  is  an  x-ray 
finding  of  a well-marked  increase  in  the  right 
ventricular  infundibulum  and  pulmonary  artery 
combined  with  a well-marked  enlargement  of  the 
left  auricular  shadow,  or  the  latter  in  the  absence 
of  any  type  of  ventricular  enlargement.  Where 
x-ray  examinations  are  not  easily  obtained  the 
first  sign  is  just  as  significant  if  not  more  so 
than  the  latter.  The  murmur  is  almost  invariably 
heard  in  cases  of  true  stenosis  except  in  the  pres- 
ence of  fibrillation.  The  presystolic  murmur  is 
absent  and  replaced  by  a quiet  period.  The  mur- 
mur of  aortic  disease  should  not  cause  much  con- 
fusion if  the  patient  is  examined  in  several  posi- 
tions. 

The  presumptive  signs  are  several  in  number. 
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The  most  frequent  is  auricular  fibrillation  before 
the  age  of  forty.  A diastolic  thrill  limited  to  the 
apex  is  a significant  sign.  Other  quite  presump- 
tive and  easily  recognized  signs  by  careful  observ- 
ers is  palpable  right  heart  pulsation.  This  sign  is 
easily  elicited  by  placing  the  right  hand  along  the 
left  sternal  border  of  the  third,  fourth,  and  fifth 
interspaces  where  definite  pulsations  are  palpable 
and  visible.  Dullness  in  the  third  interspace  left 
and  palpation  of  the  closure  of  the  pulmonary 
valve  may  also  be  elicited  by  a thorough  examina- 
tion of  the  chest.  When  one  remembers  that  the 
right  ventricle  enlarges  first  in  an  antero-pos- 
terior  direction,  it  can  readily  be  seen  that  these 
signs  can  be  found  and  will  frequently  enable  the 
examiner  to  arrive  at  the  diagnosis  without  me- 
chanical aid.  Electrocardiographic  evidence  of 
mitral  stenosis  is  a well-marked  right  axis  devia- 
tion with  auricular  fibrillation.  The  process  of 
right  axis  deviation  alone,  correlated  with  a rheu- 
matic history  and  a systolic  murmur  is  also  pre- 
sumptive evidence  of  this  disease. 

The  course  and  prognosis  of  these  mitral  le- 
sions depends  largely  on  the  extent  of  its  severity 
and  its  complications.  It  is  a well  known  fact 
that  mitral  stenosis  while  causing  cardiac  failure 
will  go  through  several  failures  and  have  cardiac 
compensation  fully  restored  more  frequently  than 
any  other  rheumatic  valvular  lesions.  The  degree 
of  mitral  stenosis  plus  its  complications  such  as 
auricular  fibrillation,  pulmonary  hemorrhage,  cir- 
rhosis of  the  liver  and  the  presence  of  interauricu- 
lar  thrombi  are  the  determining  factors.  It  has 
been  frequently  said  that  mitral  stenosis  cases  that 
have  been  in  cardiac  failure  are  usually  dead  in 
five  years  from  their  initial  decompensation.  An- 
gina pectoris  is  quite  infrequent  complication  be- 
cause the  average  age  of  death  of  this  disease  is 
approximately  45  years.  Tuberculosis  also  rarely 
complicates  the  disease. 

Differential  diagnosis  of  mitral  stenosis  is  not 
difficult  when  fundamental  principles  are  ob- 
served. It  should  be  a rule  that  unless  the  diag- 
nostic signs  described  above  are  present  the  pa- 
tient should  not  be  considered  a true  stenosis. 
Systolic  murmurs  are  important,  but  must  prop- 
erly evaluated.  The  systolic  murmur  as  such 
does  not  mean  mitral  stenosis.  The  disease  may 
exist  without  signs  and  show  up  only  at  the 
autopsy  table,  but  as  a rule  it  can  be  diagnosed 
by  the  means  aforementioned. 

Treatment  of  this  disease  will  be  discussed 
later,  but  two  principles  should  be  adhered  to. 
The  first  is  an  attempt  to  prevent  the  disease  from 
developing  by  adequate  care  of  the  rheumatic  pa- 
tient at  the  onset  of  the  process,  particularly  in 


cases  in  which  the  patient  has  an  acute  rheumatic 
fever  without  carditis.  Vigorous  and  thorough 
care  of  this  situation  is  essential  and  seems  to  be 
the  logical  place  in  the  disease  to  carry  out  the 
most  effective  attack. 


ACTIOV  OF  IODINE  IN  THYROTOXI- 
COSIS. WITH  ESPECIAL  REFER- 
ENCE TO  REFRACTORINESS 

J.  H.  Means  and  Jacob  Lerman,.  Boston  (Jour- 
nal A.  M.  A.,  March  23,  19351,  point  out  that 
the  clinical  facts  regarding  iodine  in  thvrotoxi- 
cosis  are  that  it  produces  an  altogether  character- 
istic and  specific  response,  which  consists  in  an 
amelioration  of  symptoms  and  a drop  in  metabolic 
rate.  This  response  will  occur  at  any  stage  of 
the  disease.  It  appears  that  the  response  has  no 
relation  to  the  duration  or  direction  of  progress 
of  the  disease  but  merely  acts  as  a check  on  the 
intensity  of  its  symptoms.  These  clinical  facts 
are  consistent  with  the  theory  that  in  thyrotoxi- 
cosis the  thyroid  allows  the  escape  of  thyroxine 
to  proceed  at  an  excessive  rate : to  leak,  in  fact, 
and  that  the  cells  of  the  thyroid  hyperfunction  in 
consequence.  Iodine,  it  is  suggested,  sets  up  a 
temporary  obstacle  to  this  excessive  outflow : it 
checks  the  leakage  of  thyroxine  from  the  gland. 
The  known  facts  of  iodine  and  thyroxine  content 
of  the  gland,  blood  and  urine  are  consistent  with 
such  a theory.  The  authors  believe  that  so-called 
refractoriness  is  apparent,  not  real.  Thyrotoxic 
patients  who  are  unaffected  by  iodine  are  those 
who  are  already  fully  iodinized.  Thev  doubt  the 
existence  of  so-called  iod-Basedow.  The  iodine 
response  is  valuable  in  the  management  of  toxic 
goiter,  both  in  treatment  and  in  diagnosis,  but  its 
fundamental  nature  must  be  familiar  if  it  is  to  be 
used  successfully. 


POSSIBLY  A DETOUR 
( Mihvaukee  Medical  Times') 

A doctor  said  to  a woman  patient.  “How  old 
did  you  say  you  were?” 

“I  never  mentioned  my  age,”  she  said,  “but  as 
a matter  of  fact.  I’ve  just  reached  21.” 

“Indeed !”  the  doctor  said,  “what  detained 
you  ?” 

Being  a Doctor  is  lots  of  fun — why  the  only 
people  who  really  enjoy  bad  health  are  the  doc- 
tors. I’ll  always  remember  one  Saturday  after- 
noon. I cheerfully  entered  my  waiting  room  and 
said;  “Well,  who’s  been  waiting  the  longest?” 
“I  think  I have.  Doctor.”  said  a tailor,  arising 
and  presenting  a bill.  “I  delivered  your  clothes 
three  years  ago.” 
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THE  SECRETARY’S  CORNER 
DATE  OE  ANNUAL  MEETING 
The  dates  for  the  next  annual  meeting  are 
May  II-I2-IJ,  and  the  place  of  meeting,  Omaha. 


CALL  EOR  PAPERS 
If  you  zvish  to  read  a paper  before  the  next 
annual  meeting  please  send  your  name  and  title 
of  paper  as  soon  as  possible  to  Dr.  R.  B.  Adams, 
Center  McKinley  Bldg.,  Lincoln,  Nebraska. 


CALL  FOR  DUES 

Your  annual  dues  for  IQSJ,  if  not  heretofore 
paid,  are  nozu  delinquent,  and  your  right  to  medi- 
cal defense  and  to  the  Journal,  has  lapsed.  Send 
$10.00  plus  your  county  society  dues  to  your 
county  secretary  at  once  and  have  yourself  set 
right  zvith  your  medical  society  and  your  con- 
science. 


FACING  BATTLE 

"The  medical  profession  is  probably  facing  the 
biggest  battle  it  has  ever  faced  and  every  man 
should  have  sufficient  interest  in  his  profession 
that  he  should  be  enlisted  in  the  ranks  of  those 
zvho  are  constantly  trying  to  better  the  conditions 
of  practice  and  promote  better  public  hca'th. 
Every  man  zvho  is  not  a member  is  merely  riding 
along  free  on  the  zvork  and  e.vpcnse  of  those  zvho 
are  members.” 


ANTI-SYPHILIS  CAMPAIGN  MOVES  ON 

It  is  reported  that  there  are  in  the  United 
States  6,000,000  men,  women  and  children  af- 
flicted with  syphilis  and  less  than  one  in  ten  is 
under  medical  treatment.  It  is  estimated  that 
680,000  cases  of  syphilis  develop  each  year  in 
the  United  States.  Syphilis  alone  ranks  with 
cancer,  tuberculosis  and  pneumonia  as  a cause  of 
death. 

The  attitude  of  Surgeon  General  Parran  of  the 
Lmited  States  Public  Health  Service,  can  then 
be  well  understood  when  he  says : 

“When  these  diseases  (venereal  diseases)  are 
brought  out  into  the  open,  freed  from  the  medi- 
eval concept  of  condign  punishment  for  moral 
transgressions,  and  are  dealt  with  as  any  other 
highly  communicable  disease,  the  way  is  open  to 
eradicate  them  just  as  we  have  stamped  out  other 
dangerous  infections.” 

Our  first  reaction  to  this  dictum  is  that  the 
transgressor  has  invited  his  own  misfortune  and 
should  be  allowed  to  suffer  the  consequences; 
but  when  on  second  thought  we  realize  that  in- 
nocent women  and  children  are  incidental  suf- 
ferers we  are  brought  face  to  face  with  a fact 
of  tremendous  importance  to  the  human  race. 

The  Institute  of  Public  Opinion  in  a survey 
of  public  opinion  conducted  by  the  institute  have 
expressed  approval  of  a nationwide  campaign 
against  venereal  disease,  by  a vote  of  9 to  1. 
Only  one  public  measure — old  age  pensions — 
has  ever  received  a higher  vote  of  approval  in  any 
of  the  institute’s  surveys  of  public  opinion  during 
the  past  year.  It  is,  therefore,  a reasonable  as- 
sumption that  the  general  public  is  interested  and 
willing  to  cooperate  in  the  campaign  just  now 
getting  under  way. 

A three  day  conference  in  Washington,  recent- 
ly, called  by  Surgeon  General  Parran  and  at- 
tended by  over  500  persons,  stressed  the  necessity 
for  carrying  treatment  facilities  to  persons  of  all 
economic  strata ; stressed  the  importance  of  early 
treatment  and  treatment  of  the  pregnant  syphilitic 
woman ; stressed  the  importance  of  follow-up  in 
certain  types  of  cases ; stressed  the  need  of  co- 
operation of  the  private  physician ; recommended 
the  treatment  of  indigent  syphilitic  patients  in 
rural  communities  by  the  payment  of  the  physi- 
cian on  such  a basis  as  might  locally  be  agreed 
on  for  services  rendered  to  indigent  patients. 

Syphilis  is  a reportable  disease  under  the  laws 
of  Nebraska.  The  Morbidity  Summary  for  1936, 
gives  a total  of  365  cases  of  syphilis  reported  to 
the  Department  of  Health.  It  seems  clear  to  the 
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I casual  observer  that  the  number  reported  is  far 
short  of  the  actual  number  of  cases  in  the  state 
using’  as  a yardstick  the  figures  cited  at  the  be- 
I ginning  of  this  article. 

I Figures  of  the  health  department  of  Lincoln 
1 indicate  that  there  are  about  100  cases  of  syphilis 
||  under  treatment  at  the  city  clinic  all  the  time,  a 
number  supposed  to  be  about  one-fourth  of  the 
cases  of  syphilis  in  the  city. 

The  venereal  clinics  of  the  Creighton  Medical 
College  and  the  University  College  of  Medicine 
carry  out  laboratory  diagnoses  on  all  cases,  but 
since  these  are  teaching  clinics  and  there  is  no 
provision  in  the  City  of  Omaha  for  taking  care 
of  the  underprivileged  luetics,  syphilitic  patients 
are  not  under  strict  control  and  there  is  no  follow 
up.  Medicine  is,  theoretically,  administered  to 
patients  at  cost,  but  in  perhaps  fifty  per  cent  of 
the  cases  it  is  administered  free. 

It  appears  then,  that  when  and  if,  the  Parran 
dictum  is  enacted  into  a law  with  teeth  in  it,  and 
money  back  of  it,  there  will  be  much  work  to  be 
done  in  Nebraska.  The  State  Department  of 
Health  must  needs  become  a clearing  house  with 
a director  of  venereal  diseases  and  ample  funds 
to  carry  on. 


THE  GENERAL  ADVISORY  COMMITTEE 
MEETING 

That  there  is  real  interest  in  the  newly  created 
Alaternal  and  Child  Health  Division  of  the  State 
Department  of  Health  became  apparent  when  the 
General  Advisory  Committee  convened,  Decem- 
ber 1st,  at  the  capitol.  Representatives  were  pres- 
ent from  the  Nebraska  State  Medical  Association, 
Nebraska  State  Dental  Society,  Nebraska  State 
Nurses  Association  (and  of  its  Committee  on 
Public  Health  Nursing),  Nebraska  Parent-Teach- 
er Association,  the  Superintendent  of  Public  In- 
struction, Nebraska  Eederation  of  Labor,  State 
4-H  Club,  Women’s  Auxiliary  Nebraska  State 
Medical  Association ; Dr.  P.  H.  Bartholomew, 
State  Director  of  Health  ; Dr.  J.  R.  Thompson, 
Director  of  Dental  Hygiene ; Dr.  J.  Warren  Bell, 
Director  of  Maternal  and  Child  Health. 

Dr.  Bartholomew  opened  meeting  with  talk  re- 
garding inauguration  of  program;  ‘‘The  1935 
Congress  passed  the  Social  Security  Act,  1936 
Congress  made  appropriations  which  were  not 
made  in  1935.  Special  Session  of  State  Legisla- 
ture enacted  legislation  for  cooperation  with  Fed- 
eral Act,  providing  for  public  health  work  in  the 
state  and  for  the  establishment  of  a Division  of 
Maternal  and  Child  Health  ; this  new  Division  to 
cooperate  with  the  Federal  Government  in  con- 
nection with  a portion  of  Title  V,  Social  Security 


Act.  Under  the  regulations  adopted  by  the  Chil- 
dren's Bureau,  which  operates  this  Title  of  the 
Act,  it  is  essential  to  carry  out  certain  require- 
ments and  provisions  in  order  to  secure  funds 
and  cooperation.  A brief  preliminary  plan  sub- 
mitted early  after  enactment,  accepted,  approved 
by  Children’s  Bureau.  First  allocation  of  funds, 
$3,700,  second  $5,640,  total  $9,400.  Plan  and 
requirements  call  for  a General  Advisory  Com- 
mittee made  up  of  representatives  from  organiza- 
tions enumerated  in  preliminary  plan.” 

Dr.  Bartholomew  asked  group  to  suggest 
additional  membership  who  would  be  an  asset  or 
aid  in  the  functions  of  the  committee,  and  to 
make  suggestions,  recommendations  and  assist  in 
any  way  possible  to  carry  on  an  effective  pro- 
gram. He  also  inquired  whether  group  would 
like  to  organize  as  a regular  committee. 

Concerning  the  allocation  of  funds.  Dr.  Bar- 
tholomew stated  approximately  the  following: 
‘‘Appropriation  provided  by  Congress  specified  in 
that  allotment  as  available,  $40,729.21,  apportion- 
ment of  Fund  A ; conditional  distribution  of  $13,- 
814.06.  There  is  a general  impression  and  some 
printed  items  that  would  lead  one  to  believe  there 
was  a flat  allocation  to  Nebraska  for  maternal 
and  child  health,  but  this  is  not  true.  $40,000 
was  and  had  to  be  matched  dollar  for  dollar  all 
along  the  line ; appropriation  of  $30,000  to  match. 
There  is  a catch  in  regard  to  Fund  B ; not  avail- 
able in  any  amount  until  every  penny  of  Fund  A 
has  been  expended ; state  must  spend  an  equal 
amount  with  Federal  Government,  $30,000  State, 
$30,000  Federal,  to  obtain  Fund  B ; otherwise 
any  Fund  B allotted  and  received  lapses.” 

Dr.  Bartholomew  stated  that  on  a state-wide 
scale,  there  has  for  some  years  been  some  active 
work  conducted  by  the  State  Medical  Associa- 
tion toward  lowering  maternal  mortality ; post- 
graduate courses  for  quite  a few  years ; in  more 
recent  years  warding  of  cup  to  Councilor  District 
having  lowest  maternal  mortality  in  preceding 
year.  He  also  said  that  Nebraska  has  a relative- 
ly low  maternal  mortality  but  that  as  long  as 
there  is  a single  death  attributed  to  maternal 
causes,  a need  exists ; same  with  regard  to  infant 
mortality.  Asked  committee  for  advice,  recom- 
mendations, suggestions,  cooperation  through 
their  various  organizations,  and  how  best  som- 
thing  could  be  developed  to  secure  that  coopera- 
tion. 

Dr.  Bell  stated  that  he  contemplated  a long- 
time educational  program.  He  exhibited  the 
Children’s  Bureau  maps  of  maternal  and  child 
mortality  in  the  United  States.  He  called  atten- 
tion and  had  distributed  various  Children’s  Bu- 
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reau  publications  — “Prenatal  Care”,  “Infant 
Care”,  “The  Child  From  One  to  Six,”  and  read 
the  “Formula  for  Demonstrations  in  Maternal 
and  Child  Health.” 

Dr.  Bell  stated  that  because  Hooker  county 
has  the  highest  infant  mortality  rate,  it  is  being 
considered  as  a first  choice  for  a demonstration. 
Central  region  in  western  Nebraska;  small  area; 
small  population  ; not  enough  funds  ; no  facilities, 
more  or  less. 

Dr.  Bartholomew  stated  that  a few  physicians 
were  just  a little  uncertain  about  nature  of  pro- 
gram, wished  to  discuss  it  will  colleagues ; fear 
State  iMedicine,  a logical  reason  for  going  slow ; 
mechanization  cannot  be  successful ; physicians  as 
an  organization  have  approved  entire  program  as 
a whole,  just  a few  holding  back;  Nebraska  has 
an  unusually  high  type  of  medical  and  dental 
men.  along  with  good  geographical  location,  good 
stock  of  people,  low  illiteracy. 

It  was  brought  out  at  the  meeting  that  the 
University  of  Nebraska  offered  a short  post- 
graduate course  for  physicians  nearly  every 
spring:  obstetrics  major  factor  in  course.  An- 
other form  of  professional  education,  Omaha 
i\Iid-\Vest  Clinical  Society;  attended  by  1,000 
physicians ; important  preventive  measures  stress- 
ed ; early  medical  supervision ; nutrition ; public 
health  principles.  The  division's  plan  for  re- 
fresher courses  to  include  courses  along  lines  in- 
dicated in  various  councilor,  districts ; courses  to 
cover  talks  to  professional  and  lay  groups. 


THE  DIVISION  OF  ^lATERNAL  AND 
CHILD  HEALTH  OF  THE  STATE 
DEPARTMENT  OF  HEALTH 

A new  division  in  the  State  Department  of 
Health  has  been  organized  and  established  re- 
cently. It  is  called  the  Division  of  Alaternal  and 
Child  Health.  The  funds  which  make  possible 
the  work  of  this  division  are  provided  by  the 
State  Health  Department  of  Nebraska  with  the 
assistance  of  the  Federal  Children’s  Bureau  under 
the  Social  Security  Act. 

This  organization  forms  an  official  structure 
by  which  the  advances  in  knowledge  in  maternal 
and  child  health  may  reach  the  citizens  of  Ne- 
braska. Through  committees  of  the  Nebraska 
State  Aledical  Association  and  the  Nebraska  State 
Dental  Society,  these  two  professions  assist  in 
the  selection  of  the  material  distributed,  and  are 
cooperating  in  the  development  of  the  entire  pro- 
gram. The  division  is  fortunate  in  having  both 
medical  and  dental  viewpoints  represented  by  a 
physician  and  a dentist  employed  on  full  time 


within  the  division  itself.  In  the  selection  of 
subject  matter  for  the  program,  biologic  values 
will  be  emphasized.  Anatomy,  physiology  and 
pathology  must  take  a prominent  place  in  health 
organization,  if  such  organization  is  to  be  efficient 
in  the  prevention  of  disease. 

The  program  of  this  division  is  an  educational 
one  embracing  several  procedures  with  a com- 
mon objective. 


The  program  attempts  to  relate  the  need  for 
saving  lives  of  mothers  and  children  with  meth- 
ods to  accomplish  this  end.  A very  important 
objective  in  this  program  is,  "Every  pregnant 
woman  under  competent  medical  care.”  A broad 
interpretation  of  medical  care  should  include, 
where  indicated,  dental  supervision  as  well.  Noth- 
ing is  of  greater  importance  to  the  welfare  and 
general  health  of  the  new-born  baby  than  that 
its  mother  should  have  been  well  nourished 
throughout  the  entire  period  of  pregnancy.  The 
Nebraska  State  Medical  Association  has  issued 
in  its  own  Journal  very  important  suggestions  in 
connection  with  the  importance  of  prenatal  care. 

The  Division  of  Maternal  and  Child  Health  is 
working  now  with  the  Maternal  Health  Commit- 
tee of  the  Nebraska  State  Medical  Association  in 
the  development  of  postgraduate  work  in  the  form 
if  refresher  courses.  These,  it  is  hoped,  will  be 
offered  to  each  of  the  twelve  medical  councilor 
districts  in  the  state.  It  is  through  methods  such 
as  these  that  physicians  continually  keep  them- 
selves informed  of  new  developments  in  the  care 
of  women  and  children. 


The  division  has  purchased  an  Animatophone, 
which  is  simply  a new  name  for  a combined 
talkie  and  movie  machine.  By  this  means,  the 
staff  of  the  division  may  bring  their  program  be- 
fore medical,  dental  and  lay  organizations.  Be- 
cause of  the  enormous  area  contained  in  the 
state  of  Nebraska,  plans  for  presentation  of  the 
program  by  means  of  this  machine  will  require 
several  weeks  advance  notification. 


As  of  December  1st,  the  division  acquired  the 
leadership  in  dental  hygiene  of  J.  R.  Thomp- 
son, D.D.S.  Dr.  Thompson  has  been  interested 
in  the  public  health  aspect  of  his  profession,  and 
is  particularly  interested  in  preventive  dentistry 
for  children.  Interest  in  children’s  dentistry  is 
widespread  throughout  the  dental  profession  and 
consequently  more  and  more  minds  are  being  fo- 
cused on  the  importance  of  the  combination  of 
good  nutrition  and  dental  supervision  in  preg- 
nancy and  early  childhood.  Parents  are  encour- 
aged to  think  for  themselves  of  the  advantage 
which  their  three-  to  five-year-old  child  may  se- 
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cure  from  visits  to  the  family  dentist  at  intervals 
not  farther  apart  than  every  six  months.  It  is 
during  the  visits  of  the  expectant  mother  and  the 
preschool  child  that  the  dentist  has  a most  ex- 
cellent opportunity  to  inspire  his  clients  with  the 
knowledge  of  how  to  keep  their  teeth  in  the  best 
of  condition. 

This  division  is  continually  watching  the 
progress  which  the  various  93  counties  are  mak- 
ing in  the  saving  of  infant  and  maternal  lives. 

Colored  maps,  which  may  be  obtained  from 
the  Children's  Bureau  in  Washington,  have  been 
distributed  to  various  councilors  and  officers  of 
tbe  Nebraska  State  Medical  Association  and  to 
officers  and  committeemen  of  the  Nebraska  State 
Dental  Society.  In  the  areas  showing  the  least 
progress  in  the  possible  saving  of  human  life,  the 
division  has  proposed  the  establishment  of  local 
demonstration  areas.  In  a demonstration  area, 
the  particular  problem  will  be  studied  and  special 
effort  will  be  made  to  develop  adequate  resources 
to  make  possible  further  saving  of  human  life. 
In  one  area  the  special  problem  may  be  that  of 
deaths  of  mothers ; in  another  area,  the  acute 
problem  may  be  loss  of  infant  life;  a third  area’s 
problem  might  involve  preschool  health ; etc. 
Communities  which  recognize  the  presence  of  a 
grave  problem  in  this  field  are  counseled  to  con- 
sult the  division  with  regard  to  ways  and  means 
of  developing  a solution.  In  very  acute  situations 
the  division  has  been  able  to  offer  temporarily 
some  public  health  nursing  service. 

Another  aspect  of  this  far  reaching  educational 
program  in  maternal  and  child  health  includes  the 
provision  of  graduate  public  health  instruction. 
A few  of  the  many  applicants  are  being  sent  to 
nearby  universities  where  public  health  instruc- 
tion includes  field  work  in  an  established  county 
unit.  When  these  nurses  return  to  the  state,  after 
having  had  experience  with  a type  of  public 
health  administration  found  most  effective  in  con- 
serving human  life,  the  citizens  of  the  state  as  a 
whole  will  receive  the  benefit  of  this  individual 
experience  on  the  part  of  the  public  health  nurse. 

The  Division  of  Maternal  and  Child  Health  is 
gradually  recruiting  a small  number  of  public 
health  nurses  to  meet  the  growing  challenge  for 
more  intensive  public  health  service,  particularly 
in  rural  and  needy  areas. 

The  Division  of  Maternal  and  Child  Health  is 
intimately  concerned  with  problems  which  are 
vital  to  the  human  race.  The  division  seeks  to 
enlarge  the  interest  of  the  medical,  dental  and 
nursing  professions  in  the  contribution  which  each 
can  make  toward  lifting  the  general  standard  of 


health  for  our  whole  population.  The  program 
itself  seeks  to  be  an  all  inclusive  rather  than  an 
exclusive  activity.  It  is  reasonable  to  expect  that 
the  services  of  the  special  professions  will  make 
their  greatest  saving  in  human  life  when  and 
only  when  the  General  Advisory  Committee 
through  its  manifold  lay  organizations  secures  for 
them  the  widest  and  most  sympathetic  local  and 
state-wide  interest  to  the  focusing  of  this  vast 
array  of  human  resources  in  the  field  of  maternal 
and  child  health.  To  this  end,  the  division  has 
been  conceived  and  established  and  is  now  dedi- 
cated. 

— Division  of  Maternal  and  Child  Health. 


THE  MATERNAL  AND  CHILD  HEALTH 
PROGRAM  IS  UNDER  WAY 

Public  medicine  cannot  be  divorced  from  pri- 
vate medicine,  e.xcept  at  a loss  by  both.  The  most 
potent  and  influential  teacher  of  public  medicine 
and  of  practice,  is  the  physician  in  contact  with 
his  patient.  No  public  medicine  can  succeed  pro- 
fessionally that  has  not  the  endorsement  of  the 
average  physician. 

It  should  be  perfectly  clear  that  all  physicians 
should  take  an  interest  in  public  health.  The  phy- 
sician has  been  given  a privileged  status  by  the 
state  and  owes  to  the  public  the  duties  not  only 
of  an  ordinary  citizen,  but  in  addition,  those  of  an 
advisor  and  guide  especially  along  public  health 
matters.  From  time  immemorial,  the  medical 
profession  has  been  regarded  as  the  natural  spon- 
sor not  only  of  individual  but  also  of  community 
health. 

Every  practitioner  of  medicine  who  is  granted 
a license  has  a definite  obligation  to  the  state  and 
it  is  his  duty  to  assist  actively  in  the  work  of  the 
State  Health  Department.  In  this  Maternal  and 
Child  Health  Program,  now  an  integral  part  of 
the  State  Health  Department’s  work,  we  have  as 
laudable  an  enterprise  in  bettering  conditions  of 
motherhood,  infant  care  and  feeding  as  if  we  were 
engaged  in  stamping  out  tuberculosis,  or  prevent- 
ing the  spread  of  diphtheria  or  typhoid  fever. 

Now,  why,  in  the  past,  has  the  physician  in 
family  practice  resented  some  of  the  activities  of 
public  health  ? He  resented  nurses  doing  the 
work  of  physicians,  making  diagnoses,  and  dic- 
tating treatment  which  the  family  physician 
should  carry  out.  Nurses  are  nurses  until  they 
have  studied  medicine  and  legally  qualified  them- 
selves as  practitioners  of  medicine.  They  should 
not  be  allowed  to  do  as  an  agent  of  public  medi- 
cine, work  which  the  law  does  not  permit  them 
to  do  as  private  individuals. 

Let  us  assure  you,  that  neither  the  public  nor 
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the  family  physician  need  worry  about  such  prac- 
tices by  the  Division  of  Maternal  and  Child 
Health  under  the  direction  of  Dr.  J.  Warren  Bell. 

The  division  plans  to  find  those  rural  counties 
with  the  highest  infant  and  maternal  mortality 
rates.  In  a few  such  counties  the  division  con- 
templates the  establishment  of  “Demonstration 
Areas”  where  the  problems  involved  in  lifting  the 
community's  appreciation  of  the  services  of  the 
medical  and  dental  profession  can  be  developed. 
High  maternal  and  infant  mortality  rates  can  be 
reduced  when  the  resources  of  the  medical,  dental 
and  nursing  professions  are  appreciated  and  in- 
telligently used  by  a community. 

The  function  of  a public  health  nurse  in  such 
a demonstration  is  primarily  that  of  a teacher. 
With  the  limited  supply  of  trained  public  health 
nurses,  bedside  care  is  out  of  the  question. 

The  public  health  nurses  now  included  in  the 
division  for  assignment  to  demonstration  areas 
will  work  out  of  locally  provided  district  stations. 
They  will  visit  families,  develop  infant  and  pre- 
school rosters,  urge  medical  and  dental  supervi- 
sion, and  stress  immunization  and  public  under- 
standing of  health  problems. 

For  the  physicians  in  any  councilor  district  who 
wish  and  desire  “refresher  courses”  in  obstetrics 
and  pediatrics,  a program  has  been  laid  out,  with 
Dr.  F.  H.  Falls,  professor  of  obstetrics  and  gyn- 
ecology at  the  University  of  Illinois,  College  of 
Medicine,  as  the  first  speaker.  He  will  be  fol- 
lowed by  obstetrical  and  pediatric  specialists  from 
our  own  state.  This  lecture  work  is  purely  edu- 
cational in  nature.  Requests  should  be  sent  to 
Dr.  J.  Warren  Bell.  Director  of  Maternal  and 
Chilcl  Health,  State  Department  of  Health,  Lin- 
coln, Nebr. 

In  other  words,  a postgraduate  course  in  ob- 
stetrics and  pediatrics  will  be  conducted  in  Ne- 
braska, under  the  auspices  of  the  U.  S.  Children’s 
Bureau,  the  State  Medical  Association  and  the 
State  Board  of  Health. 

— Earl  C.  Sage,  M.  D.,  Omaha,  Chairman, 
Committee  of  Maternal  and  Child  Health, 
Nebraska  State  Medical  Association. 


THE  ANNUAL  MEETING,  OMAHA, 
MAY  11,  12,  13 

Two  years  ago  a new  plan  of  arranging  the 
programs  for  the  Annual  Meeting  was  put  in 
effect.  This  plan  consisted  in  the  creation  of  a 
Program  Committee,  each  member  of  which  was 
to  be  appointed  for  a term  of  four  years.  The 
personnel  of  this  Committee  is  the  same  as  at  the 
beginning,  and  each  member  feels  that  he  has  a 


better  understanding  today  of  the  type  of  pro- 
grams desired  by  the  members  than  he  had  two 
years  ago.  Nevertheless  criticism  and  sugges- 
tions from  you  would  be  greatly  appreciated,  for 
this  is  your  meeting  and  it  is  our  desire  to  create 
the  type  of  program  you  will  find  most  inter- 
esting and  most  instructive. 

Your  Program  Committee  has  recognized  from 
its  beginning  that  the  members  come  to  the  an- 
nual meeting  to  renew  old  friendships,  and  to 
rest  from  the  routine  duties  of  everyday  practice ; 
it  also  believes  that  you  are  physicians  first,  last 
and  always  and  that  you  will  have  a better  time 
hearing  a well  balanced  scientific  and  medical 
program  than  doing  anything  else.  The  interest 
in  the  all  day  programs  of  the  last  two  meetings 
encourages  us  in  that  belief,  and  so  the  program 
at  the  meeting  this  spring  will  be  as  well  bal- 
anced as  we  can  make  it  and  will  last  from  early 
morning  till  late  evening.  Among  the  conditions 
to  be  discussed  will  be  syphilis,  cancer,  fractures, 
tuberculosis,  chest  surgery,  head  injuries,  etc.  A 
large  number  of  distinguished  guests  will  be  in- 
vited. 

We  have  been  disappointed  in  the  number  of 
titles  submitted  by  the  members  of  the  Associa- 
tion the  last  two  years,  especially  from  those 
members  outside  Omaha  and  Lincoln.  We  hope 
that  when  the  call  for  papers  is  issued  this  year 
there  will  be  a large  number  of  titles  submitted 
from  which  we  can  make  up  the  program. 

Yours  for  a successful  meeting  in  Omaha,  May 
11,  12,  13. 

— Roy  H.  Whitham,  Lincoln, 
of  Program  Committee. 


CANCER  TALKS  TO  WOMEN  GROUPS 

As  you  probably  know  by  this  time  the  Wom- 
en’s Clubs  of  Nebraska  affiliated  with  the  Gen- 
eral Federation  of  Women’s  Clubs  are  prepar- 
ing their  local  units  to  cooperate  in  a national 
educational  program  against  cancer,  especially  as 
it  affects  women.  They  are  planning  to  have  at 
least  one  cancer  meeting  for  each  local  group 
this  year.  This  meeting  is  to  be  held  after  a 
period  of  newspaper  and  radio  publicity  intended 
to  arouse  the  interest  of  the  women  in  the  dis- 
trict. All  matters  pertaining  to  symptoms,  diag- 
nosis and  treatment  are  to  be  left  to  the  regular 
medical  profession  to  present  and  the  State  Med- 
ical Association  through  its  officers  and  the  Can- 
cer Committee  has  promised  to  cooperate  mainly 
by  furnishing  speakers  for  these  various  meetings. 

This  situation  brings  up  two  main  problems : 
What  is  to  be  said?  Who  is  to  say  it?  Both 
problems  were  anticipated  by  the  Cancer  Com- 
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mittee  and  the  first  one  has  been  quite  thoroughly 
solved  by  the  reports  from  the  sub-committees  on 
the  subjects  the  women  are  anxious  to  hear  about. 
This  material  has  been  presented  before  the  so- 
ciety at  the  “Cancer  Hour’’  of  recent  annual 
meetings,  been  subsequently  published  in  the 
Journal  and  is  now  available  in  abstracted  form 
for  those  who  wish  to  make  addresses. 

The  question,  Who  shall  speak?  is  however  a 
little  more  difficult  to  solve. 

All  speakers  are  to  be  supplied  through  the 
Cancer  Committee.  In  towns  where  there  is  only 
one  physician,  this  physician  will  be  called  upon 
to  make  the  address  and  be  given  some  material 
to  assist  him  in. the  work.  If  he  does  not  care  to 
do  so  he  should  notify  the  member  of  the  Cancer 
Committee  nearest  to  his  town  or  the  Chairman 
of  the  Cancer  Committee  who  shall  name  some- 
one, preferably  the  one  named  by  the  home  town 
physician,  if  he  has  any  choice,  otherwise  the 
most  competent  man  available. 

^\’here  there  are  two  or  more  physicians  in  the 
one  town  the  members  of  the  Cancer  Committee 
will  not  make  any  local  selection  unless  the  phy- 
sicians in  the  town  indicate  that  one  of  their 
group  is  satisfactory  to  all  of  them.  In  case  no 
local  selection  is  agreed  upon  the  Cancer  Com- 
mittee will  appoint  some  one  to  make  the  address 
as  they  have  agreed  to  furnish  speakers  and  if 
they  fail  to  do  so  some  irregular  practitioner 
may  be  secured. 

To  avoid  late  complications  in  this  matter  it 
is  requested  by  the  Cancer  Committee  that  an 
early  agreement  be  reached  in  all  towns  where  it 
will  be  necessary  to  do  so  and  the  result  of  this 
agreement  be  made  known  to  the  chairman  of 
the  Cancer  Committee,  indicating  their  choice  of 
an  imported  speaker  if  one  has  been  agreed  upon. 
Their  choice  will  be  notified  that  he  has  been 
selected  to  speak  by  a member  of  the  Cancer 
Committee.  In  the  larger  centers  the  speakers 
will  be  selected  and  rotated  from  the  members 
of  the  sub-committees  by  the  nearest  member  of 
the  Cancer  Committee.  Any  member  of  the  state 
association  may  secure  material  for  a scheduled 
speech  by  applying  to  Dr.  James  F.  Kelly,  Chair- 
man Cancer  Committee,  Medical  Arts  Bldg., 
Omaha. 


THE  FRACTURE  COMMITTEE 

Our  attention  has  been  called  to  the  fact  that 
under  an  amendment  to  the  By-Laws  made  at 
the  last  annual  meeting,  each  county  society  is  to 
elect  one  member  of  a sub-committee  to  the  Frac- 
ture Committee  elected  by  the  House  of  Delegates 


of  the  Nebraska  State  Medical  Association.  The 
gist  of  the  By-Law  provides  a Fracture  Com- 
mittee of  five  members  to  be  elected  by  the  House 
of  Delegates.  Each  member  to  hold  office  for 
five  years,  with  a provision  at  the  start,  for  one, 
two,  three,  four,  five  year  terms  for  the  members 
of  the  first  committee  elected.  A sub-committee 
of  one  member  from  each  county  society,  to  be 
elected  annually  by  the  county  society. 

The  members  of  the  State  Fracture  Com- 
mittee are ; Dr.  J.  E.  M.  Thomson,  Lincoln,  5 yr. 
term ; Dr.  R.  D.  Schrock,  Omaha,  4 yr.  term ; 
Dr.  J.  W.  Martin,  Omaha,  3 yr.  term;  Dr.  C.  K. 
Gibbons,  Kearney,  2 yr.  term ; Dr.  H.  L.  Miner, 
Falls  City,  1 yr.  term. 

The  officers  and  members  of  county  societies 
will  therefore  at  the  next  meeting  elect  one  mem- 
ber of  a sub-committee  to  the  Fracture  Committee 
of  the  State  Association. 


A BILL  RELATING  TO  THE  BETTER 
CARE  AND  TREATMENT  OF 
CRIPPLED  CHILDREN 

The  Nebraska  Society  for  Crippled  Children, 
through  its  legislative  committee,  has  prepared  a 
bill  concerning  the  work  for  crippled  children  to 
be  presented  to  the  Unicameral  Legislature. 

The  bill  provides  for  establishing  a commis- 
sion of  five  unpaid,  non-partisan  members,  to 
carry  on  the  work  for  crippled  children  up  to 
twenty-one  years  of  age.  It  requires  that  two 
members  of  the  commission  shall  be  duly  licensed 
practising  physicians  and  surgeons. 

We  understand  that  the  committee  on  public 
policy  and  legislation  of  the  Nebraska  State  Medi- 
cal Association  has  been  consulted  in  the  formu- 
lation of  the  bill. 


DOCTOR  SCHILLER  OF  “SCHILLER 
TEST”  FAME  LECTURES  IN 
OMAHA 

Doctor  Walter  Schiller  of  \'ienna,  chief  patho- 
logist of  the  Second  Frauen  Klinik  who  has  at- 
tained an  international  reputation  the  last  few 
years  visited  Omaha  in  early  December  and  gave 
several  lectures  to  the  profession. 

Dr.  Schiller  invented  the  Schiller  test  of  iodine 
painting  for  the  early  diagnosis  of  cancer  of  the 
cervix.  He  demonstrated  this  method  and  gave 
three  hours  on  cancer  of  the  cervix.  The  follow- 
ing period  which  took  place  on  Sunday  morning, 
December  6,  was  devoted  to  Endocrinology.  This 
was  presented  in  an  outline  form. 

Practically  every  obstetrician  and  a number  of 
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surgeons  and  practitioners  from  Omaha  and  out 
of  the  city  took  this  course.  Everyone  seemed  very 
enthusiastic  about  his  presentation.  The  x-ray 
men  also  took  the  course. 

An  attempt  will  be  made  to  have  Dr.  Schiller 
return  to  Omaha  during  the  first  months  of  the 
year  for  another  course  which  will  include  a 
repetition  of  his  former  lectures  and  a more 
thorough  investigation  of  the  subject. 

— Charles  F.  Moon,  Omaha. 


MEDICO-LEGAL 

CORTICAL  INJURY  PROM  BLUNT  FORCE 
TO  SKULL 

Often  the  physician  must  answer  medicolegal 
questions  concerning  the  relation  of  blunt  force 
to  the  skull  and  subsequent  disability  or  death. 

Clinical  and  postmortem  studies  have  shown 
the  advisability  of  caution  in  evaluating  symptoms 
following  head  injuries.  Indeterminate  symp- 
toms should  not  be  attributed  to  neurosis. 

There  has  been  much  confused  thinking  upon 
the  subject  of  concussion.  The  term  is  a clin- 
ical one  and  indicates  an  immediate  widespread 
loss  of  cerebral  function  following  a blow  on  the 
head.  The  autopsy  findings  are  variable.  There 
may  be  laceration  of  the  brain,  especially  the 
under  surface  of  the  frontal  and  temporal  lobes. 
There  may  be  petechial  hemorrhages  scattered 
through  the  brain  substance.  In  some  cases  no 
lesions  can  be  found  in  the  brain.  One  should 
not  attempt  to  sharply  separate  concussion  from 
contusion  of  the  brain. 

Of  considerable  forensic  importance  is  the  site 
of  action  of  the  force.  Granted  that  a blunt  force 
was  applied  to  a particular  region,  what  brain 
damage  could  be  anticipated?  Esser^^^  has 
studied  20  personal  cases  and  91  from  the  liter- 
ature and  concludes  that  (1)  Blunt  force  to  the 
frontal  bone  frequently  did  not  cause  injury  to 
the  brain  immediately  beneath  or  by  contrecoup. 

(2)  Direct  force  or  contrecoup  to  the  parietal 
bone  almost  always  caused  injury  to  the  brain. 

(3)  Force  over  the  temporal  bone  always  caused 
injury  to  the  underlying  brain  and  by  contrecoup. 

(4)  Force  over  the  occipital  bone  always  caused 
injury  by  contrecoup,  while  changes  due  to  the 
direct  force  were  missing  or  represented  only 
by  hemorrhage  into  the  brain  membranes. 

If  the  cortical  injury  is  on  the  side  opposite 
to  the  applied  violence,  it  is  usually  directly  op- 
posite. If  contrecoup  lesions  are  present  they 
are  usually  more  intense  than  lesions  directly  be- 
neath the  site  of  violence. 

In  general,  when  there  is  found  hemorrhage 


into  the  substance  of  the  brain  without  lacerations, 
the  hemorrhage  is  due  to  disease;  dural  hemor- 
rhage and  laceration  indicate  trauma.  The  above 
statement  does  not  always  hold  true,  however, 
for  frequently  there  is  hemorrhage  into  the  cere- 
bral substance  from  violence,  although  laceration 
is  missing.  (Smith<2)). 

Sometimes  the  medical  witness  is  asked  to  con- 
jecture the  date  of  a hemorrhage  from  the  ap- 
pearance of  the  clot  exposed  at  operation  or 
autopsy.  A recent  clot  is  red  and  appears  like 
coagulated  blood  elsewhere.  In  a few  days  it 
appears  brownish  and  then  yellowish  in  2-3 
weeks.  The  clot  lying  on  the  brain  surface 
gradually  compresses  the  underlying  cerebrum. 
The  older  clot  becomes  firmer,  organizes  and 
attaches  to  the  meninges.  The  medical  witness 
must  state  only  probabilities  in  estimating  the  age 
of  clots. 

Sometimes  the  age  and  nature  of  a cortical 
scar  is  to  be  determined  from  medical  testimony. 
Esser(i)  studied  brains  grossly  and  microscopi- 
cally from  8 groups,  according  to  the  time  of 
death  after  the  accident — hours,  days,  months, 
years  and  tens  of  years — even  birth  injuries.  He 
concluded  that  the  time  of  the  cerebral  injury 
could  not  be  determined  from  cerebral  scars,  al- 
though it  was  possible  to  recognize  such  cortical 
scars  as  traumatic  and  to  distinguish  them  from 
those  due  to  arteriosclerosis  or  birth  injuries. 

— B.  Carl  Russum,  Omaha. 
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POST-MORTEM  EXPERTS 

“You  say  that  you  are  the  sole  support  of  a 
widowed  mother,  your  father  having  recently  been 
killed  in  an  explosion.  How  did  the  explosion 
happen  ?” 

“Mother  says  it  was  too  much  yeast  but  Uncle 
Jim  thinks  it  was  too  little  sugar.” — Wall  Street 
Journal. 


“LAUGHTER  is  one  of  the  best  medicines  in 
the  world.  It  is  a splendid  tonic  and  awakens 
the  appetite  for  happiness.” — Marshall  P.  Wild- 
er. 
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A 300  patient  ward  building  is  about  to  be 
erected  at  the  Hastings  State  hospital. 

1 f we  are  all  insane,  more  or  less,  as  Dr.  Louis 
P>erg,  Xew  York  psychiatrist  says — that  explains 
a lot. 

The  .Social  Security  Board  reports,  as  of  Jan- 
uary G,  1937,  that  24,500  persons  in  Nebraska  are 
receiving  old  age  assistance. 

Y'e  learn  that  a bill  is  before  the  Unicameral 
legislature  providing  an  enabling  act  to  organize 
joint  City-County  health  units. 

-A  mental  hygiene  clinic  in  Lincoln,  was  advo- 
cated by  Dr.  Paul  Royal,  before  a gathering 
sponsored  by  the  city  health  department. 

The  American  Public  Health  Association  an- 
nounces that  its  G()th  Annual  Meeting  will  be 
held  in  Xew  York  City,  October  5-8,  1937. 

A recent  malpractice  suit  against  Dr.  William 
Douglas,  Atkinson,  was  decided  in  favor  of  the 
doctor.  But  one  ballot  was  taken  by  the  jury. 

A vermiform  appendix  six  to  eight  feet  in 
length  is  an  anatomical  curiosity  possessed  by  the 
koala,  a bear,  native,  almost  extinct,  in  Australia. 

To  the  glory  of  the  medical  profession  it  is 
stated  that  it  is  becoming  next  to  impossible  to 
get  medical  testimony  for  the  plaintiff  in  mal- 
practice suits. 

Insane,  psychopath  or  fiend,  we  favor  execu- 
tion of  the  kidnapper  and  murderer  of  the  Ta- 
coma boy.  Too  many  escape  just  punishment  for 
such  misdeeds. 

Dr.  Walter  Schiller,  Vienna,  professor  of  path- 
ology at  the  Second  Frauen  Klinic,  \’ienna,  gave 
a series  of  talks  on  cancer  at  the  University  hos- 
pital early  in  December. 

Holdups  of  five  physicians  a month  in  Chicago 
is  reported  and  the  Chicago  Medical  Society  has 
offered  a reward  of  fifty  dollars  for  the  appre- 
hension of  any  such  robber  in  1937. 

Pratt  of  Detroit  estimates  that  the  annual  num- 
ber of  abortions  in  the  United  States  approxi- 
mates 750,090  and  that  from  8,000  to  10,000 
women  die  annually  from  abortions. 

In  43  states  the  prevalence  of  tuberculosis  in 
cattle  has  been  reduced  to  one-half  of  one  per 
cent.  We  should  be  able  to  make  a relatively 
similar  showing  with  human  tuberculosis. 

Immunizing  Genoa  children  against  diphtheria 
at  a cost  of  20  cents  each  was  made  possible 


through  the  purchase  of  a large  quantity  of  anti- 
toxin by  the  American  Legion  Auxiliary. 

“Medical  Facts’’  is  a new  feature  being  offered 
to  Nebraska  weeklies,  by  the  head  of  the  organ- 
ized profession  in  the  state,  without  cost  and  al- 
ready some  thirty  weeklies  are  using  the  service. 

Professor  M.  Andry,  two  hundred  years  ago 
was  the  first  writer  on  Orthopedic  surgery.  He 
published  a volume  "Orthopedia,  or  the  Art  of 
Correcting  and  Preventing  Deformities  in  Chil- 
dren’’ published  in  London  in  1743. 

Physicians  and  surgeons  interested  in  group 
malpractice  insurance  may  be  interested  to  know 
that  Lloyd's  of  London  is  about  to  enter  into  an 
arrangement  with  the  Nebraska  State  Medical 
Association  to  sell  group  insurance  to  the  pro- 
fession. 

It  is  estimated  that  over  17,000,000  employees 
are  now  covered  by  unemployment  compensation 
laws  that  have  been  passed,  representing  80  per 
cent  of  the  employees  who  would  be  protected 
against  unemployment  if  all  States  adopt  similar 
legislation. 

One  hundred  ninety-six  lepers  have  been  pa- 
roled from  the  National  leprosarium  at  Carville, 
La.,  during  the  past  fifteen  years.  Requirements 
for  parole  are  absence  of  clinical  signs  of  ac- 
tive leprosy  and  twelve  negative  bacteriological 
tests  at  monthly  intervals. 

Prontylin  and  Prontosil,  the  former  for  peroral 
use,  the  later  by  the  intramuscular  route  or  by 
introduction  into  the  peritoneal  cavity,  has  been 
brought  forward  as  a remedy  against  streptococ- 
cic invasion.  Encouraging  reports  are  at  hand, 
but  the  case  is  not  yet  proven. 

The  American  Orthopedic  Association  will 
hold  its  fiftieth  annual  meeting  at  Lincoln,  the 
first  week  in  June,  under  the  presidency  of  Dr. 
H.  Winnett  Orr  of  Lincoln.  Final  plans  and 
details  for  the  meeting  were  worked  out  at  a 
meeting  of  the  executive  board  last  month. 

Two  assinine  errors  occurred  in  the  address  of 
authors  of  articles  published  in  the  January 
Journal.  “Bronchoscopic  Diagnosis  of  Carcinoma 
of  the  Lung"  was  by  Dr.  Herman  E.  Kully, 
Omaha,  and  "A  Case  Report  of  Severe  Burns, 
etc.’’  by  Dr.  S.  M.  Weyer,  Ogallala.  The  editor 
assumes  blame. 

“Science’s  contribution  to  the  Noise  Abatement 
Campaign  of  New  York  City — the  “Silent  Radio’’ 
has  been  officially  accepted  on  Father  Knicker- 
bocker’s behalf  by  Mayor  I'iorello  PI.  LaCuardia. 
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The  device,  it  is  hoped,  will  serve  to  exterminate 
for  all  time  that  newest  in  the  long  and  historical 
line  of  world-wide  scourages — the  radio  pest — 
and  Radiosis — unwanted  noise.” 

The  former  Genoa  Indian  School  property,  do- 
nated to  the  State  of  Nebraska  several  years  ago, 
is  to  become  a prison  farm.  Governor  Cochran 
announced  recently.  It  had  been  hoped  by  some 
persons  interested  in  the  State’s  unfortunates  that 
it  might  become  an  additional  state  hospital  for 
the  insane,  a colony  for  epileptics  or  a home  for 
the  aged  and  infirm — each  of  which  are  dire 
needs. 

A copy  of  the  Scottsbluff  County  Medical  So- 
ciety bulletin  is  on  our  desk.  A cartoon  on  the 
front  page  depicting  an  operation  being  done  in 
a home  by  the  light  of  an  auto  headlight,  a list 
of  officers,  the  January  program,  an  editorial 
‘‘What  is  the  County  Society  Doing  for  You?” 
and  a scientific  article  on  ‘‘Peptic  Ulcer”  com- 
prise the  contents.  The  bulletin  (11  pages)  is 
mimeographed  and  is  altogether  creditable. 

The  L'niversity  of  Louisville  Medical  School, 
the  second  oldest  INIedical  School  now  in  existence 
west  of  the  Alleghenies  and  the  oldest  Municipal 
Aledical  College  in  the  United  States,  celebrates 
its  Centennial  March  31st  to  April  3rd,  1937,  at 
Louisville,  Kentucky.  The  Alumni  are  urged  to 
make  their  plans  now  to  attend  their  alma  mater 
and  participate  in  the  celebrations.  There  will 
be  an  unexcelled  clinical  program  by  outstanding 
guest  speakers. 

Health  conditions  in  the  United  States  have 
not  only  been  good  during  the  past  five  years 
but  continue  favorable,  according  to  Surgeon 
General  Thomas  Parran  of  the  United  States 
Public  Health  Service  in  his  annual  accounting 
to  Congress.  The  average  general  death  rate 
from  1931  to  1935,  inclusive,  was  10.9  per  1,000 
population,  the  lowest  rate  recorded  in  the  United 
States  for  any  5-year  period,  and  the  rate  for 
1935  was  10.8  per  1,000. 

‘‘Alore  than  22  million  men  and  women  have 
already  filed  their  applications  for  Social  Security 
Account  numbers,  and  more  applications  are  com- 
ing in  daily.  This  system  of  old-age  protection 
goes  into  effect  with  the  New  Year;  and  from 
now  on  the  workers  in  commerce  and  industry 
will  be  building  up  benefits  which  will  provide 
for  them  a lifetime  income  after  they  retire  from 
regular  employment.  The  act  entitles  them  to 
this  protection  as  a matter  of  right.” 

The  latest  dietetic  new^alty  is  a fatless  butter 


substitute  that  is  said  to  look  and  taste  like  real 
dairy  butter.  It  is  intended  primarily  for  those 
who  like  butter  but  refrain  from  eating  it,  because 
of  its  fattening  qualities.  With  this  butterless 
butter,  those  who  must  watch  their  figures  should 
now  be  able  to  “eat  their  cake  and  have  it,  too.’’ 
It  is  said  to  be  rich  in  vitamin  A and  to  have 
the  recommendation  of  prominent  dietitians.  The 
new  product  is  known  as  ‘‘Lister’s  Golden 
Spread.” 

In  January,  1932,  lilead  Johnson  and  Company 
offered  an  award  of  $15,000  to  that  investigator 
or  group  of  investigators  who  should  produce  the 
most  conclusive  research  on  the  vitamin  A re- 
quirements of  human  beings.  This  award  will 
be  made  on  the  basis  of  papers  published  or  ac- 
cepted for  publication  by  December  31,  1936. 
This  is  but  one  instance  showing  the  deep  in- 
terest reputable  so-called  pharmaceutical  and 
physician  supply  houses  have  in  real  scientific 
research. 

Medical  Annals  of  the  District  of  Columbia, 
December,  1936,  states  the  fundamental  fact  that 
the  law  places  upon  the  employer  the  responsibil- 
ity of  medical  care  for  injured  employees.  This 
responsibility  automatically  devolves  upon  the  in- 
surance carrier  with  whom  the  employer  is  in- 
sured. The  insurance  company,  therefore,  has 
the  unquestionable  right  to  select  the  physician. 
The  free  choice  of  physician  is  not  a right,  but  a 
courtesy,  sometimes  extended  by  the  insurance 
company. 

“The  common  statement  that  coal  miners  have 
a high  resistance  to  tuberculosis  has  been  accept- 
ed without  serious  challenge  for  years.  The 
blackened  lung  of  a coal  miner  seen  at  autopsy 
is  an  impressive  sight,  but  the  very  presence  of 
carbon  in  the  pulmonary  tissue  often  tempts  the 
pathologist  to  exclude  tuberculosis  without  fur- 
ther search.  Recent  studies,  however,  indicate 
that  we  shall  probably  have  to  revise  our  ideas 
concerning  the  protective  value  of  carbon  parti- 
cles in  the  lung.” 

Chicago  (really  the  entire  state  of  Illinois)  is 
doing  a wonderful  work  in  an  educational  way 
for  the  crippled  children.  Busses  gather  up  the 
little  cripples  from  all  parts  of  the  city,  take  them 
to  their  special  school  and  trained  teachers  work 
out  something  physical  or  mental  for  each  pupil. 
The  ideal  plan  is  to  make  each  one  independent 
and  put  as  much  into  his  life  as  possible.  Silly 
sentiment  and  .sympathy,  inducing  self  pity,  is 
elminated.  Putting  hope  and  confidence  into  the 
child  in  place  of  gloom  and  despair  is  vitally 
important. — Progress. 
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Dr.  J.  H.  J.  Upham,  President-Elect  of  the 
American  Medical  Association,  asserts  that  the 
young  AI.  D.  would  find  it  better  worth  his 
while  to  take  over  a waiting  country  practice 
than  to  angle  for  patients,  or  segments  of  pa- 
tients, in  urban  centers  where  he  is  not  needed. 
This  is  a bitter  pill  for  the  embryo  fashionable 
city  specialist.  Nevertheless,  it  would  be  hard  to 
challenge  Dr.  Upham’s  contention  that  the  “med- 
ical profession’s  problem  is  not  in  the  growing 
number  of  medical  school  graduates  but  in  their 
proper  distribution.”  It  is  a well  known  fact  that 
the  cities  are  glutted  with  doctors,  while  there 
is  real  need  of  young  physicians  with  the  courage 
and  backbone  to  start  general  practice  in  the 
country. 

A valued  young  medical  friend  reports  some 
early  medical  history  he  was  permitted  to  read 
in  an  old  newspaper  clipping.  The  clipping  was 
a report  of  the  death  of  Senator  Phineas  Hitch- 
cock in  1881.  The  last  paragraph  dealt  with  the 
cause  of  death  and  stated  that  he  had  died  of  a 
chronic  perityphilitis  that  had  caused  an  abscess 
in  the  right  inguinal  region.  The  abscess  was 
found  to  have  broken  into  the  peritoneal  cavity 
causing  a peritonitis.  At  the  junction  of  the 
cecum  and  appendix  there  were  hard  concretions 
which  had  apparently  obstructed  the  appendix 
and  caused  the  latter  to  slough  off.  These  find- 
ings were  made  at  the  autopsy  which  his  son 
the  late  Senator  Gilbert  AI.  Hitchcock  had  re- 
quested. This  fairly  represents  the  story  of  appen- 
dicitis as  it  was  known  at  that  time.  It  was  not 
until  1887  that  the  first  operation  for  the  removal 
of  the  appendix  was  performed. 
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James  F.  Davies,  Callaway,  Nebr.;  Omaha  Medical 
College,  1893;  physician  at  Callaway,  more  than  forty 
years;  said  to  have  been  the  good  genius  at  the  birth 
of  more  than  3,000  babies;  member,  Nebraska  State 
Medical  Association;  stricken  and  died  at  the  bedside 
of  a patient,  .lanuary  2,  1937,  aged  sixty-six  years. 

A.  widow  survives. 

Erskine  M.  Barnes,  Lincoln,  Nebr.;  Lincoln  Medical 
College,  1899;  a practitioner  at  Plainview  until  1912, 
when  he  moved  to  Omaha;  in  medical  corps  with  the 
rank  of  captain  in  overseas  service,  World  War;  vet- 
erans’ administration  since  1929  at  several  places; 
on  the  Veterans’  hospital  staff  at  Lincoln  Veterans’ 
Facility  since  about  1934;  former  member,  Nebraska 
State  Medical  Association;  died  suddenly  of  a heart 
ailment,  .January  3,  1937,  aged  sixty  years. 

Thomas  N.  Burke,  Elkhorn,  Nebr.;  Creighton  Medi- 
cal College,  1894;  practitioner  at  Ithica,  Nebr.,  until 
1914,  when  he  located  at  Elkhorn;  a man  interested 
in  the  civic  affairs  of  the  community  having  served 
on  the  village  board  and  also  on  the  school  board 
for  many  years;  died  after  an  illness  of  several 
months,  .January  5,  1937,  aged  sixty-three  years. 

Three  sons  survive. 


Will  T.  Neal,  Omaha;  Rush  Medical  College,  1890; 
in  earlier  years  a practitioner  at  Nebraska  City, 
sometime  operating  a hospital  in  that  city;  for  a time 
in  partnership  with  the  late  well  known  Dr.  E.  M. 
Whitten  of  Nebraska  City;  of  late  years  lived  in 
Omaha;  son  of  an  early  day  Nebraska  physician, 
the  late  Dr.  John  Neal;  died  just  before  Christmas, 
aged  seventy-five  years. 

Two  daughters  and  two  sons  survive. 

Harry  E.  Burdick,  David  City,  Nebraska.;  University 
of  Nebraska  College  of  Medicine,  1899;  practitioner 
at  David  City  for  thirty  years,  much  interested  in 
surgery;  member,  Nebraska  State  Medical  Associa- 
tion; in  medical  corps  of  the  army  during  the  World 
War,  serving  overseas;  active  in  the  civic  and  welfare 
activities  of  the  community;  died  of  pneumonia, 
January  12,  1937,  aged  fifty-seven  years. 

Surviving  are  his  wife,  three  sons — Dr.  Harold  Bur- 
dick, Newark,  N.  J.;  Dr.  Donald  Burdick,  David  City, 
and  Howard  of  Chicago. 


TUBERCULOSIS  ABSTRACTS 

CARBON  DUST  AND  TUBERCULOSIS 

Tuberculosis  is  comparatively  uncommon  in  work- 
ei's  exposed  to  dust  of  carbon,  lime  and  marble  while 
those  who  work  in  an  atmosphere  laden  with  silica 
particles  are  particularly  susceptible  to  tuberculous 
infection.  Coal  dust  is  the  only  one  to  which  is  at- 
tributed the  property  of  inhibiting  the  development 
of  tuberculosis.  Attention  was  called  to  the  high  re- 
sistance of  coal  miners  to  tuberculosis  as  early  as 
1862  and  since  then  evidence  has  been  presented  that 
carbon  particles  in  the  lung  do  exert  a protective  in- 
fluence. During  recent  years,  however,  several  in- 
vestigators have  reported  that  coal  miners  die  from 
tuberculosis  with  greater  frequency  than  the  average 
of  the  total  population.  And  in  a group  of  100  old 
and  retired  coal  miners  in  Wales,  tubercle  bacilli 
were  found  in  the  sputum  of  six  on  the  first  exam- 
ination. 

It  is  probable  that  conditions  under  which  modern 
miners  work  may  explain  the  discrepancy  between 
the  older  and  more  recent  surveys.  Formerly  hand 
drills  were  used  exclusively.  In  order  to  avoid  the 
hard  rock  most  of  the  drilling  was  done  directly  into 
the  coal  along  the  edge  of  the  vein.  The  dust  con- 
sisted of  rather  large  particles  which  as  a rule  settled 
quickly.  Thus  the  miner  was  exposed  to  almost  pure 
carbon  dust  and,  because  the  particles  were  large, 
symptoms  of  pneumonoconiosis  did  not  appear  before 
exposure  of  from  12  to  15  years. 

In  the  modern  coal  industry  the  pneumatic  drill  or 
“jackhammer”  is  used.  The  dust  created  by  this  in- 
strument consists  of  fine  particles  which  at  times  is 
blown  back  with  great  force  into  the  face  of  the 
operator  and  some  remains  suspended  in  air  for  many 
hours.  Inhalation  of  this  fine,  highly  concentrated 
dust  may  result  in  severe  respiratory  impairment  after 
an  exposure  of  only  three  or  four  yeare. 

The  pneumatic  drill  has  made  it  practicable  to 
mine  small  veins  of  coal  which  under  the  old  method 
were  considered  too  insignificant  and  time-consuming 
to  remove.  To  reach  these  small  veins  it  is  necessary 
to  drill  directly  into  rock  and  this  increases  the  hazard 
to  the  present-day  coal  miner  by  adding  to  the  coal 
dust  a great  amount  of  fine  silica  particles.  Analysis 
of  the  dust  of  certain  anthracite  coal  mines  showed 
that  at  times  concentration  may  be  as  high  as  one 
billion  particles  per  cubic  foot  of  air  (average  124 
million)  and  that  certain  of  these  dusts  contain  as 
much  as  31  per  cent  of  free  silica.  Uncomplicated 
anthracosis  such  as  was  common  among  miners  of 
the  old  type  has  been  replaced  in  the  modern  miner 
by  fibrosis  of  the  lung  associated  with  silica  deposits. 
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To  determine  the  frequency  of  tuberculosis  as  a 
complication  of  anthracosilicosis,  observations  were 
made  upon  a group  of  anthracite  coal  miners  insti- 
tutionalized because  of  disabling  chronic  pulmonary 
disease.  Only  those  patients  who  had  remained  under 
treatment  for  two  months  or  more  were  included. 
The  group  consisted  of  418  men  varying  in  age  from 
21  to  67  years  and  whose  period  of  exposure  to  mine 
dust  ranged  from  3 to  50  years.  The  average  age  was 
about  43  years  and  the  average  exposure  period  19 
years.  All  of  these  men  had  used  the  “jackhammer” 
periodically.  Surface  mine  workers  were  not  in- 
cluded. 

In  42  of  these  patients  the  lesions  resulted  solely 
from  the  action  of  mine  dust,  in  57  per  cent  evidence 
of  co-existing  tuberculosis  was  found  and  in  the 
small  remainder  non-tuberculous  pulmonary  compli- 
cations occurred.  The  age-incidence  study  showed 
that  tuberculosis  appears  later  in  life  among  these 
mine  workers  than  it  does  in  the  general  population; 
almost  half  were  between  41  and  50  years  of  age 
while  only  8 per  cent  were  in  the  21  to  30  age  group. 
The  incidence  of  tuberculosis  varied  directly  with 
the  amount  of  dust  present  in  the  lung. 

The  type  of  tuberculosis  which  complicates  anthra- 
cosilicosis differs  materially  from  that  which  is  usual- 
ly seen.  It  does  not  extend  progressively  downward 
from  the  apical  or  subapical  region,  but  is  found 
scattered  throughout  the  lungs  among  the  silicotic 
nodules.  The  tuberculous  lesion  is  usually  of  slow 
evolution,  is  always  present  in  both  lungs  and  con- 
sists mainly  of  caseous  nodules  varying  in  size  from 
a split -pea  to  a walnut.  Tendency  towards  cavitation 
is  great,  demonstrable  cavities  being  found  in  43  per 
cent  of  the  patients.  The  excavations  may  attain 
tremendous  size,  sometimes  occupying  almost  an 
entire  lobe.  They  are  often  multiple  and  may  occur 
anywhere  in  the  lun.gs,  but  the  larger  ones  are  usually 
found  in  the  upper  lobes.  Caseous  pneumonia  occurs 
as  a terminal  event  in  many  instances.  Extensive 
plastic  changes  in  the  pleura  are  nearly  always  as- 
sociated. Effusion  occurs  infrequently. 

The  clinical  picture  of  anthracosilicosis  co-existing 
with  tuberculosis  may  be  either  non-toxic  or  toxic. 
In  the  former  type  the  patients  present  the  usual 
symptoms  of  pneumonoconiosis,  dyspnoea,  cough,  ex- 
pectoration and  chest  pains  with  slight  fever  in  a few 
instances.  Impairment  of  general  health  is  slight. 
These  cases  are  usually  considered  simple  anthraco- 
silicosis  until  attention  is  called  to  the  tuberculosis 
by  the  discovery  of  tubercle  bacilli  or  by  roentgen- 
ray  evidence. 

The  second  or  toxic  form  is  characterized  by  ex- 
tensive cavitation,  the  clinical  picture  being  that  of 
rai)idly  progressing  tuberculosis.  In  addition  to  the 
local  symjitoms,  there  is  always  severe  constitutional 
disturbance  as  evidenced  by  fever,  loss  of  weight,  loss 
of  appetite,  weakness  and  profuse  sweating.  Fever  is 
a predominant  featuie  of  this  form.  It  is  present 
throughout  the  entire  course  of  the  disease  and  is 
septic  in  type,  the  afternoon  temperature  reaching 
103  or  104  F.  in  the  majority  of  patients.  Repeated 
and  profuse  haemoptyses  occur  in  many  instances. 

The  diagnosis  of  uncomplicated  anthracosilicosis 
presents  no  special  problem  but  to  determine  whether 
or  not  tuberculosis  coexists  is  very  often  a difficult 
task.  The  following  points  should  be  considered: 

1.  Discovery  of  tubercle  bacilli  in  the  sputum. 
However,  extensive  tuberculous  disease  may  be  pres- 
ent with  consistently  negative  sputum,  or  occasionally 
the  bacilli  may  be  present  in  intermittent  showers. 

2.  Serial  roentgenographic  studies  (less  valuable 
in  advanced  pneumonoconiosis). 

3.  ^larked  constitutional  disturbance. 

4.  Physical  examination  (not  usually  helpful). 

5.  Frank  haemoptysis. 


6.  Pleural  effusion  (absent  in  uncomplicated  an- 
thracosilicosis). 

7.  Tuberculosis  in  other  organs. 

The  prognosis  depends  mostly  upon  the  pathologi- 
cal condition.  The  pulmonary  changes  which  occur 
as  a result  of  the  inhalation  of  dust  are  permanent 
and  cannot  be  altered  in  any  way  by  therapeutic 
measures.  In  many  patients,  however,  lessening  of 
the  severity  of  local  symptoms  and  improvement  in 
general  health  may  be  obtained  by  a prolonged  period 
of  rest  in  a suitable  environment.  In  advanced  pneu- 
monoconiosis, this  improvement  may  be  only  tem- 
porary, as  death  often  ensues  as  a result  of  acute 
intercurrent  respiratory  infections  or  of  myocardial 
insufficiency.  The  addition  of  tuberculosis  contri- 
butes immeasurably  to  the  gravity  of  the  prognosis. 
When  this  combination  is  present  in  the  non-toxic 
form  the  patient  may  live  for  years  in  comparative 
comfort.  In  those  in  whom  the  toxic  variety  of  com- 
bined anthracosilicosis  and  tuberculosis  develops,  a 
fatal  termination  may  occur  in  a relatively  short 
time. 

It  is  difficult  to  determine  the  frequency  with  which 
tuberculosis  coexists  with  anthracosilicosis  in  coal 
miners  because  data  from  death  records  is  concerned 
chiefly  with  individuals  treated  at  home  and  the  de- 
tection of  tuberculosis  occurring  coincidently  with 
pneumonoconiosis  may  require  prolonged  observation, 
repeated  analyses  of  the  sputum  and  serial  roentgeno- 
graphic  study. 

— Anthracosilicosis  and  Tuberculosis.  Martin  J.  So- 
koloff.  Am.  Rev.  of  Tuberc.,  Nov.,  1936. 
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The  Lancaster  County  Medical  Society  meeting  of 
December  1.  was  attended  by  about  sixty  members. 
Dr.  W.  C.  Becker,  president,  presiding. 

The  speaker  of  the  evening  was  Dr.  C.  W.  M.  Poyn- 
ter.  Dean  of  the  University  of  Nebraska  College  of 
Medicine,  Omaha,  who  spoke  on  the  subject,  “Changes 
in  Medical  Education.” 

Dr.  Poynter  discussed  briefly  the  situation  of  medi- 
cal requirements  just  previous  to  the  beginning  of 
the  present  century,  when  the  wet  clinics  were  at- 
tended by  large  number  of  medical  students,  these 
numbers  often  being  in  the  hundreds.  The  premedic 
requirements  at  that  time  were  merely  those  of  high 
school  education.  He  then  discussed  the  gradual  in- 
crease of  requirements  for  the  premedic  and  the 
changes  in  the  form  of  medical  education,  of  which 
most  everybody  is  quite  familiar. 

He  stated  that  at  the  present  time,  with  an  increas- 
ing- number  of  iieople  having  university  education,  a 
requirement  other  than  the  scientific  knowledge  is 
more  or  less  necessary  for  the  medical  doctor,  in  his 
association  with  his  patients.  Naturally  this  has 
brought  about  an  increasing  number  of  non-scientific 
subjects  in  the  premedic  curriculum.  He  emphasized 
the  importance  of  a good  foundation  in  English  and 
the  ability  of  the  student  or  doctor  to  express  him- 
self well. 

Dr.  Poynter  then  took  us  some  of  the  present-day 
problems  which  confront  the  medical  schools  in  ad- 
mitting applicants.  He  stated  that  in  the  last  four 
years  only  about  one-half  of  the  applicants  to  medical 
schools  have  been  accepted.  At  the  present  time  the 
applicant  with  the  better  premedic  training  is  being 
given  ijreference,  and  about  one-fourth  of  the  fresh- 
men at  the  ITniversity  of  Nebraska  school  have  bac- 
calaureate degrees. 

The  Lancaster  County  Medical  Society  met  .lanuaxy 
5,  Dr.  A.  D.  IVIunger,  president,  in  the  chair.  About 
forty-five  members  were  present. 
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The  scientific  meeting  of  the  evening  consisted  of 
three  pa))ers  dealing  with  some  t)hase  of  endocrin- 
ology. 

The  first  i>aper  was  by  Dr.  H.  .1.  Lehnhoff,  on 
Pituitary  Disturbances,  with  the  presentation  and  dis- 
cussion of  a case  record  of  Pituitary  Cachexia,  or 
Simmonds’  Disease. 

The  second  papei',  l)y  Dr.  K.  S.  Furman,  was  on  the 
Pituitary  Sex  Hormones. 

The  third  paper  was  by  Dr.  F.  L.  Rogers,  on  Car- 
bohydrate Metabolism. 

This  group  of  papers  was  discussed  by  Dr.  H. 
Hoick,  of  the  University  of  Nebraska,  Department  of 
Pharmacolo.gy  and  Physiology'. 

— O,  A.  Reinhard,  ]\r.  D.,  Secretary. 

The  Southwest  Nebraska  Medical  Society  met  at 
McCook,  December  17,  with  a dinner  at  the  Keystone 
hotel.  The  program  was  put  on  by  Dr.  E.  E.  Peter- 
son, “Middle  Ear  Infections";  and  Dr.  D.  V.  Conwell, 
“Diagnosis  and  Treatment  of  Myopathies,”  both  of 
the  Hertzler  clinic,  Halstead,  Kan.  Dr.  J.  F.  Premer 
of  Benkleman  was  elected  president;  Dr.  .7.  C. 
Meckechie  of  Indianola,  vice  president;  Dr.  D.  H. 
Morgan,  McCook,  secretary-treasurer  (reelected). 

The  annual  meeting  of  the  Tri-County  Medical  So- 
ciety of  Hall,  Howard  and  Merrick  counties  in  asso- 
ciation with  the  Woman’s  Auxiliary  was  held  at  the 
Yancey  hotel.  Grand  Island,  December  22.  The  fol- 
lowing officers  were  elected:  Dr.  A.  D.  Brown,  presi- 
dent; Dr.  A.  A.  Enos,  secretary-treasurer.  Mrs. 
.lames  Woodward,  president  of  the  Women’s  Auxiliary 
of  the  Nebraska  State  Medical  Association,  was  the 
guest  speaker.  A social  hour  was  spent  playing  bridge. 

At  the  annual  meeting  of  the  Saline  County  Medical 
Society  the  following  were  elected  officers  for  the 
ensuing  year:  Dr.  Henry  Hein,  Wilber,  president: 

Dr.  A.  C.  Blattspeiler,  Tobias,  vice  president;  Dr. 
R.  K.  Johnson,  Friend,  secretary-treasurer;  Dr.  F.  .7. 
Stejskal,  Crete,  delegate. 

Dr.  E.  W.  Fetter  was  elected  president  of  the  Lin- 
coln County  Medical  Society  at  the  annual  meeting. 
Other  officers  were:  Dr.  Edward  Stevenson,  vice  pres- 
ident; Dr.  H.  H.  Walker,  secretary-treasurer;  Dr.  C. 
F.  Heider,  delegate;  Dr.  L.  F.  Valentine,  alternate. 

At  the  annual  meeting  of  the  Scottsbiuff  County 
Medical  Society,  December  4,  Dr.  W.  J.  Gentry  was 
elected  president;  Dr.  W.  P.  Hodnett  of  Scottsbiuff, 
vice  president;  Dr.  J.  B.  Schrock  of  Scottsbiuff,  sec- 
retary-treasurer; Dr.  W.  G.  Pugsley  of  Bayard,  dele- 
gate. 

Dr.  Barnacle,  a member  of  the  Colorado  Psycopath- 
ic  hospital  staff,  spoke  on  “Psychiatry  as  Related  to 
the  General  Practice  of  Medicine.” 

He  emphasized  the  fact  that  each  illness  should  be 
considered  individually  and  not  as  a case.  He  dis- 
cussed the  newer  treatment  of  various  types  of  mental 
diseases,  with  reference  to  insulin  shock  and  treat- 
ment of  dementia  praecox — heretofore  considered  al- 
most incurable. 

He  also  spoke  of  the  treatment  of  iiaresis,  certain 
types  of  arthritis  and  chorea  or  St.  Vitus  dance,  with 
the  new  artificial  fecer  apparatus. 

The  Tri-County  Medical  Society  of  Dodge,  Burt  and 
Washington  Counties  at  the  annual  meeting  elected 
Dr.  R.  C.  Byers,  Fremont,  president;  Dr.  A.  F.  Keiser, 
North  Bend,  vice  president;  Dr.  H.  H.  Morrow,  Fre- 
mont, reelected  secretary-treasurer. 

At  the  annual  meeting  of  the  Custer  County  Medi- 
cal Society,  following  a dinner  at  the  Public  Service 
club.  Dr.  C.  A.  Wilcox,  Ansley,  was  elected  president: 
Dr.  F.  A.  Burnham,  Arnold,  vice  president;  Dr.  G.  T. 


Erickson,  Broken  Bow,  secretary-treasurer;  Dr.  .7.  E. 
Dunn,  Arnold,  delegate. 

The  Richardson  County  Medical  Society  held  a 6:30 
o’clock  dinner  ))arty  December  16  at  the  Weaver  ho- 
tel, Falls  City. 

Following  the  dinner,  a business  session  was  held 
and  officers  chosen  as  follows:  Dr.  .7.  C.  Gillispie, 
president;  Dr.  S.  D.  Cowan,  vice  president;  Dr.  C.  L. 
Hustead,  secretary  and  treasurer;  Dr.  H.  R.  Miner 
and  Dr.  Wm.  Shepherd,  Rulo,  two-year  term  as  dele- 
gates. 

A motion  picture  on  “X-ray  Diagnosis  of  Ividney 
Lesions,”  was  shown. 

Assembled  at  the  Paddock  hotel,  Beatrice,  twenty 
members  of  the  Gage  County  Medicay  Society  lis- 
tened to  pai)ers  delivered  by  Drs.  A.  O.  Skinner  and 
.7.  A.  Burford  of  Kansas  City. 

The  former  desciibed  the  relation  of  infections  to 
mental  disorders  and  stressed  the  modern  trend  of 
thought  in  assigning  more  of  the  diseases  of  the  ner- 
vous system  to  infections,  disturbances  of  glandular 
balance  and  faulty  absorption  of  food. 

Dr.  Burford  spoke  interestingly  on  the  application 
of  psychology  to  the  practice  of  medicine  and  the 
power  of  suggestion  in  the  treatment  of  disease. 

Officers  elected  for  1937  were:  Dr.  H.  M.  Hepperlen, 
president:  Dr.  H.  D.  Runty,  vice  president;  Dr.  W.  W. 
Waddell,  secretary- treasurer. 

Arrangements  were  concluded  for  continuing  the 
annual  immunization  of  incoming  school  children. 

Twelve  members  of  the  Dawson  County  Medical 
Society  met  at  Gothenburg,  January  4 in  annual 
meeting.  Following  dinner  at  the  City  Cafe,  minor 
discussions  were  had  and  annual  election  was  held. 
Dr.  T.  Y.  Dorwart,  Lexington,  is  the  new  president; 
Dr.  B.  W.  Pyle,  Gothenburg,  vice  president;  and  Dr. 
B.  .7.  Harvey,  Gothenburg,  secretary-treasurer. 

The  regular  meeting  of  the  Omaha- Douglas  County 
Medical  Society  was  held  in  the  Medical  Arts  audi- 
torium, December  8,  1936. 

Dr.  A.  E.  Bennett,  the  first  speaker  on  the  scientific 
program,  gave  a Report  of  Fever  Therapy  Research 
Project  at  the  University  of  Nebraska  College  of 
Medicine.  Dr.  Bennett  outlined  the  work  from  the 
beginning  of  the  project  up  to  the  present  time.  Dr. 
Bennett  introduced  the  next  speaker.  Dr.  Walter 
Simpson,  Director  of  the  Kettering  Institute  for  Medi- 
cal Research,  Miami  Valley  Hospital,  Dayton,  Ohio. 
Collaborator  with  Charles  F.  Kettering  in  the  de- 
velopment of  a method  for  artificial  production  of 
fever.  Dr.  Simpson  related  many  interesting  experi- 
ences in  the  development  of  the  modern  fever  therapy 
machine  and  also  showed  short  moving  picture  of 
the  various  improvements  since  the  experiment  wa.s 
started.  Drs.  Henry.  Wearne,  Luikart,  Sachs,  Ben- 
nett, and  Conlin  participated  in  the  discussion  of  Dr. 
Simpson’s  talk. 

After  the  meeting  members  adjourned  to  the  tea 
room  where  the  Ladies’  Auxiliary  served  a delicious 
lunch. 

The  program  for  the  meeting  of  January  12,  fol- 
lows: 

Dr.  Thomas  McCuidy:  Case  Report. 

Dr.  M.  F.  Gunderson:  “The  Epidemiology  of  Avian 
Botulism  in  Relation  to  Human  Botulism." 

Dr.  .7.  Dewey  Bisgard:  “The  Traumatic  Abdomen.” 


.A.  dietitian  calls  mince-pie  a polysachrid  carbo- 
hydrate of  high  caloric  efficiency.  That  is  what 
puts  the  buck  in  nightmares.— Wichita  Eagle. 
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Dr.  C.  Ilohert  Carlson,  Wauneta,  was  rtported  ill 
lately. 

Dr.  and  Mrs.  E.  C.  Henry,  Omaha,  spent  the  holiday 
in  Florida. 

Dr.  B.  C.  Pease  has  sold  his  interests  at  Shelton 
and  has  moved  to  Bennett. 

Dr.  C.  J.  Farmanack  has  located  at  Murdock  in 
succession  to  Dr.  L.  D.  Lee. 

Dr.  J.  E.  Olsson.  Lexington,  was  reported  ill  with 
pneumonia  early  last  month. 

Dr.  Frank  Hamilton,  Fidend,  suffered  a severe  at- 
tack of  erysipelas  last  month. 

Dr.  G.  \V.  McVey,  New  Haven,  Conn.,  visited  his 
parents  at  Haigler,  Christmas. 

Dr.  John  W.  King,  Hartington,  recently  underwent 
a sinus  operation  at  Sioux  City. 

Dr.  C.  H.  Swift,  and  daughters,  Crofton,  motored 
to  New  Orleans  for  a holiday  trip. 

The  Dr.  J.  Stanley  Welch  family,  Lincoln,  spent  the 
holidays  at  Pasadena  and  its  environs. 

Dr.  I.  L.  Smith.  Syracuse,  recently  undenvent  treat- 
ment in  the  hospital  at  Nebraska  City. 

Dr.  .1.  .1.  Bruce,  Madison,  is  taking  postgraduate 
work  in  New  Orleans.  Tulane  University. 

Dr.  and  Mrs.  A.  E.  Reeves,  Farnam,  are  spending 
a month  in  Florida  for  a well-earned  rest. 

Dr.  J.  P.  Lord,  Omaha,  is  spending  the  greater  part 
of  the  winter  at  Hotel  Seville,  Coral  Gables,  Florida. 

Dr.  G.  W.  Pugsley,  Bayard,  suffered  several  broken 
ribs  recently  in  a fall  from  a stepladder  in  his  office. 

Dr.  L.  H.  Hoevet.  Chadron.  and  Miss  Eunice  Peter- 
son, Omaha,  were  married  in  Omaha,  November  28, 
1936. 

Dr.  and  Mrs.  L.  R.  Peacock,  Chicago,  visited  the 
Peacock  parental  home  in  Omaha,  during'  the  holi- 
days. 

Dr.  and  Mrs.  A.  G.  Rasck,  Ainsworth,  have  returned 
from  a trip  to  Florida,  in  the  interest  of  Mrs.  Rasck’s 
health. 

Dr.  Miles  .7.  Breuer,  Lincoln,  in  the  weekly  health 
lecture  of  the  city  health  department,  spoke  on  Tuber- 
culosis. 

Dr.  A.  D.  Munger  was  elected  president  of  the  Lan- 
caster County  IMedical  society  at  the  recent  annual 
meeting. 

Dr.  Lester  Buis,  son  of  Dr.  and  Mrs.  John  Buis, 
Pender,  has  been  assigned  to  an  interneship  in  Indi- 
anapolis. 

The  recent  marriage  of  Dr.  Lloyd  Thompson,  West 
Point,  and  IMiss  Betty  Lou  Tapscott,  Greenfield,  Ind., 
is  announced. 

Dr.  Jay  .1.  Keegan,  Omaha,  spoke  before  the  Omaha 
League  of  Women  Voters  on  “City-County  Health 
■Consolidation.” 

At  the  Western  Surgical  Association  meeting  at 
Kansas  City,  recently,  Dr.  Alfred  Brown,  Omaha,  was 
reelected  treasurer. 

Dr.  George  Pugsley,  son  of  Dr.  and  Mrs.  G.  W.  Pugs- 
ley, Bayard,  is  serving  an  interneship  in  the  California 
hospital,  Los  Angeles. 

Dr.  M.  B.  McDowell,  Chadron,  visited  his  mother 
in  Los  Angeles  during  the  holidays.  He  went  on  an 
airliner  from  Cheyenne. 

Dr.  .1.  M.  Erman,  Omaha,  Surgeon  General  of  the 
Veterans  of  Foreign  Wars,  was  honored  at  a reception 
of  the  local  post,  recently. 

Dr.  Paul  Anderson,  recent  interne  at  the  LTniversity 
hospital  at  Omaha,  has  become  associated  with  Dr. 
J.  W.  Randell,  Marysville,  Kan. 

Dr.  Earl  C.  Sage,  Omaha,  spoke  on  Maternal  and 
Child  Health  before  the  department  of  child  welfare 
of  the  League  of  Women  Voters. 

A new  Swedish  Covenant  Hospital  Association  has 
been  organized  in  Omaha  to  take  over  the  Swedish 
Hospital  now  under  receivership. 

Dr.  and  Mrs.  W.  J.  Hemphill,  North  Loup,  spent 


the  Christmas  holidays  with  their  sons,  Drs.  Paul  and 
George  Hemphill,  at  Pawhuska,  Okla. 

Dr.  J.  W.  Duncan  and  sister  and  Di'.  and  iMrs.  W.  L. 
Sucha,  Omaha,  enjoyed  a three  weeks  motoi-  trip  to 
Mexico  City  during  the  holiday  season. 

The  Dr.  E.  L.  Hustead  family,  formerly  of  Scriljner, 
now  of  Los  Angeles,  visited  Scribner  and  other  Ne- 
braska friends  during  the  holiday  season. 

Dr.  .1.  A.  Trautman,  New  Orleans,^  United  States 
Marine  hospital,  recently  visited  Omaha  to  inspect  the 
fever  therapy  department  of  Clarkson  hospital. 

Dr.  E.  W.  Hancock,  Lincoln,  gave  the  regular  health 
lecture  before  the  city  health  department.  He  stressed 
the  study  and  control  of  childhood  tuberculosis. 

A fortietli  wedding  anniversary  (a  surprise)  was 
celebrated  in  honor  of  Dr.  and  Mrs.  W.  A.  Schreck, 
Bertrand,  December  29,  at  the  Hotel  Dale,  in  Holdrege. 

Dr.  F.  .1.  Mathews,  whose  home  was  at  Chadron 
and  who  went  to  Europe  to  complete  an  interneship 
which  included  an  European  scholarship,  died  abroad 
recently. 

Dr.  A.  L.  Miller,  former  Kimball  surgeon,  now  a 
member  of  the  Unicameral  Le.gislature,  presented  each 
member  of  the  Lions  club,  at  a recent  meeting,  with 
a large  grapefruit  from  his  fruit  farm  near  Browns- 
ville, Texas. 

The  Benthack  hospital,  Wayne,  the  enterprise  of 
Dr.  Walter  Benthack,  was  recently  opened  for  busi- 
ness. A spacious  residence  was  remodeled  and  equip- 
ped for  the  purpose. 

Dr.  Irving  S.  Cutter,  Chicago,  dean  of  Northwestern 
Medical  School,  has  been  named  medical  director  of 
the  North  Western  railroad  system.  This  will  not 
affect  his  deanship  of  the  medical  school. 

Dr.  H.  Winnett  Orr,  Lincoln,  and  Dr.  Arthur  Steind- 
ler,  Iowa  City,  orthopedic  surgeons,  visited  Mexico 
City  during  the  holidays  and  gave  papers  at  three 
different  medical  meetings.  Dr.  Orr  did  an  operation 
at  the  Mexico  City  General  hospital.  Each  was  hon- 
ored with  a certificate  of  Corresponding  Member. 

Dr.  Paul  Q.  Baker  has  taken  over  the  practice  of 
Dr.  E.  .1.  Mitchell  of  Scottsbluff.  Dr.  Mitchell  and 
family  sailed  from  Vancouver,  B.  C.,  January  9th,  on 
the  Empress  of  Japan  for  a world  tour.  They  will  visit 
the  Orient  and  the  interior  of  India.  At  Naples,  Dr. 
Mitchell  will  leave  the  party  and  go  to  Vienna  where 
he  will  take  post  graduate  w'ork.  Mrs.  Mitchell  and 
the  girls  will  continue  to  France  and  England.  Later 
Dr.  Mitchell  will  visit  the  Clinics  at  Edinburgh  and 
London.  They  plan  on  being  gone  four  to  six  months. 


BOOKS  REVIEWED 

ALLERGIC  DISEASES— THEIR  DIAGNOSIS  AND 
TREATMENT:  By  Ray  M.  Balyeat,  M.  A.,  M.  D., 
F.  A.  C.  P.,  4th  edition.  516  pages.  F.  A.  Davis  Com- 
pany, Philadelphia,  1936.  Price  $6.00. 

This  is  a book  intended  primarily  for  the  general 
practitioner,  rather  than  for  those  doing  special  work 
in  allergy.  Some  of  the  chapters  are  so  written  that 
the  book  will  have,  also,  a popular  appeal,  especially 
for  sufferers  of  some  phase  of  allergy. 

After  a short  historical  sketch,  the  author  presents 
concisely  and  in  a simple,  easy  readable  style,  most 
of  the  practical  points  for  the  diagnosis  and  treatment 
of  allergic  diseases.  The  author  has  purposely  omit- 
ted lengthy  theoretical  discussions  and  extensive 
references  to  the  literature. 

The  contents  of  the  book  are  arranged  in  forty-one 
chapters,  under  suitable  headings.  Included  are  131 
illustrations  such  as  charts,  tables  and  photographic 
plates.  The  index  is  ample. 

This  volume  sums  up  certain  investigations  and 
experiences  of  the  author,  who,  for  more  than  fifteen 
years  has  been  actively  engaged  in  the  diagnosis  and 
treatment  of  allergic  diseases.  The  diagnosis  and 
treatment  in  the  hands  of  the  author  are  discussed  in 
a concise  manner  and  the  inclusion  of  case  histories 
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adds  to  the  value  and  interest  of  this  book.  The 
preparation  and  standarization  of  materials  used  in 
the  specific  diagnosis  and  treatment  of  allergic  dis- 
eases are  not  dealt  with  in  sufficient  detail.  In  some 
chapters  too  much  space  is  devoted  to  simple,  well 
known  procedures:  for  instance,  four  pages  on  ma- 
terial and  steps  used  in  the  administration  of  adren- 
elin  chloride.  These  instructions  were  apparently 
written  for  the  patient  or  nurse  rather  than  the  phy- 
sician. The  first  half  of  the  book  deals  mostly  with 
hay  fever  and  asthma.  Special  emphasis  is  given 
the  therapeutic  value  of  the  intratracheal  use  of 
iodized  oil,  combined  with  the  eliminative  measures 
and  specific  desensitization  in  the  treatment  of  in- 
tractable asthma.  Allergic  dermatology,  migraine 
and  gastro-intestinal  allergy  are  given  considerable 
space. 

The  book  is  simple,  clear  and  practical,  and  since 
much  of  it  presents  the  author’s  vast  experience  in 
allergy  it  should  prove  of  definite  value  to  the  gen- 
eral practitioner,  to  whom  it  can  be  recommended. 

— O.  A.  Reinhard,  M.  D.,  (Lincoln). 


BOOKS  RECEIVED 

KAMA  SUTRA,  THE  SCIENCE  OF  LOVE,  by 
Mallinaga  Vatsyayana.  Translated  from  the  San- 
skrit by  Sir  Richard  Burton,  and 

THE  DOCTOR  AS  A MARRIAGE  ADVISER,  by 
Max  Hoden,  M.  D.  Introduced  by  Hanns  Heinz 
Ewers.  Illustrated  by  Mahlon  Blain.  Two  titles  in 
one  volume.  The  Medical  Press  of  New  York,  New 
York  City. 


ETHEREAL 

Give  a thought  to  Tillie  Green 
Cleaning  clothes  with  gasoline ; 

Ironing  board  was  nice  and  handy, 
Everything  was  fine  and  dandy. 

Made  electrical  connection 
Without  pause  for  calm  reflection — 
Suffered  sudden  sublimation ; 

Hence  the  end  of  this  narration. 

— The  Chemical  Bulletin. 


PROGNOSIS  IN  RENAL  CARCINOMA 
AND  CLINICAL  AND  PATHO- 
LOGIC DATA  AFFECTING  IT 

William  F.  Braasch  and  Miles  Griffin,  Roches- 
ter, i\Iinn.  {Journal  A.  M.  A.,  April  18,  1936), 
believe  that  as  an  index  to  prognosis  and  in  the 
interest  of  simplified  terminology  it  would  seem 
best  to  regard  all  malignant  tumors  of  the  renal 
cortex  as  carcinomas  and  to  grade  them  accord- 
ing to  the  degree  of  cellular  differentiation. 
From  a clinical  point  of  view,  carcinoma  of  the 
renal  cortex  may  be  divided  further  into  two 
groups  which  have  distinct  clinical  characteristics  ; 
namely,  adenocarcinoma  (hypernephroma)  and 
alveolar  carcinoma.  Although  there  may  be 
various  factors,  such  as  metastasis,  which  can 
modify  postoperative  results,  the  prognosis  us- 
ually will  conform  to  the  histologic  evidence  of 
malignancy.  Metastasis  occurs  most  frequently 
with  renal  tumors  of  the  higher  grades  of  malig- 
nancy and  may  be  present  without  causing  clin- 
ical evidence.  Lymphatic  extension  is  a frequent 
occurrence.  Metastasis  is  found  most  often  in 
the  lungs,  rather  infrequently  in  the  osseous  sys- 
tem. Although  the  progress  of  the  disease  in 
the  presence  of  pulmonary  metastasis  may  be  de- 
layed by  nephrectomy  and  irradiation  of  the 
lungs,  postoperative  results  indicate  that  the 
chance  for  recovery  is  so  slight  that  operation  is 
not  justified.  It  is  possible  that  the  roentgeno- 
graphic  evidence  of  pulmonary  metastasis  in  some 
of  the  few  cases  in  which  patients  were  reported 
as  having  recovered  was  incorrectly  interpreted. 
Calcification  of  tissues  in  cases  of  renal  adeno- 
carcinoma is  a frequent  occurrence  and  indicates 
a favorable  prognosis.  Urographic  evidence  of 
widespread  involvement  of  all  calices  and  of  the 
pelvis  indicates  a high  grade  of  malignancy  and 
a guarded  prognosis.  The  excretory  urogram 
will  give  accurate  information  with  regard  to  the 
presence  of  renal  neoplasm  in  a high  percentage 
of  cases.  Its  routine  use  should  be  more  frequent 
in  the  identification  of  abdominal  tumors.  Al- 
though clinical  data  suggest  that  suprarenal  ele- 
ments may  be  included  in  some  hypernephromas 
to  account  for  the  vascular  manifestations  such 
as  hypertension  and  telangiectasis,  neither  chem- 
ical analysis  of  the  tumors  nor  postoperative  clin- 
ical data  corroborate  such  an  assumption.  While 
the  size  of  the  tumor  alone  has  no  bearing  on 
the  late  postoperative  results,  nevertheless  a large, 
fixed  tumor,  together  with  a short  hitsory  and 
evidence  of  marked  toxemia  would  indicate  a bad 
prognosis  and  would  accordingly  render  the  ad- 
visability of  operation  questionable. 
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MODERN  CONCEPTS  OF  ROENTGEN 
THERAPY  IN  CANCER 

W.  Edward  Chamberlain,  Philadelphia  {Jour- 
nal A.  M.  A.,  Dec.  7,  1935),  tabulates  the  history 
of  roentgen  therapy  in  cancer  from  the  beginning 
(189G)  down  to  the  present  day.  In  spite  of  a 
better  knowledge  of  the  limitations  of  the  method, 
roentgen  therapy  is  being  used  more  extensively 
today  than  at  any  previous  time.  This  fact  alone 
is  sufficient  evidence  that  the  method  has  proved 
merit,  for  the  present  vogue  is  based  not  on  super- 
stition or  wishful  thinking  but  on  sound  knowl- 
edge and  proved  fact.  Improvements  in  appa- 
ratus, while  immensely  valuable,  have  had  small 
part  in  promoting  this  increasing  use  of  irradia- 
tion. The  important  advances  have  been  in  the 
knowledge  of  how  best  to  divide  the  dose,  how 
best  to  preserve  the  integrity  of  the  normal  tis- 
sues, and  how  large  a total  dose  to  administer  in 
a given  case.  These  are  the  advances  that  de- 
serve attention.  That  preoperative  irradiation  is 
still  in  its  experimental  stages,  few  will  deny. 
Perhaps  it  is  still  too  soon  to  include  it  as  one 
of  the  important  advances  in  the  present  state  of 
our  knowledge.  Nevertheless,  the  method  is 
growing  rapidly  in  favor  of  the  surgeon  and  there 
is  evidence  that  its  use  is  beginning  to  rest  on  a 
scientific  basis.  The  routine  employment  of  post- 
operative irradiation  has  always  rested  on  unsci- 
entific thinking.  To  the  thinking  radiologist  it 
has  often  seemed  that  since  radiologic  cure  rests 
on  tumor  cell  sensitivity  and  tissue  response  to 
irradiation  rather  than  on  the  numerical  count 
of  tumor  cells,  the  radiologist  who  can  “take  care 
of  the  residual  tumor  cells”  after  a surgical  oper- 
ation might  have  taken  equally  good  care  of  the 
entire  tumor,  especially  in  view  of  the  fact  that 
his  aim  is  better  and  his  therapy  less  hindered 
when  he  is  treating  a tangible  tumor,  not  an  in- 
tangible ghost.  The  author  is  not  advocating  the 
complete  scuttling  of  all  forms  of  postoperative 
irradiation  in  every  case.  Neither  is  he  advo- 
cating the  abandonment  of  surgery  in  favor  of 
irradiation  in  carcinoma.  He  does  feel,  however, 
that  the  decreasing  emphasis  on  routine  post- 
operative irradiation  is  evidence  of  progress,  to- 
ward the  substitution  of  correct  thinking  for 
poorly  founded  superstition.  Under  unsolved 
problems  for  the  future  he  discusses  two  ques- 
tions; 1.  Will  the  use  of  higher  voltages  and 
thicker  filters  (i.  e.,  shorter  wavelengths)  in- 
crease the  percentage  of  five-year  cures?  2.  Can 
surgery  prevent  the  late  recurrences  of  tumors 
that  have  apparently  completely  regressed?  To- 
day the  radiologist  and  the  surgeon  stand  face 
to  face,  each  in  need  of  the  other’s  help,  each 


ready  to  do  his  proper  share  of  the  work  of  com- 
bating cancer.  The  radiologist  is  just  as  anxious 
to  avoid  taking  human  life  by  depriving  a pa- 
tient of  the  benefits  of  properly  indicated  surgery 
as  the  surgeon  is  anxious  to  avoid  the  futile 
mutilation  of  a patient  who  might  better  be  treat- 
ed by  irradiation.  Their  brotherhood  is  made 
more  complete  by  their  common  knowledge  that 
neither  has  the  final  answer  to  the  cancer  prob- 
lem : that  real  cooperation  between  physician,  sur- 
geon, pathologist  and  radiologist  constitutes  the 
best  armamentarium  in  the  present-day  battle 
with  cancer. 


THE  AUTONOMIC  NERVOUS  SYSTEM: 
ESSENTIAL  ANATOMY 

Albert  Kuntz,  St.  Louis  {Journal  A.  M.  A., 
Feb.  1,  1936),  states  that  the  autonomic  nervous 
system  consists  of  the  ganglions  that  are  anatom- 
ically and  functionally  connected  with  the  cen- 
tral nervous  system  through  the  visceral  efferent 
components  of  the  cerebral  and  spinal  nerves, 
and  the  nerves  that  arise  in  these  ganglions.  The 
autonomic  nervous  system  may  be  divided  into 
( 1 ) the  cranial  division,  which  is  connected  with 
the  brain  stem  through  preganglionic  compon- 
ents of  the  third,  seventh,  ninth,  tenth  and 
eleventh  cranial  nerves,  (2)  the  thoracolumbar 
division,  which  is  connected  with  the  spinal  cord 
through  preganglionic  components  of  the  thoracic 
and  first  and  second  lumbar  spinal  nerves,  and 
(3)  the  sacral  division,  which  is  connected  with 
the  spinal  cord  through  preganglionic  compon- 
ents of  the  second,  third  and  fourth  sacral 
nerves.  The  author’s  discusssion  of  the  essential 
anatomy  of  the  autonomic  nervous  system  entails 
the  sympathetic  system,  the  parasympathetic  sys- 
tem, the  ratio  of  ganglionic  to  preganglionic  neu- 
rons, the  central  autonomic  centers  and  conduc- 
tion pathways,  the  visceral  reflex  arcs  and  the 
anatomic  basis  of  surgery  involving  autonomic 
nerves. 


IN  NO  HURRY 

Little  John:  “But  why  did  the  doctor  bring 
me  a baby  sister  when  he  knew  I wanted  a 
brother?” 

Big  Ben : “Why,  he  said  he  happened  to  be 
out  of  boys.” 

Little  John:  “Shucks,  I could  have  waited  a 
few  weeks  longer.” 


Jones — “Is  your  son  out  of  danger  at  the  hos- 
pital yet,  Mr.  Brown?” 

Brown — “Not  yet.  The  doctor  is  going  to 
make  two  or  three  more  visits.” 
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MEDICAL  ASPECTS  OF  TUBERCULOSIS 

MAX  FLEISHMAN,  M.  D., 

Resident  Physician,  Tuberculosis  Division,  Douglas  County  Hospital, 

Omaha. 


A disease  which  still  exacts  70,000  deaths  an- 
nually in  the  United  States,  which  incapacitates 
about  700,000  of  our  citizens,  and  which  is  present 
as  a latent  infection  in  millions  of  others  should 
receive  considerable  attention  from  the  medical 
profession.  The  statements  emanating  from  cer- 
tain public  health  workers  and  statisticians  to  the 
effect  that  tuberculosis  is  one  of  the  major  dis- 
eases already  under  control  is  by  far  too  optimis- 
tic. Not  until  there  is  discovered  a specific  cure 
for  this  disease  may  we  become  so  bold  as  to  pre- 
dict its  eradication.  Even  then  we  will  have  to 
proceed  with  caution,  for,  while  we  have  in  arse- 
nic, mercury,  and  bismuth  a specific  cure  for 
syphilis,  no  one  will  claim  that  syphilis  is  under 
control. 


Fortunately,  tuberculosis  has  already  passed 
through  the  stage  now  planned  for  syphilis.  It 
is  no  longer  considered  to  be  a disgrace  to  have 
tuberculosis.  The  fight  against  it  is  being  waged 
out  in  the  open.  The  greatest  progress  in  com- 
bating the  white  plague  has  been  made  in  the 
last  three  decades,  aided  in  a large  measure  by 
extensive  publicity  and  other  educational  methods. 

People  are  beginning  to  learn  that  unusual  fa- 
tigue, excessive  loss  of  weight,  persistent  cough, 
frequent  “colds,"  recurring  pains  in  the  chest, 
night-sweats,  blood-spitting,  and  attacks  of 
hoarseness  are  not  symptoms  of  minor  signifi- 
cance, to  Ife  disregarded  unless  the  patient  be- 
comes so  weak  that  he  cannot  stand  on  his  feet. 
They  are  going  to  their  doctor  soon  after  devel- 
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oping  tliese  symptoms,  and  if  the  latter,  after  a 
superficial  examination,  attempts  to  minimize  the 
complaints,  they  are  themselves  asking  about  the 
advisability  of  having  an  x-ray  examination  of 
the  lungs. 

This  procedure  is  being  followed  by  the  more 
intelligent  laymen.  Forced  progress  of  the  phy- 
sician by  the  demands  of  his  intelligent  patients  is 
not  unusual.  On  the  other  hand,  failure  on  the 
part  of  the  physician  to  make  a thorough  study 
of  the  patient,  including  x-ray  examination,  when 
there  are  any  symptoms  that  might  be  caused  by 
pulmonary  pathology,  merely  because  the  patient 
fails  to  ask  for  x-ray  check-up,  is  a reflection  on 
the  entire  medical  profession. 

It  is  every  bit  as  essential  to  get  an  x-ray  film 
of  the  chest  in  the  face  of  chronic  cough  or 
hemoptysis,  as  it  is  to  get  an  x-ray  film  of  a 
fractured  bone.  The  courts  already  recognize 
omission  of  the  latter  as  negligence. 

Different  patients  have  been  treated  for  in- 
volvement of  every  organ  in  the  body,  with  only 
delayed  recognition,  if  ever,  of  the  fact  that  the 
involvement  was  a secondary  complication  or  re- 
fle.x  manifestation  of  pulmonary  tuberculosis. 
The  picture  of  tuberculosis  as  being  a generalized 
disease,  with  its  primary  focus  usually  located  in 
the  lungs,  but  with  potential  complications  involv- 
ing any  or  every  organ  in  the  body,  is  a picture 
that  should  be  impressed  on  the  mind  of  every 
physician. 

With  this  picture  in  mind,  the  physician  will 
think  of  tuberculosis  whenever  he  has  a puzzling 
case,  and  if  all  physicians  are  on  the  lookout  for 
tuberculosis,  the  day  may  yet  arrive  when  only 
a small  percentage  of  these  cases  will  be  in  the 
far-advanced  stage  when  treatment  is  started,  in- 
stead of  about  75  per  cent,  as  at  present.  The 
earlier  the  diagnosis  is  made,  of  course,  the  better 
is  the  patient’s  chance  for  complete  recovery.  The 
early  case  has  less  destructive  changes  in  his 
lungs,  and  no,  or  fewer  complications  in  other 
organs. 

When  the  diagnosis  of  pulmonary  tuberculosis 
is  made  in  a given  case,  it  should  not  be  looked 
upon  as  a death  warrant,  nor  is  it  absolutely  es- 
sential for  the  patient  to  change  climate  in  order 
to  get  well.  Proper  treatment  in  any  clime  is  of 
far  greater  importance  than  any  specific  climate. 
In  other  words,  proper  treatment  in  the  patient’s 
home  environment,  within  the  scope  of  his  fi- 
nancial means,  is  of  vastly  greater  benefit  than 
any  climate,  enjoyment  of  which  would  place  a 
considerable  financial  burden  on  the  patient,  with 
resultant  mental  disquiet. 


The  fundamental  principle  in  the  treatment  of 
tuberculosis  is  rest,  chiefly  physical  rest ; but  men- 
tal rest  is  also  essential.  A diseased  lung,  like 
a fractured  bone,  heals  more  rapidly  if  put  at 
rest.  Absolute  rest  in  bed  decreases  body  meta- 
bolism, decreases  oxygen  consumption,  decreases 
the  work  of  the  lung.  Unfortunately  the  layman, 
and  some  physicians,  fail  to  realize  what  is  meant 
by  complete  rest.  They  feel  that  if  the  patient 
gives  up  his  job  and  loafs  around  the  house,  ly- 
ing down  for  an  hour  or  so  whenever  he  feels 
fatigued,  he  is  getting  sufficient  rest.  This  is  en- 
tirely inadequate.  Any  tuberculous  patient  with 
a persistent  temperature  above  98. G degrees,  or  a 
pulse  rate  above  90  per  minute,  should  remain  in 
bed,  washing  in  bed,  and  using  a bed-pan.  It  is 
important  that  the  temperature  be  taken  in  the 
afternoon  or  evening,  as  most  cases  will  show  the 
maximum  daily  temperature  at  this  time. 

It  is  advisable  for  every  case,  especially  those 
past  the  minimal  stage,  to  spend  some  time  in  a 
sanatorium  in  order  to  learn  just  what  the  routine 
of  the  rest  cure  includes.  A relatively  few  pa- 
tients, who  have  never  been  away  from  home, 
may  not  be  able  to  adapt  themselves  to  sanatorium 
life,  but  for  most  patients  the  freedom  from  fam- 
ily worries  and  bickerings  is  a distinct  advantage. 
It  is  far  easier  to  take  the  cure  in  an  institution, 
where  everyone’s  routine  is  the  same ; meal-time, 
rest-hour,  recreation  period,  visiting-day,  bed- 
time, etc.,  than  it  would  be  at  home,  with  friends 
or  relatives  failing  to  understand  the  importance 
of  rest  and  regularity,  particularly  when  the  pa- 
tient has  begun  to  improve  and  looks  well.  They, 
and  many  times  the  patient,  himself,  fail  to  recog- 
nize the  importance  of  increasing  the  amount  of 
exercise  gradually,  so  as  not  to  overtax  the  heal- 
ing lung. 

Another  advantage  of  sanatorium  treatment, 
and  this  is  becoming  more  and  more  apparent 
from  the  standpoint  of  public  health  and  prevent- 
ive medicine,  is  the  isolation  of  the  open  case  of 
tuberculosis,  the  case  with  tubercle  bacilli  in  his 
sputum.  Great  progress  has  been  made  in  the 
struggle  against  tuberculosis,  and  there  has  been 
a tremendous  decrease  in  its  annual  mortality 
rate,  but  I am  firmly  of  the  opinion  that  before 
this  disease  is  eradicated,  health  statutes  permit- 
ting compulsory  isolation  of  open  cases  in  insti- 
tutions for  the  treatment  of  tuberculosis  will  be 
essential. 

Rest,  fresh  air,  and  nourishing  food  comprise 
the  years-old  triad  of  basic  principles  for  the 
treatment  of  tuberculosis,  to  which  sunshine  is 
sometimes  added  as  a fourth  principle.  Rest  has 
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already  been  mentioned.  About  fresh  air,  it  may 
be  emphasized  that  to  be  fresli,  air  need  not  nec- 
essarily be  cold.  I am  not  at  all  in  favor  of 
keeping  a patient  out  on  a porch  in  weather 
such  as  we  have  had  during  this  January  in 
Nebraska,  in  order  to  insure  his  getting  plenty 
of  fresh  air.  Such  a patient’s  metabolism  must 
be  increased  to  keep  bis  body  warm,  adding  an 
extra  burden  on  his  lungs.  There  is  also  the  dis- 
advantage of  exposing  the  patient  to  drafts, 
which,  I feel,  act  to  reduce  his  resistence.  In  the 
sick-room,  one  must  be  careful  that  the  heated 
air  in  winter  does  not  become  too  dry.  Regula- 
tion of  the  amount  of  moisture  in  the  air  is  de- 
sirable, if  it  can  be  arranged.  Changing  to  a dry 
climate  is  of  considerable  benefit  to  those  cases 
who  have  greatly  increased  cough  and  chest-pains 
in  damp  weather. 

By  nourishing  diet  is  meant  a diet  which  in- 
cludes simple  foods,  easily  digested.  It  does  not 
mean  a superabundance  of  milk,  eggs,  or  con- 
coctions such  as  egg-nogs,  rich  in  carbohydrate 
and  fat,  and  almost  sure  to  destroy  the  patient’s 
appetite  if  taken  over  a long  period  of  time. 

Some  patients  have  been  given  two  quarts  of 
milk  to  drink  daily,  or  half  a dozen  eggs  to  eat 
daily.  Many  in  the  latter  group  after  a while  get 
so  that  they  ‘‘can’t  look  an  egg  in  the  face.”  The 
excessive  drinkers  of  milk  or  of  milk  preparations 
soon  lose  all  appetite  for  food.  Goat-milk,  while 
claimed  to  produce  a smaller  curd  than  does  cow’s 
milk  and  thus  be  more  easily  digestible,  has  not 
been  proved  to  be  of  any  particular  advantage  in 
the  treatment  of  tuberculosis. 

Patients  with  symptoms  of  intestinal  tubercu- 
losis : marked  anorexia,  nausea,  abdominal 

cramps,  usually  diarrhea,  but  occasionally  consti- 
pation, should  not  be  given  much  in  the  way  of 
fruits,  roughage,  or  excessive  carbohydrate  diet. 
They  are  sometimes  relieved  by  the  application  of 
heat  to  the  abdomen,  sometimes  benefited  by 
ultra-violet  ray,  or  the  administration  of  calcium 
plus  cod  liver  oil  and  tomato  juice.  Powdered 
opium  is  the  best  pain  reliever  in  these  cases. 

For  years  cod  liver  oil  has  been  prescribed  for 
tuberculous  patients.  If  it  does  not  impair  the 
patient's  appetite,  it  is  worth  giving  both  for  its 
food  value  and  its  vitamin  content.  There  are 
other  preparations  on  the  market,  containing  a 
number  of  different  vitamins,  including  A,  B,  C, 
D,  and  G,  and  some  minerals,  such  as  iron,  cal- 
cium, and  phosphorus,  put  up  in  malt  extract. 
These  preparations  are  quite  palatable,  and  fre- 
quently stimulate  waning  appetites. 


Sunshine  is  of  great  benefit  in  tuberculosis  of 
bone,  lymphatic  glands,  the  larynx,  the  intestines, 
and  the  urogenital  tract ; is  possibly  of  some  ben- 
efit in  fibrotic  pulmonary  involvement;  but  is 
definitely  harmful  in  the  exudative  type  of  pul- 
monary tuberculosis.  Probably  more  cases  have 
been  harmed  by  indiscriminate  exposure  to  sun- 
light than  have  been  benefited  by  it.  Two  factors 
are  involved : ultra-violet  ray  and  air-bath.  Ultra- 
violet ray  can  be  administered  by  a lamp,  with 
even  better  control  of  dosage  than  is  possible  with 
natural  heliotherapy,  which  is  affected  by  the 
presence  of  clouds  in  the  sky. 

Lamp  treatment  is  best  given  for  only  a few 
minutes  daily,  so  as  not  to  tan  the  skin.  A deep- 
ly tanned  skin  fails  to  absorb  the  ultra-violet 
rays  as  effectively  as  one  that  is  not  tanned. 
Ordinarily  the  body  is  exposed  from  the  feet  up 
to  the  chest,  first  the  front  and  then  the  back, 
for  one  minute  daily.  Then  the  time  is  increased 
by  one  minute  every  four  or  five  days,  up  to  a 
total  of  five  or  six  minutes  daily.  The  eyes  must 
be  protected  by  a shield,  to  prevent  a conjunc- 
tivitis. 

If  rest  in  bed  has  been  successful  in  restoring 
the  patient’s  temperature  and  pulse  rate  to  nor- 
mal limits,  if  his  cough  and  expectoration  have 
abated,  if  his  appetite  has  improved,  indigestion 
disappeared,  strength  returned,  and  physical  signs 
in  his  lungs  decreased,  exercise  may  be  resumed. 
At  first,  this  will  be  limited  to  getting  out  of  bed 
and  sitting  on  a chair  for  five  minutes.  The  pa- 
tient should  not  be  dismayed  if  he  is  unable  to 
stand  on  his  feet  the  first  time  or  two  that  he 
gets  out  of  bed  after  a period  of  complete  rest. 
His  strength  will  return  quickly  after  a few  days, 
and  he  may  soon  be  allowed  up  for  two  or  three 
five-minute  periods. 

Next  he  may  be  wheeled  to  the  bath-room  once 
a day,  later  twice  a day,  still  later  as  often  as  he 
needs.  Meanwhile  he  is  permitted  to  walk 
around  the  room  a little,  later  to  the  bathroom. 
Next  he  is  permitted  to  get  up  to  wash  in  the 
morning.  Then  he  is  allowed  to  sit  up  at  a table 
in  his  room  for  one  meal  daily,  or  in  the  dining- 
room if  it  is  not  far  away:  later  for  two  meals, 
the)i  three.  If  the  i)atient  stands  this  amount  of 
exercise  satisfactorily,  he  is  next  assigned  to  mak- 
ing his  own  bed  each  morning.  After  this  he  may 
do  odd  light  jobs  around  the  house.  If  the 
weather  is  favorable,  he  may  start  taking  walks 
out-of-doors,  lasting  five  minutes  at  first,  and  in- 
creasing by  that  amount  every  four  or  five  days 
until  he  walks  half  an  hour  at  a time.  Then  walks 
twice  daily  may  be  taken,  up  to  one  hour  a day. 
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Tlic  temperature  and  pulse  must  be  taken  reg- 
ularly, also  patient’s  weight  recorded.  If  the 
two  former  are  elevated  or  if  there  is  a loss  in 
weight,  the  amount  of  exercise  must  be  dropped 
a few  stages,  then  increased  more  slowly.  Dur- 
ing all  this  time,  the  patient  must  get  a good 
night’s  rest,  from  9 p.  m.  to  7 a.  m.,  must  un- 
dress and  slee])  from  1 to  3 p.  m.  daily,  and 
should  rest  in  the  morning',  too,  if  at  all  fatigued. 
W hen  a patient  is  symptom-free,  can  stand  four 
to  five  hours  of  exercise  daily,  and  his  lesion  is 
fibrotic,  and  his  sputum  negative,  he  is  considered 
ready  to  leave  the  sanatorium. 

A frequent  complication,  one  that  frightens  the 
])atient  and  his  relatives  more  than  any  other 
complication,  is  hemoptvsis.  This  is  of  two  types. 
In  one  the  tuberculous  process  erodes  into  a 
blood-vessel,  causing  a profuse  hemorrhage.  In 
the  other  there  is  more  of  an  oozing  than  a 
frank  hemorrhage,  probably  due  to  some  change 
in  the  coagulability  of  the  blood.  In  women  dur- 
ing menstruation,  there  has  been  shown  to  be  a 
lessening  of  the  coagulating  power  of  the  blood. 
Some  tuberculous  women  at  the  beginning  of 
their  men.strual  period  very  frequently  will  ex- 
])ectorate  blood-tinged  sputum,  showing  that  the 
decreased  coagulability  of  the  blood  may  permit 
escape  of  blood  through  the  fine  puhuonar}'  capil- 
laries. Hemorrhage  of  this  second  type  occurs 
most  fre(|uently  during  the  rainy  weather  each 
spring  and  fall,  giving  rise  to  the  theory  that 
some  meteorological  condition  lessens  the  ability 
of  the  blood  to  coagulate.  Hemorrhage  from  ero- 
sion of  a blood-vessel  may,  of  course,  come  at 
any  time. 

The  great  danger  in  hemoptysis  is  not  from  the 
loss  of  blood.  Immediate  death  of  the  patient 
ensues  only  in  case  a large  blood-vessel  is  eroded, 
and  even  in  these  cases,  death  is  caused  most  often 
by  asphyxia,  due  to  the  blood  clotting  in  the 
trachea  and  bronchi,  or  by  air  embolus,  through 
the  entrance  of  air  into  the  blood-vessel,  rather 
than  by  blood  loss.  The  figures  frequently  given 
are  that  three  per  cent  of  tuberculous  patients 
who  have  hemorrhage  from  the  lungs  die  immedi- 
ately. In  my  experience  it  has  been  somewhat 
higher,  as  high  as  ten  per  cent  in  some  years. 

The  more  frequent  danger  in  hemoptysis  is  the 
aspiration  of  blood  and  mucus  containing  tubercle 
bacilli  into  previously  healthy  areas  of  the  lungs, 
hor  that  reason  in  a case  of  hemoptysis  one  should 
not  attempt  to  check  the  cough  impulse  complete- 
ly. A broncho-pneumonia  will  almost  inevitably 
result,  if  that  is  done.  The  impulse  to  cough 
should  be  checked  bv  codeine,  in  half-grain  doses 


by  hypodermic  injection,  rather  than  by  the  use 
of  morphine.  Sucking  on  cracked  ice  enables 
some  patients  to  inhibit  cough.  The  use  of  vaso- 
dilators. like  amyl  nitrite  or  nitroglycerine,  is  of 
little  or  no  value.  The  application  of  an  ice-bag 
to  the  chest  may  be  of  some  value  in  cases  of 
oozing,  but  it  should  not  be  used  if  it  chills  the 
patient.  Raising  the  back-rest  of  the  bed,  or 
propping  up  the  patient  by  any  means,  enables  him 
to  control  his  cough  better.  Injections  of  para- 
thyroid extract  plus  the  administration  of  cal- 
cium. in  order  to  increase  the  mobilization  of 
blood-calcium  and  thereby  increase  blood  coagula- 
bility has  its  advocates,  but  is  not  a generally 
accepted  procedure.  There  is  as  yet  no  known 
hemostatic  of  proved  merit  in  cases  of  hemop- 
tysis. 

The  best  means  at  our  disposal  to  stop  hemop- 
tysis is  artificial  pneumothorax,  in  cases  where 
there  is  a satisfactory  pleural  space  around  the 
bleeding  lung.  Where  such  a space  is  not  avail- 
able. contralateral  pneumothorax  and  pneumo- 
peritoneum have  been  advised.  In  the  former 
case  it  is  hoped  by  forcing  over  the  mediastinum 
to  get  sufficient  relaxation  and  compression  of 
the  diseased  lung  to  check  the  hemorrhage.  In 
the  other  case  it  is  hoped  to  compress  the  lung 
by  raising  the  diaphragm  from  below.  Neither 
of  these  latter  two  procedures  is  used  to  any 
great  extent.  More  often,  when  pneumothorax 
on  the  involved  side  is  unsuccessful,  is  paralysis 
of  the  diaphragm  by  an  operation  on  the  phrenic 
nerve  of  the  affected  side  resorted  to. 

Healing  of  extensive  lesions  may  be  hastened 
by  collapse,  which  puts  the  diseased  lung  at  rest 
and  lessens  the  production  of  toxic  products  that 
are  being  disseminated  from  the  lung  throughout 
the  body  via  the  blood-stream.  Every  lesion 
which  has  progressed  to  cavitation  should  be  col- 
lapsed. Only  a very  small  percentage  of  tuber- 
culous pulmonary  cavities  heal  spontaneously  on 
rest  treatment  alone.  The  cavity  serves  as  a 
breeding-ground  for  tubercle  bacilli,  constantly 
menacing  healthy  areas  of  the  patient’s  lungs, 
and  also  endangering  those  who  come  in  contact 
with  the  patient.  Likewise,  most  pulmonary  hem- 
orrhages come  from  cavities. 

Pneumothorax  is  generally  the  first  method  of 
treatment  used  in  an  attempt  to  collapse  a lung. 
Mdien  there  are  no  pleural  adhesions  (due  to  co- 
hesion of  the  parietal  and  visceral  layers  of  pleura 
subsequent  to  preceding  attacks  of  pleurisy) 
pneunothorax  gives  the  greatest  obtainable 
amount  of  lung  collapse.  Even  when  some  pleural 
adhesions  are  present,  it  mav  yet  be  possible  to 
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, get  a limited  collapse  of  sufficient  degree  to  yield 
I a satisfactory  clinical  result.  A complete  collapse 
I of  the  lung  is  not  always  essential,  nor  is  it  al- 
ways desirable.  When  the  mediastinum  is  not 
I fixed,  before  the  lung  collapses  completely  there 
r is  a displacement  of  the  mediastinum  to  the  op- 
I posite  side,  with  collapse  of  the  contralateral 
lung.  This  may  cause  respiratory  embarrass- 
I ment ; or  displacement  of  the  heart  and  large 
I vessels  may  cause  cardio-vascular  embarrassment, 

' evidenced  by  tachycardia,  dyspnea,  restlessness, 
I and  anxiety.  Cardio-vascular  embarrassment  is 
noticed  most  frequently  in  elderly  patients,  espe- 
I cially  when  they  are  treated  on  the  left  side.  Fre- 
I quently  when  an  extensive  collapse  is  maintained, 
the  patient  may  lose  his  appetite  and  lose  weight, 
I in  spite  of  improvement  in  other  respects. 

(Practically  every  pneumothorax  case  at  some 
time  or  other  during  the  course  of  treatment  de- 
velops pleural  effusion  on  the  side  treated.  In 
many  cases  this  is  so  small  in  amount  that  it  is 
3 detected  only  on  routine  fluoroscopy.  In  most 
cases  the  effusion  will  be  absorbed  spontaneously. 
In  some  instances  the  fluid  will  be  present  in  great 
enough  quantity  almost  to  fill  the  pleural  space, 
necessitating  aspiration  of  the  effusion,  with  re- 
placement by  air.  If  the  fluid  is  permitted  to  re- 
main, there  may  be  an  expansion  of  the  lung  and 
gradual  adhesion  of  the  lung  to  the  chest  wall, 
starting  at  the  costo-phrenic  sulcus  and  extending 
upward.  This  results  in  loss  of  the  pleural  space. 

A more  dangerous  sequel  of  pleural  effusion 
is  infection  of  the  fluid,  resulting  in  empyema. 
A tuberculous  empyema  may  not  be  very  serious, 
giving  rise  to  no  absorption  of  toxins  through  the 
greatly  thickened  pleura.  This  type  of  empyema 
may  be  left  alone,  or  the  purulent  exudate  may  be 
aspirated  and  replaced  with  air. 

Pyogenic  infection  of  an  effusion  is  much  more 
serious.  If  the  secondary  organism  is  not  very 
virulent,  the  condition  may  be  treated  like  the 
tuberculous  empyema.  If,  however,  the  organ- 
ism is  virulent,  the  purulent  exudate  must  be  re- 
moved, either  by  intermittent  aspiration,  or  by 
drainage,  the  latter  by  either  the  closed  or  the 
open  method.  Open  drainage  by  thoracotomy, 
with  or  without  rib  resection,  is  not  done  if  it 
can  be  avoided,  as  it  will  require  extensive  thor- 
acoplastic  surgery  later  to  close  the  empyema 
cavity.  Closed  drainage  through  a tube  inserted 
by  means  of  trocar  and  cannula  should  be  at- 
tempted first. 

Recently,  effusions  and  empyemas  have  been 
aspirated  and  replaced  by  oil.  Early  investigators 


maintained  that  all  oils  acted  as  foreign  bodies, 
irritating  the  pleura.  However,  a greatly  thick- 
ened pleura  is  less  sensitive,  and  may  tolerate  the 
oil.  Formerly  vegetable  oils,  such  as  gomenol, 
were  used.  Now  mineral  oil  is  being  used,  with 
or  without  an  added  antiseptic  agent. 

Where  there  are  many  pleural  adhesions,  pneu- 
mothorax cannot  be  used.  However,  if  these  ad- 
hesions are  like  thin  bands  or  cords,  they  may  be 
severed,  allowing  better  collapse  of  the  lung.  This 
process  is  called  pneumolysis,  and  may  be  done 
by  the  open  or  the  closed  method.  In  the  open 
method,  through  a rib  resection  the  parietal  pleura 
is  incised  and  the  pleural  adhesions  ligated  and 
cut  under  direct  observation.  In  the  closed  meth- 
od, a thoracoscope  is  introduced  through  the  chest 
wall  into  the  pleural  space  by  means  of  a trocar 
and  cannula,  the  adhesions  are  located,  and  then 
cauterized  by  an  electrical  current. 

Formerly  only  unilateral  cases  were  treated 
by  pneumothorax.  Now  bilateral  cases  are  so 
treated,  either  alternately  or  simultaneously.  Fre- 
quently, when  the  side  with  the  major  lesion  is 
treated,  both  sides  improve,  making  it  unnecessary 
to  treat  the  second  side.  Or  if  both  sides  need 
treatment,  and  there  is  a free  pleural  space  only 
on  one  side,  that  side  is  treated  by  pneumothorax, 
and  the  other  side  by  paralysis  of  the  diaphragm, 
through  an  operation  on  the  phrenic  nerve.  When 
both  lungs  are  collapsed  by  pneumothorax,  only 
a moderate  collapse  is  maintained,  so  there  is  no 
respiratory  embarrassment. 

Puncture  of  the  lung  by  the  needle  during 
treatment,  especially  the  first  few  treatments,  is 
fairly  common.  The  patient  may  expectorate 
some  blood  immediately,  or  within  a few  hours. 
Usually,  little  blood  is  lost.  Less  danger  from 
this  accident  results  from  hemorrhage  than  from 
the  development  of  air  embolus  or  traumatic 
pneumothorax.  Air  embolus  is  caused  by  the 
entrance  of  air  into  a pulmonary  vein  and  its 
transmission  through  the  heart  to  the  cerebral 
arteries.  It  may  result  in  tremors,  paralysis,  un- 
consciousness, or  even  immediate  death  through 
failure  of  the  respiratory  center  in  the  medulla. 
Fortunately  it  occurs  only  rarely.  I have  had 
only  one  such  fatal  case  in  over  6,000  pneumo- 
thorax treatments.  So-called  cases  of  pleural 
shock  are,  I believe,  either  ordinary  cases  of  syn- 
cope, or  mild  cases  of  air  embolism. 

Traumatic  pneumothorax  is  caused  by  puncture 
of  the  lung  or  by  tearing  a pleural  adhesion,  re- 
sulting in  a broncho-pleural  fistula.  Sometimes 
the  opening  soon  becomes  sealed,  and  very  little 
harm  results.  In  other  cases,  there  may  be  a ball- 
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valve  mechanism,  permitting  the  entrance  of  air 
into  the  pleural  space  during  inspiration,  but  pre- 
venting its  exit  during  expiration.  A high  pleural 
pressure  results,  collapsing  the  lung  completely, 
or  as  completely  as  pleural  adhesions  permit,  and 
displacing  the  mediastinum,  if  it  is  mobile,  far 
over  to  the  opposite  side.  Aspiration  of  air,  either 
intermittently  or  continuously,  may  relieve  the  sit- 
uation until  the  opening  becomes  sealed.  Fre- 
quently, however,  effusion  and  empyema  develop, 
with  rapidly  fatal  consequence  in  spite  of  surgical 
treatment  of  the  empyema. 

Sometimes  air  escapes  through  the  needle  punc- 
ture wound  in  the  chest  wall  into  the  surrounding 
subcutaneous  tissue.  This  localized  subcutaneous 
emphysema  is  usually  small  in  amount,  becomes 
absorbed  in  a few  days,  and  is  of  little  conse- 
quence. Occasionally,  however,  following  a tear 
of  the  lung,  air  escapes  into  the  interstitial  tissue 
of  the  lung  and  travels  along  the  blood-vessels  to 
the  hilum.  There  it  ascends  in  the  mediastinum 
up  to  the  neck,  and  next  travels  up  into  the  face, 
and  down  over  the  chest  and  arms.  In  severe 
cases,  the  entire  body  balloons  up  and  death  en- 
sues in  a couple  of  days.  Early  incisions  above 


the  clavicle  may  permit  the  escape  of  air,  and  pre- 
vent the  fatal  outcome. 

I have  taken  up  as  much  or  more  space  de- 
scribing the  complications  of  pneumothorax,  as 
I have  in  discussing  the  treatment  itself.  How- 
ever, compared  to  the  great  value  of  the  treat- 
ment, the  number  of  cases  in  which  serious  com- 
plications develop  is  almost  infinitesimal.  Like- 
wise, the  percentage  of  untreated  cases  that  pro- 
gress is  far  greater  than  the  percentage  of  cases 
so  treated  that  develop  harmful  complications. 
The  value  of  pneumothorax  is  so  outstanding 
that  it  is  used  in  every  medical  center  in  the 
country  where  tuberculosis  is  treated. 

In  closing  I wish  to  reemphasize  the  need  for 
the  x-ray,  both  in  diagnosing  and  treating  tuber- 
culosis. Given  a case  with  a definite  diagnosis 
( positive  sputum ) one  will  be  unable  to  prescribe 
proper  treatment  without  roentgenological  evi- 
dence of  the  type  and  extent  of  pathology  pres- 
ent. Serial  x-ray  films  will  be  necessary  to  de- 
termine the  effectiveness  of  the  treatment  used 
in  the  particular  case.  Frequent  fluoroscopy  is 
indispensable  in  pneumothorax  treatment. 


CHILDHOOD  TUBERCULOSIS* 

J.  HARRY  MURPHY,  A.  B.,  A.  M.,  M.  D., 
Omaha. 


The  tuberculosis  problem  presents  two  phases, 
namely  the  management  of  the  individual  case  ill 
with  tuberculosis  and  the  broad  aspect  of  its  early 
recognition  and  prevention  of  spread. 

In  the  latter  group  we  find  our  greatest  hope, 
for  the  eventual  control  of  tuberculosis.  Its  early 
recognition  presupposes  both  the  diagnosis  of  the 
primary  infection  and  the  early  diagnosis  of  the 
reinfection.  And  the  majority  of  these  patients 
range  in  age  from  birth  to  15  years,  or,  possibly 
through  adolescence.  The  age  of  primary  infec- 
tion we  now  know  is  very  largely  the  age  of  in- 
fancy and  childhood.  Because  of  this  age  inci- 
dence the  term  of  “childhood  type  tuberculosis” 
was  originally  applied.  And  the  term  “adult  type 
tuberculosis”  had  been  applied  to  the  case  of  rein- 
fection, which  we  recognize  as  possible  only  in  an 
individual  who  has  had  the  primary  infection 
previously,  whether  much  or  little  time  has 
elapsed  therefrom.  But  the  primary  infection 
may  occur  in  adult  life  and  the  reinfection  may 
occur  in  childhood.  Hence  for  greater  accuracy 
the  terms  primary  infection  and  reinfection  are 
used.  Thus  on  analysis,  the  occasion  of  the 

♦From  Department  of  Pediatrics,  Creighton  University  College 
of  Medicine,  and  Nebraska  Tuberculosis  Association. 


original  infection,  really  presents  the  logical  point 
of  attack  on  the  tuberculosis  problem.  And,  oc- 
curring as  it  does  so  frequently  in  childhood,  we 
are  looking  for  its  early  diagnosis,  the  detection 
of  source  of  spread,  and  for  evidences  of  “break 
down”  or  reinfection  during  subsequent  years  or 
at  least  to  maturity. 

Many  cases  of  reinfection  or  as  formerly 
termed  “adult  type”  tuberculosis,  must  necessarily 
be  diagnosed  only  when  their  symptoms  and  find- 
ings arise.  The  patients  have  not  been  aware  of 
any  pre-existing  primary  infection.  But  now  that 
we  know  the  possibilities  of  the  primary  infec- 
tion, we  can  examine  all  contacts  of  the  actual 
case  and  thereby  find  the  patients  who  have  thus 
become  primarily  infected  long  before  they  in 
turn  are  cognizant  of  the  fact.  Thereby  we  give 
them  the  benefit  of  a forewarning  of  possible 
serious  breakdown  with  reinfection. 

This  constitutes  the  major  objective  of  the 
management  of  tuberculosis  in  children. 

It  has  been  proven  by  observation,  that  the 
primary  infection  is  a retrogressive  type  of  inflam- 
mation. It  tends  to  recovery  without  destruction 
L of  tissue.  There  may  be  calcification  or  fibrosis 
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of  the  original  area  of  inflammation,  but  there  is 
|l  no  cavitation.  For  this  reason  it  has  been  called 
a benign  infection.  But  the  individual  who  has 
1|  been  primarily  infected,  has  become  sensitized  to 
I the  tubercle  bacillus.  Thereafter  additional  in- 
fection, either  through  the  dissemination  of  tu- 
bercle bacilli  from  a necrosed  gland,  or  through 
additional  infection  from  another  person  with  tu- 
bercle bacilli  in  their  sputum,  may  set  up  the  in- 
li  flammation  of  reinfection.  In  this  type,  the  le- 
'I  sions  are  characteristically  ulcerative  and  destruc- 
tive. Hence  the  primary  infection  may  be  con- 
sidered a liability. 

All  persons  primarily  infected  do  not  neces- 
sarily become  reinfected,  but  they  are  potential 
' cases.  And  observation  has  shown  the  higher 
incidence  of  destructive  lesions  in  those  primarily 
i infected.  Carrying  this  into  practice,  the  advan- 
: tage  accrues  to  the  child  in  whom  primary  infec- 

I tion  has  been  demonstrated.  Periodic  examina- 
tion will  show  the  pathology  of  the  reinfection 
before  it  produces  symptoms  of  fever,  cough,  de- 
bility and  hemorrhage.  In  other  words,  the 
pathology  of  the  primary  and  reinfection  types  is 
evolutionary,  progressing  to  recovery  or  to  de- 
struction of  tissue.  The  evolution  of  the  patho- 
logical changes  is  insidious,  advancing  without 
symptoms  for  a variable  period  of  time,  frequent- 
ly a matter  of  months.  The  rapid  or  explosive 
character  of  symptoms  occurs  as  a climax  to  a 
progressive  invasion.  Hence  periodic  examina- 
tions will  determine  the  status  of  the  infection  as 
of  the  time  of  observation.  The  diagnosis  of 
cure  is  not  certain.  The  prognosis  therefore  is 
relative  and  depends  on  the  condition  as  presented 
at  the  time  of  examination.  There  is  no  assur- 
ance that  the  lesion  has  been  successfully  healed, 
is  cjuiescent,  or  that  the  patient's  resistance  will 
be  sufficient  to  withstand  the  invasion  of  virulent 
bacilli,  or  repeated  dosage  of  additional  infection. 

The  incidence  of  tuberculosis  in  any  family, 
group  or  locality  is  dependent  then  on  the  occur- 
rence of  actual  cases  of  active  infection.  Therein, 
contacts  increase  in  an  ever  widening  circle,  just 
as  the  rings  travel  outward,  concentrically  en- 
larging, when  a stone  is  dropped  into  a lake, 
breaking  the  surface  with  a splash  and  then  wid- 
ening with  less  and  less  agitation.  Thus  the 
cases  of  tuberculosis  must  vary  from  few  to 
many,  according  to  the  sources  of  contact.  These 
sources  may  be  apparent,  or  as  is  often  the  case, 
unsuspected  or  unknown. 

Of  course  the  type  of  tuberculous  infection 
will  be  human,  bovine  or  avian.  In  Nebraska  the 
occurrence  of  bovine  type  disease  has  been  stead- 


ily reduced  as  we  will  show  in  our  analysis  of 
cases.  This  has  been  accomplished  through  the 
successful  campaign  of  tuberculin  testing  of  cat- 
tle.* The  cattle  testing  program  furthermore, 
has  proven  the  accuracy  of  the  tuberculin  test,  as 
well  as  the  effecacy  of  the  policy  of  eliminating 
positive  reactors  from  the  herds.  ( See  Chart 
No.  1.) 

CHART  NO.  1 

CARCASSES  (Cattle)  Condemned  and  Sterilized  at 
Omaha  Market  for  Lesions  of  Tuberculosis 

*No.  Cattle  No. 


No.  Cattle 

Ret. 

fNumber 

Steril- 

Year 

Slaughtered 

for  T.B. 

% 

Condemned 

ized 

1921 

722,405 

8,072 

1.4 

1923 

922,144 

7,587 

.82 

1,339 

555 

1927 

902,149 

4,691 

.51 

975 

455 

1932 

780,672 

1,462 

.17 

199 

120 

1936 

984,932 

1,063 

.11 

185 

39 

•Carcasses  showing  some  lesions  of  Tuberculosis. 
fEntire  carcasses  condemned  for  generalized  tubercu- 
losis. 

(National  Live  Stock  Loss  Prevention  Board) 

The  situation  in  Omaha  and  Nebraska  with 
respect  to  bovine  tuberculosis  represents  a def- 
inite step  forward.  Elimination  of  tuberculosis 
among  cattle  has  been  directly  reflected  in  the 
reduction  of  the  member  of  lesions  among  our 
patients  that  were  due  to  bovine  type  infection. 
(See  Chart  No.  2.j 

Avian  tuberculosis  is  not  a problem  in  our  lo- 
cality, consequently  we  are  largely  confronted 
with  the  problem  of  the  human  type  bacillus. 

The  diagnosis  of  tuberculosis  in  a child  or 
adult,  should  be  made  early  in  order  to  ensure 
the  maximum  benefits  of  treatment.  And  now  it 
is  possible  to  say  with  ample  evidence  in  support 
of  the  statement,  that  we  have  the  means  at  hand 
wherein  early  diagnosis  is  possible.  Further- 
more we  know  how  it  is  communicated  from  one 
to  another.  Hence  we  have  advanced  sufficient- 
ly far  to  enable  us  to  say  that,  with  our  present 
knowledge,  we  can  control  and  eventually  erad- 
icate this  disease.  (J.  Arthur  Myers). 

The  first  requisite  must  be  case  finding.  By 
this  is  understood  the  individual  who  has  been 
infected  with  the  tubercle  bacillus,  and  not  alone 
the  patient  who  is  ill  with  the  disease.  As  has 
been  pointed  out,  the  primary  infection  may  be 
symptomless.  Many  such  persons  may  live  out 
their  life  without  impairment  of  health  through 
Tuberculosis.  The  remainder  of  such  persons 
may  not  be  able  to  resist  additional  infection,  be- 
cause tuberculo-protein  sensitization  does  not  nec- 
essarily produce  immunity. 

•On  June  first.  1936,  the  Secretary  of  the  United  States  De- 
partment of  Agriculture  designated  Nebraska  as  the  40th  state 
in  the  union  to  be  an  accredited  territory,  which  means  that  Ne- 
braska has  less  than  one-half  of  1%  of  its  cattle  infected  from 
tuberculosis. 
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The  most  delicate  diagnostic  aid  has  been  pro- 
duced in  the  discovery  of  the  Tuberculin  test — 
by  this  test,  the  first  screening  out  process  is 
possible.  By  it  we  can  separate  the  groups  of 
those  who  have  been  infected  and  those  who 
have  escaped  infection.  This  test  does  not  diag- 
nose active  inflammation  but  it  does  detect  those 
who  have  had  their  primary  infection.  And  those 
individuals  are  potential  cases  of  active  tubercu- 
losis. The  tuberculin  test,  whether  by  Von  Pir- 
quet  method,  IMantoux  intradermal,  inunction,  or 
Calmette  reaction,  is  not  100%  accurate.  But 
the  IMantoux  which  is  now  most  popular,  is  posi- 


tive in  97%  of  infected  cases.  Exceptions  must 
be  remembered  viz. — old  cases  where  the  tuber- 
culo-protein  sensitization  has  been  lost,  in  cases 
of  massive  infection  e.g.  miliary,  or  temporarily 
lost  in  such  diseases  as  influenza,  pertussis,  ty- 
phoid fever,  scarlet  fever,  poliomyelitis,  diph- 
theria, measles,  (Chester  A.  Stewart). 

Tuberculin  testing  of  persons  known  to  be  in 
contact  with  actual  cases,  on  the  one  hand,  and  on 
the  other,  of  groups  irrespective  of  known  con- 
tact, therefore,  will  segregate  those  who  have 
been  infected  in  contra-distinction  to  those  non 
infected. 

Here  we  must  remember  that  tuberculosis  is 
not  hereditary.  It  is  highly  communicable.  And 


every  human  being  is  susceptible.  There  is  no 
natural  immunity  against  the  tubercle  bacillus. 

A tuberculin  survey  of  casual  groups  presup- 
poses further  examination  of  the  tuberculin  posi- 
tive reactors.  These  should  be  handled  there- 
after, just  as  a case  of  known  contact.  This 
routine  in  our  clinic,  demands  that  every  patient 
have — (1)  Tuberculin  test  (Mantoux)  ; (2)  His- 
tory; (3)  Physical  examination;  (4)  X-ray  ex- 
amination. By  this  means,  and  this  only,  can 
we  say  who  is  presenting  evidence  of  active  dis- 
ease. We  cannot  say  who  is  cured,  but  only  the 
presence  or  absence  of  evidence  of  activity. 


Though  we  know  there  are  some  among  them 
who  have  successfully  killed  all  viable  tubercle 
bacilli  within  their  body,  we  have  only  presump- 
tive evidence  to  this  effect. 

A tuberculin  survey  of  representative  groups 
may  give  us  reasonably  accurate  evidence, 
through  which  we  may  deduce  the  relative  inci- 
dence of  tuberculosis  in  one  or  another  communi- 
ty. And  to  the  individual  case  of  primary  infec- 
tion, the  greater  or  less  incidence  of  active  cases, 
is  important,  in  relation  to  his  chances  for  ex- 
posure to  exogenous  reinfection. 

In  pursuance  of  this  we  present  the  results  of 
examinations  in  Omaha.  Part  of  these,  are  rep- 
resented as  the  results  of  tuberculin  testing  as 


CHART  NO.  2 
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(*)  490  Positive  ♦ Death  (Deaths  - 2*04j)  • Postmortem 
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above  described,  and  part  are  cases  handled 
through  the  tuberculosis  clinic  for  children  at 
Creighton  University  School  of  Medicine.  Of  the 
latter  cases  designated  as  non  contact,  we  mean 
those  in  whom  no  known  contact  could  be  elicited 
by  questioning  or  social  service  investigation. 
Many  of  these  cases  were  suspected,  as  being  tu- 
berculous. In  this  connection,  we  might  say  that 
there  are  no  symptoms  in  children,  diagnostic  of 
tuberculosis.  There  are  suspicious  symptoms  of 
loss  of  strength,  fever,  and  weight  changes,  that 
may  attract  attention  and  demand  examination. 
The  physical  findings  are  largely  referred  to  the 
lungs,  but  not  entirely. 

Whether  the  primary  infection  is  broncho- 
genic or  entero-genic  is  not  always  clear.  And 
primary  infection  by  way  of  the  nasal  mucosa, 
skin,  and  conjunctiva  are  unimportant.  In  our 
series  there  were  no  cases  of  demonstrable  tuber- 
culous infection  in  the  tonsils.  But  the  fact  re- 
mains that  there  are  many  extrapulmonary  lesions 
in  children.  (See  Chart  No.  2.) 

Space  does  not  permit  a detailed  discussion  of 
the  pathology  of  the  pulmonary  or  other  lesions, 
but  the  occurrence  (in  the  accompanying  chart) 
of  the  extrapulmonary  lesions  is  shown  because 
it  emphasizes  the  possibilities  of  childhood  tuber- 
culosis and  the  necessity  of  complete  physical  ex- 
amination. These  cases  were  proven  positive  tu- 
berculosis patients  who  have  been  carried  in  the 
clinic  during  a period  of  fourteen  years.  These 
lesions  were  noted  only  in  those  patients  who 
were  under  our  observation  in  the  clinic,  hos- 
pital or  sanitarium. 

In  order  to  present  the  picture  of  the  tubercu- 
lous child  in  our  own  community  (Omaha)  with 
reference  to  diagnosis,  his  chances  of  reinfection 
and  morbidity  and  mortality  the  analysis  of  9,760 
examinations  will  be  given. 

These  figures  have  been  obtained  in  the  clinic 
under  my  direction,  through  the  splendid  social 
service  investigation  of  the  Omaha  Visiting  Nurse 
Association,  the  facilities  of  the  Nebraska  Tuber- 
culosis Association  and  the  Lions  Club  Summer 
camp  for  tuberculous  children.  (See  Chart  No. 
3.) 

CHART  NO.  3 
SUMMARY  OF  DATA 


Clinical 

Tuberculin 

Cases 

Survey 

Total 

No.  % 

No. 

% 

No. 

% 

Positive  490  51.9 

1729 

19.61 

2219 

22.74 

Non-Positive. .454  48.1 

7087 

80.39 

7541 

77.28 

Total  944  

8816 

9760 

The  clinic  cases  are  carried  as  positive  or  non 
po.sitive  cases  because  the  non  positive  cases  are 


actually  patients  of  known  contact  (85%)  or 
have  been  considered  suspicious  but  with  unob- 
tainable history  of  contact  (15%).  Many  more 
patients  have  passed  through  the  clinic,  but  rec- 
ords of  satisfactory  home  investigation  or  com- 
plete examination,  were  not  considered  suitable 
for  analysis  and  were  excluded  from  this  study. 
All  of  these  patients  have  been  reexamined  peri- 
odically by  physical  and  x-ray  methods.  Some 
have  been  under  observation  as  long  as  ten  years. 
They  are  not  discharged  from  the  clinic  except 
for  reasons  other  than  time  after  infection.  When 
they  reach  our  age  limit,  they  are  transferred  to 
the  adult  clinic. 

The  tuberculin  survey*  is  based,  on  tuberculin 
testing  of  casual  groups  irrespective  of  history  of 
contact,  viz.  infant  welfare  patients,  pre-school 
children,  students  in  school  or  university,  insti- 
tutions, teachers,  nurses,  etc.  Of  these,  approx- 
imately 60%  of  positive  reactors  were  subse- 
quently .x-rayed  and  87%  of  these  x-rays  showed 
some  findings  of  a positive  nature. 

A comparison  of  the  percentage  incidence  of 
tuberculous  infection  in  these  separate  groups  is 
shown  by  years  in  chart  form.  (See  Chart  No.  4.) 

Here  is  seen  the  influence  of  known  contact  in 
finding  cases,  in  comparison  with  the  routine  tu- 
berculin testing  of  individuals  in  apparent  good 
health  and  of  no  known  or  suspected  contact.  It 
also  appears  from  this,  that  our  adult  population 
in  this  community  probably  presents  about  a 50% 
incidence  of  infection  at  some  time  after  maturity. 
And  that  the  occasion  of  contact  or  exposure  is 
a factor,  is  seen  in  the  high  incidence  of  infection 
in  the  early  months  of  life.  (The  total  examina- 
tions in  the  group  from  birth  to  2 years  were 
285). 

What  is  the  risk  to  the  child  with  tuberculosis  ? 
The  answer  has  been  sought  in  the  analysis  of 
the  positive  cases  in  the  clinic  who  have  been  ob- 
served over  a sufficient  length  of  time.  It  may 
be  explained  here  that  our  cases  have  been  per- 
mitted to  remain  in  their  home  and  urged  to  con- 
tinue their  normal  life  in  home  or  school,  when- 
ever their  condition  permitted.  (See  Chart  No.  5.) 

The  term  “morbidity”  had  been  chosen  after 
careful  thought.  Those  patients  have  been  desig- 
nated as  “sick,”  when  their  usual  routine  of  home 
life  or  school  activities  has  been  interrupted  for 
some  reason  directly  referrable  to  their  tubercu- 
losis, for  a period  of  one  month  or  longer,  and 
not  including  fatal  cases.  Some  were  incapaci- 
tated for  several  months,  e.g.  during  bed  rest 

♦This  survey  is  reported  on  examinations  of  white  patients. 
There  were  333  colored  patients  examined,  as  follows : 

Age  15  - 17  years 36.6%  Positive 

Age  21  - 24  years 73.5%  Positive 
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whether  in  liome  or  hospital.  And  some  patients 
were  incapacitated  for  more  than  one  period. 
Here  we  see  that  14%  were  rendered  non-effec- 
tive through  definite  symptoms  of  activity.  In 
addition  to  this  group  a larger  number  were  con- 
sidered to  be  victimized  by  the  disease.  They 
were  not  showing  any  complaints  demanding  spe- 
cial treatment  or  exclusion  from  school,  but  they 
were  not  making  satisfactory  progress,  e.g.  pa- 
tients who  failed  to  gain,  or  had  secondary 
anemia,  post-infective  depression,  poor  health 
habits,  evidences  of  fatigue. 


which  it  is  in  operation.*  Further  than  this,  they 
have  usually  maintained  their  gain  either  wholly 
or  in  part  after  return  to  school  in  the  fall.  But 
we  do  not  consider  their  weight  gain  as  a true 
criterion.  We  see  them  improved  in  health  habits 
generally.  We  feel  justified  in  assuming  that 
their  reserve  capacity  of  strength  is  increased  and 
that  that  indefinable  something  we  call  resistance 
has  been  strengthened. 

This  therefore,  appears  as  a justifiable  desig- 
nation of  morbidity,  when  an  enforced  rest  of  two 
months  affords  them  a better  means  of  fighting 


CHART  NO.  4 
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I have  considered  them  sufferers  from  their 
disease.  And  in  support  of  this  argument,  we 
can  point  to  a general  improvement  in  physical 
and  mental  health  in  every  child  in  this  group. 

We  considered  that  these  children  would  be 
benefited  by  one  or  more  periods  of  camp  life 
at  the  Lions  Club  Summer  Camp  for  Tuberculous 
Children.  That  they  would  be  helped  by  living 
under  a carefully  planned,  skillfully  administered 
health  regime.  They  were  patients  for  whom 
we  would  prescribe  such  an  opportunity  for  fresh 
air,  rest,  food  and  recreation,  were  they  able  to 
afford  the  financial  burden  of  such  a sojourn. 
Whether  a weight  gain  alone  is  an  indication  of 
improvement  is  not  advanced  as  evidence.  How- 
ever there  has  been  a gain  in  these  patients  of  3 
to  14  pounds  with  an  average  gain  for  all  of  7 
pounds. 

We  chose  positive  cases  and  non  positive  cases 
of  known  contact.  In  the  summer  of  1936 — 72% 
of  our  camp  enrollees  were  positive  cases,  and 
28%  non  positive,  but  definitely  under  par  phys- 
ically. The  children  are  enrolled  for  the  entire 
eight  weeks  period  in  July  and  August,  during 


their  disease.  If  this  is  admitted,  then  the  per- 
centage of  morbidity  rises  to  a higher  figure. 
(See  Chart  No.  5.) 

CHART  NO.  5 

MORBIDITY  AND  MORTADITY 


No. 

Patients 

Illnesses 

% 

Total  % 

Cases  

Morbidity  ... 

490 

63 

39 

14.0  1 

49.0 

Camp  

161 

171 

34.9  1 

Mortality  ... 

11 

2.04 

The  mortality  rate  of  tuberculosis  in  childhood 
as  seen  on  the  chart  is  the  direct  result  of  dissem- 
ination or  reinfection.  Such  accidents  are  always 
serious  and  usually  fatal.  As  shown  in  Chart 
No.  2 the  deaths  occurred  in  infancy  and  early 
childhood,  and  in  the  latter  period  of  late  child- 
hood. These  ages  represent  the  dangerous  peri- 
ods. In  the  earlier,  it  is  the  repeated  dosage  of 
bacilli  on  the  recent  primary  infection,  and  in 
the  later,  the  insult  of  endogenous  or  exogenous 
reinfection. 

Among  the  individuals  designated  as  positive 

•The  camp  is  property  provided  through  the  generosity  of  the 
Lions  Club,  and  it  is  administered  by  the  Nebraska  Tuberculosis 
Association. 


Volume  22 
Number  3 


CHILDHOOD  TUBERCULOSIS:  MURPH\ 


91 


reactors  in  tlie  tuberculin  survey,  the  elements  of 
elapsing  time  and  adequate  follow-up,  render  con- 
clusions inaccurate.  And  records  of  these  pa- 
tients are  not  included  in  the  immediately  fore- 
going paragraphs.  However,  information  has 
come  in.  that  12  of  these  patients  are  at  present 
under  careful  observation,  though  carrying  on 
tlieir  school  work.  Four  patients  have  been  con- 
fined to  bed  in  home  or  hospital  because  of 
reinfection.  Two  have  died,  one  of  whom  was  an 
infant  and  the  other  a high  school  boy. 

The  treatment  of  the  child  with  tuberculosis 
should  above  all.  call  for  repeated  reexaminations. 
The  case  of  primary  infection  may  need  rest  in 
bed,  but  this  only  in  the  event  of  acute  symptoms, 
and  for  the  duration  thereof.  Together  with  this, 
attention  is  directed  to  their  habits  of  eating, 
avoidance  of  fatigue,  and  adequate  diet  including 
the  vitamins  and  minerals.  Avoidance  of  fur- 
ther contact  is  essential.  And  avoidance,  when 
humanly  possible,  of  intercurrent  non-tubercu- 
lous  infections  is  very  desirable.  The  tendency 
of  the  inflammation  of  primary  infection  is  to 
retrogress. 

Radical,  vigorous  treatment  of  reinfection  is 
extremely  important.  This  presupposes  bed  rest 
for  a prolonged  period,  lung  collapse  in  suit- 
able cases,  and  possibly  surgery.  The  youngest 
patient  in  our  group  with  cavitation  and  positive 
sputum  was  just  six  years  of  age.  The  youngest 
patient  in  this  group  in  which  pneumothorax  was 
used  was  7 years.  The  youth  of  the  patient  is 
not  a contraindication  and  its  use  in  even  younger 
patients  accomplishes  the  same  objectives  as  in 
adults. 

With  the  exception  of  the  last  mentioned  group, 
however,  it  has  been  our  policy  to  maintain  as 
nearly  as  possible  the  child’s  normal  life.  We 
have  found  that  they  can  be  continued  in  active 
play  and  school  work.  And  under  reasonable 
observation  he  can  take  his  place  with  the  chil- 
dren of  his  age  as  one  of  them  and  not  as  an 
invalid.  Whenever  the  occasion  arises,  the  ob- 
server can  alter  the  patient’s  course  of  activity, 
temporarily,  without  jeopardizing  his  place  seri- 
ously among  those  of  his  own  age  group  in  school. 
One  of  our  patients,  who  was  confined  on  three 
occasions,  once  at  Kearney  State  Hospital  and 
twice  at  home,  is  now  at  16  years  of  age  only 
one-half  year  behind  his  original  school  class. 

The  case  of  primary  infection  may  be  a men- 
ace to  others  through  the  dissemination  of  tu- 
bercle bacilli,  during  a very  brief  period  after 
the  initial  infection.  But  we  must  be  mindful  of 
the  occasional  case  with  open  ulceration  or  ne- 


crosis. We  have  recovered  the  tubercle  bacilli 
by  gastric  lavage  from  a sick  infant  of  11  months 
of  age.  Of  course  those  cases  of  open  tubercu- 
losis and  cavitation  are  a menace  to  others  just  as 
is  the  case  of  an  adult. 

IN  CONCLUSION: 

1.  Our  problem  is  shown  by  the  analysis  of 
9760  examinations  in  Omaha. 

2.  Diagnosis  is  accomplished  by  history,  tu- 
berculin test,  physical  examination  and  x-ray. 
Prognosis  only  be  reexamination. 

3.  The  primary  infection  is  retrogressive. 

4.  Additional  infection  or  reinfection  is  seri- 
ous and  destructive. 

5.  The  incidence  of  tubercle  bacillus  infec- 
tion in  contacts  is  45  to  50  % in  ages  from  birth  to 
fifteen  years.  In  those  not  in  close  contact,  the 
latter  incidence  is  reached  at  25  years. 

6.  Bovine  type  tuberculosis  is  decreasing  in 
frequency. 

7.  The  morbidity  of  tuberculosis  in  children 
affected  49%  of  the  positive  cases  for  a period  of 
one  month  or  longer. 

8.  The  mortality  was  2.04%. 

9.  The  child  with  primary  infection  may  fol- 
low his  normal  childs  life,  but  treat  vigorously 
the  reinfection. 


COMPRESSION  OF  CAUDA  EQUINA  BY 
LIGAMENTUM  FLAVUM 

Walter  D.  Abbott,  Des  Moines,  Iowa  {Journal 
A.  M.  A.,  June  20,  1936),  cites  a case  of  com-  . 
pression  of  the  cauda  equina  by  the  ligamentum 
flavum  in  which  there  was  persistence  of  root 
pain  with  a paucity  of  demonstrable  objective 
changes.  In  the  event  of  progression  of  symp- 
toms, spinal  manometric  readings  and  injections 
of  lipoiodine  are  justified  to  determine  the  exist- 
ence of  an  underlying  pathologic  process  which 
may  be  removed  before  severe  damage  of  the 
nerve  roots  has  taken  place.  The  case  illustrates 
the  role  of  antecedent  trauma  in  which  the  liga- 
mentum flavum  was  torn  and,  in  the  reparative 
process,  scar  tissue  had  caused  a compression  of 
the  cord.  One  month  after  laminectomy  was 
performed  the  patient  stated  that  she  was  driving 
a car,  walking  one  or  two  miles  daily,  had  attend- 
ed a dance  without  recurrence  of  pain,  and  to  all 
appearances  had  recovered  completely. 


PRINCIPLES  OF  SURGERY  OF  PULMONARY  TUBERCULOSIS 


JOSEPH  WEINBERG,  M.  D„ 

Department  of  Surg-ery,  University  of  Nebraska  College  of  Medicine, 

Omaha. 


Although  surgery  in  the  treatment  of  pulmon- 
ary tuberculosis  is  of  comparatively  recent  de- 
velopment, sufficient  progress  has  been  made  to 
allow  some  definite  conclusions  to  be  put  down 
regarding  its  possibilities.  Its  purpose  is  to  col- 
lapse cavities  which  cannot  be  obliterated  by  non- 
surgical  methods,  and  to  rest  the  diseased  lung 
by  limiting  its  excursions. 

It  should  be  emphasized  at  the  onset  that  rela- 
tively few  cases  of  pulmonary  tuberculosis  require 
surgical  treatment  to  produce  these  effects.  The 
best  method  of  producing  collapse  and  rest  is 
artificial  pneumothorax,  and  it  is  only  when  this 
method  cannot  be  used,  cannot  be  continued,  or 
does  not  produce  the  desired  result,  that  surgical 
methods  should  be  used. 

I will  confine  these  remarks  to  the  two  prin- 
cipal procedures  used  in  combating  pulmonary 
tuberculosis,  thoracoplasty  and  phrenic  nerve  in- 
terruption, as  they  best  illustrate  the  desirable  ef- 
fects of  surgery.  In  doing  so,  I do  not  wish  to 
leave  the  impression  that  other  procedures,  such 
as  pneumolysis,  apicolysis.  plombage  and  scaleni- 
otomy  are  not  of  value  ; it  is  simply  that  their  field 
of  usefulness  is  more  limited  than  that  of  thoraco- 
plasty and  phrenic  nerve  interruption. 

The  treatment  of  pulmonary  tuberculosis  by 
surgical  means  is  based  on  an  understanding  of 
the  pathologic  changes  which  take  place  in  the 
lung.  We  may  accept  the  classification  of  “exu- 
dative” and  “productive”  lesions  as  the  most  satis- 
factory guide  for  treatment. 

The  “exudative”  type  consists  of  lesions  in  an 
acute  phase  with  fluid  and  cellular  accumulation, 
resembling  an  acute  bronchopneumonia.  It  is 
well  known  that  with  adequate  rest  such  lesions 
tend  to  clear  within  a few  weeks  or  months,  and 
that  with  aggravation  by  undue  strain  on  the  in- 
dividual the  disease  tends  to  spread.  Obviously 
such  cases  are  not  suitable  for  major  surgical 
procedures. 

The  “productive”  type  shows,  in  contract,  rela- 
tively few  of  the  cellular  elements  found  in  the 
productive  phase,  little  exudate,  and  an  abundance 
of  fibrous  tissue  which  walls  off  or  replaces  the 
diseased  lung  tissue.  In  other  words,  the  body 
has  shown  its  ability  to  wage  successful  combat 
against  the  invading  tubercle  bacilli.  While  scar 
tissue  formation  is,  in  the  main,  beneficial,  it  has 
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its  bad  effects  also  in  that  it  forms  rigid  walls 
about  cavities  thus  preventing  their  closure,  and 
by  creating  adhesions  between  the  lung  and  the 
thoracic  wall,  further  tends  to  keep  them  open. 

The  proper  selection  of  cases  for  surgical  at- 
tack depends  upon  a close  cooperation  between 
the  internist  and  the  surgeon.  Also  it  should  be 
emphasized  that  surgery  is  only  part  of  the  treat- 
ment and  it  cannot  accomplish  satisfactory  heal- 
ing by  itself ; therefore  the  patient  should  be  under 
the  constant  supervision  of  the  internist  before, 
during  and  after  operation.  It  is  he  w'ho  is  best 
able  to  judge  the  phase  of  the  disease  and  the 
resistance  of  the  patient.  The  surgeons  must  de- 
pend on  him  for  advice  on  how  much  or  how  lit- 
tle should  be  done.  Also,  great  reliance  must  be 
placed  upon  the  roentgen  ray  examination  to  de- 
termine not  only  the  condition  of  the  diseased 
lung,  but  also  to  determine  whether  or  not  the 
opposite  lung  shows  active  disease. 

PHRENIC  NERVE  INTERRUPTION 

Interruption  of  the  phrenic  nerve,  which  has 
as  its  purpose  the  paralysis  of  the  corresponding 
hemidiaphragm,  is  useful  mainly  in  those  lesions 
in  which  artificial  pneumothorax  cannot  be  in- 
duced or  cannot  be  continued.  It  is  useful  also 
in  selected  cases  as  an  accessory  to  thoracoplasty. 
Its  chief  effects  are  reduced  activity  of  the  cor- 
responding lung,  and  compression  bv  the  eleva- 
tion of  the  flaccid  hemidiaphragm.  Because  the 
operation  is  a simple  one,  there  has  been  a ten- 
dency to  use  it  in  many  instances  in  which  it  is 
not  indicated  and  in  which  it  is  harmful  to  the 
patient.  As  a consequence  the  results  of  phrenic 
nerve  interruption  have  not  been  as  satisfactory 
as  they  should  be.  It  finds  its  greatest  usefulness 
in  relatively  early  lesions  with  cavitation,  when 
adhesions  preclude  the  use  of  pneumothorax,  or 
when  pneumothorax  is  unsuccessful  in  produc- 
ing satisfactory  collapse. 

It  should  be  pointed  out  here  that  a persistent 
cavity  is  a menace  to  the  patient  because  it  har- 
bors tubercle  bacilli  which  are  constantlv  being 
spread  to  other  parts  of  the  lung,  both  through 
the  bronchial  tree  and  through  the  blood  stream. 
The  individual  in  whom  a cavity  persists  has  lit- 
tle hope  of  overcoming  the  disease.  In  addition, 
he  is  constantly  endangering  those  about  him  by 
coughing  up  tubercle  bacilli  which  are  harbored 
in  the  cavity. 
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In  the  early  stage  of  cavity  formation,  the  wall 
is  soft  and  compressible,  and  the  simpler  meas- 
ures of  pneumothorax  and  phrenicotomy  are 
sufficient  to  effect  a closure.  But  as  time  goes 
on,  the  cavity  becomes  hard-walled,  and  closure 
can  be  accomplished  only  by  a formidable  oper- 
ative procedure.  If,  in  addition,  there  has  been 
a spread  of  infection  to  other  parts  of  the  lungs, 
the  opportunity  for  healing  or  arrest  may  be  lost 
altogether. 

As  a rule  the  roentgenogram  allows  easy  dif- 
ferentiation of  the  early  or  soft  lesion  from  the 
late  or  hard  one.  In  the  early  lesion  the  cavity 
is  less  sharply  defined,  and  there  is  a typical  ap- 
pearance of  exudative  reaction  in  the  lung  tissue. 

In  the  “productive”  stage  the  cavity  is  thick 
walled,  sharply  outlined  and  usually  peripheral. 
Formation  of  fibrous  tissue  and  lessening  of  the 


Mrs.  L.  S.  consulted  Dr.  John  Allen  in  July,  1932. 
She  gave  a history  of  having  had  a tonsillectomy  per- 
formed in  1931.  Followring  this  she  developed  a slight 
cough  which  persisted.  Roentgen  ray  examination 
had  been  made  of  the  thorax  in  May,  1931,  at  which 
time  she  was  assured  by  her  physician  that  she  did 
not  have  tuberculosis  and  was  given  a cough  sedative. 
She  continued  to  work  until  July  of  1932,  when  she 
first  consulted  Dr.  Allen.  At  that  time  examination 
revealed  a thin  walled  cavity  in  the  right  upper  lobe 
of  the  lung  (Pig.  1).  She  was  put  on  bed  rest  for  sev- 
eral months  and  during  this  period  there  was  no  im- 
provement in  the  cough  symptom  or  in  the  amount 
of  sputum  raised.  An  artificial  pneumothorax  was 
attempted  but  was  unsuccessful  because  of  adhesions 
which  had  obliterated  the  pleural  space.  In  January, 
1933,  a phrenic  nerve  interruption  was  performed  and 
this  resulted  in  a satisfactory  rise  of  the  right  hemi- 
diaphragm.  This  was  followed  by  bed  rest  for  several 
months  and  from  that  time  on  there  was  a gradual  de- 
crease of  sputum  with  its  final  disappearance.  The 
cavity  became  closed  and  at  the  present  time  she  is 
living  normally  and  is  free  from  symptoms  of  pul- 
monary tuberculosis.  (Fig.  2). 


Fig.  1. — L.  S.  Condition  before  operation.  Early  cavity  situated  laterally  in  right 
upper  lobe  below  clavicle,  with  moderate  surrounding  infiltration.  Left  lung  is  practi- 
cally free  from  disease. 

Fig.  2. — L.  S.  After  phrenic  nerve  interruption.  The  operation  has  resulted  in  a 
marked  rise  of  the  right  hemidiaphragm  with  compression  and  upward  displacement 
of  the  lesion.  Condition  four  years  after  operation  is  excellent. 


volume  of  the  lung  by  fibrous  contraction  result 
in  displacement  of  the  mediastinal  structures  and 
the  diaphragm  toward  the  affected  side.  This 
knowledge,  together  with  the  symptoms  and 
physical  signs  make  it  possible  in  most  cases  to 
determine  the  course  of  treatment  to  pursue. 

In  recently  formed  cavities  which  are  not  firm- 
ly fixed  by  scar  tissue,  collapse  may  be  effected  by 
the  simpler  procedure  of  phrenic  nerve  interrup- 
tion, assuming  that  satisfactory  artificial  pneumo- 
thorax cannot  be  induced.  In  properly  selected 
cases  in  which  it  is  used  as  an  adjunct  in  a well 
reasoned  program,  one  will  be  rewarded  with  oc- 
casional remarkable  results.  An  example  of  what 
may  be  accomplished  by  means  of  this  procedure 
is  shown  in  the  following  case  report: 


EXTRAPLEURAL  THORACOPLASTY 
This  procedure,  in  which  overlying  ribs  are 
resected  to  close  a tuberculous  cavity,  is  reserved 
for  cases  in  which  the  patient  has  shown  a resist- 
ance to  tuberculosis,  but  has  been  unable  by  his 
natural  defenses,  or  by  the  aid  of  medical  or  sim- 
ple surgical  procedures,  to  effect  a closure  of  the 
cavity.  It  is  necessary  that  the  opposite  lung 
show  minimal  or  no  involvement,  that  the  trachea 
be  drawn  toward  the  cavity  by  fibrosis,  and  that 
there  be  no  evidence  of  exudative  or  “fresh”  re- 
action. 

Such  lesions  are  not  common,  because,  as 
stated  before,  cavities  which  have  been  present  for 
some  time  act  as  sources  of  spread  of  tuberculosis 
either  by  drainage  into  the  general  bronchial  tree, 
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or  through  the  blood  stream  and  lymphatics.  In 
most  instances  the  cavity,  if  suitable  for  thoraco- 
plasty, does  not  remain  so  for  a very  long  time, 
and  it  is  important  that  the  internist  and  surgeon 
recognize  the  opportune  time  for  surgical  attack. 
Another  possible  harmful  result  of  delay  is  that 
the  cavity  may  become  so  fixed  that  it  cannot  be 
compressed  by  rib  resection. 

Until  a few  years  ago  the  operation  of  extra- 
pleural thoracoplasty  consisted  of  removal  of  seg- 
ments of  all  ribs  except  the  twelfth  on  the  affected 
side  of  the  thorax,  this  being  performed  in  one 
or  more  stages.  However,  the  experience  of  re- 
cent years  has  shown  that  very  few  cases  require 
such  extensive  removal  of  ribs  to  bring  about 


directly  by  displacing  it,  and  indirectly  by  produc- 
ing an  anoxemia. 

One  of  the  prime  considerations  in  the  opera- 
tion of  thoracoplasty  is  anesthesia,  particularly 
because  of  the  accumulation  of  secretions  within 
the  bronchial  tree,  the  low  vital  capacity  and  the 
embarrassment  of  respiration  with  the  patient 
lying  on  his  good  side.  Cyclopropane,  which  per- 
mits a high  oxygen  mixture  (75%  to  90%  as 
contrasted  to  5%  to  15%  with  nitrous  oxide)  is 
admirably  suited  to  the  operation.  Other  ad- 
vantages are  that  it  is  not  irritating  to  the  tissues 
of  the  respiratory  organs,  it  permits  minimal  ex- 
cursions of  the  Inng  and  thoracic  wall,  it  causes 
almost  no  alteration  in  blood  pressure,  and  pulse 


Fig.  3. — Miss  L.  Before  operation.  Chronic  infiltration  of  upper  lobe  of  left  lung,  with  thick  walled  cavity.  Left  phrenic 
nerve  interruption  did  not  influence  size  of  cavity. 

Fig.  4. — Miss  L.  Condition  following  first  stage  of  thoracoplasty.  Removal  of  first  three  ribs  has  resulted  in  downward 
and  inward  displacement  of  cavity  with  partial  compression. 

Fig.  5. — Miss  L.  Condition  following  completion  of  thoracoplasty  which  was  performed  in  three  stages.  The  procedure  was 
limited  to  the  first  seven  ribs.  Note  complete  obliteration  of  cavity.  Patient  has  had  no  sputum  or  fever  since  final  stage. 


satisfactory  compression.  Apical  cavities,  which 
constitute  the  great  majority  of  the  lesions  suit- 
able for  thoracoplasty,  usually  can  be  closed  by 
selective  collapse  over  the  involved  area. 

This  is  accomplished  by  the  removal  of  long 
segments  of  ribs,  including  all  of  the  first  rib, 
almost  all  of  the  second  rib,  and  a major  portion 
of  the  lower  ribs  to  an  area  below  the  inferior 
limit  of  the  cavity,  together  with  the  correspond- 
ing transverse  processes  of  the  vertebrae.  Usually 
it  will  not  be  necessary  to  carry  the  procedure  be- 
yond the  first  seven  ribs. 

Because  of  the  severe  reaction  which  may  re- 
sult from  removal  of  long  segments  of  the  upper 
ribs,  it  is  necessary  to  divide  the  operation  into 
two  or  more  stages.  Sudden  compression  of  a 
large  area  may  release  infectious  material  to  other 
parts  of  the  lung.  Also  it  may  embarrass  the  heart 


rate,  and  it  allows  the  patient  to  regain  complete 
consciousness  within  a few  minutes  after  it  stop- 
ped. When  properly  administered  by  a qualified 
anesthetist,  its  advantages  are  inestimable. 

The  procedure  of  thoracoplasty  as  we  have 
been  carrying  it  out  may  be  best  described  by 
reporting  the  following  case : 

Mi.ss  L.,  age  40,  school  teacher,  consulted  Dr.  John 
Allen  in  June,  1936,  complaining  of  cough,  weakness, 
and  loss  of  weight.  She  had  had  an  attack  of  pleurisy 
with  effusion  in  1932,  which  was  relieved  by  thora- 
centhesis.  Following  this  she  was  away  from  work 
for  about  six  months  and  then  returned  to  her  teach- 
ing position.  She  seemed  to  improve  until  1935,  when 
she  began  to  have  a persistent  cough.  She  was  seen 
by  Dr.  Allen  in  .June.  1936,  because  of  these  symptoms. 
At  this  time  she  gave  a history  of  loss  of  weight  from 
170  pounds  to  130  pounds.  (Her  family  history  re- 
vealed that  an  aunt  with  whom  she  had  been  in  con- 
tact had  died  of  tuberculosis.)  Roentgen  ray  exam- 
ination revealed  a thick  walled  cavity  at  the  apex  of 
the  left  upper  lobe  and  fixation  of  the  mediastinum 
with  retraction  of  the  trachea  to  the  left.  There  was 
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also  evidence  of  pleural  adhesions  probably  resulting- 
from  the  effusion  in  1932.  A few  weeks  after  her 
first  visit  to  Dr.  Allen  a pbienic  nerve  interruption 
was  performed  and  although  a satisfactory  rise  of  the 
left  hemidiaphiagm  was  obtained  the  cavity  was  in 
no  way  affected,  probably  because  of  the  rigidity  of 
the  surrounding  tissue  (Fig.  3).  There  was  no  relief 
of  cough  following  this  procedure. 

.\fter  an  interval  of  bed  rest  it  was  decided  that 
the  cavity  which  constituted  a distinct  menace  to  the 
patient  should  be  closed  by  selective  thoracoplasty 
limited  to  the  region  of  the  cavity.  The  operation  was 
performed  in  three  sta.ges.  Cyclopropane  anesthesia 
was  administered  by  Dr.  B.  H.  Harms  with  intervals 
of  sixteen  days  between  stages.  Following  the  first 
procedure  which  included  the  first  three  ribs  there 
was  partial  closure  of  the  cavity  together  with  its 
downward  and  medial  displacement  (Fig.  4).  There 
was  very  little  reaction  with  any  of  the  stages  al- 
though large  segments  of  ribs  together  with  trans- 
verse processes  were  removed.  The  final  stage  of  the 
operation  resulted  in  complete  closure  of  the  cavity 
with  little  outward  evidence  of  deformity  of  the 
thoracic  wall.  (Fig.  5).  The  patient  has  been  on  a 
strict  program  of  rest  since  the  operation  and  has  re- 
mained fi'ee  from  cough  and  temperature  rise. 


The  ca.ses  which  are  reported  here  represent 
ideal  lesions  for  surgical  treatment.  Many  lesions 
will  require  much  more  extensive  procedures  for 
their  eradication.  For  example,  those  which  are 
complicated  by  chronic  tuberculous  empyema  may 
require  many  stages  with  eventual  removal  of  long 
segments  of  all  ribs  on  the  affected  side.  But  in 
all  cases  the  treatment  is  based  upon  the  same 
principles.  One  must  not  be  tempted  to  give  in- 
dividuals, who  are  in  a stage  of  progression  of 
the  disease,  their  “only  chance.”  To  do  so  is  to 
take  away  the  little  chance  these  patients  have  of 
getting  well,  and  discourges  those  who  would  be 
benefited  by  surgery.  If  selection  is  properly 
made  on  the  basis  of  the  pathologic  changes  pres- 
ent, a large  group  of  otherwise  hopeless  individu- 
als will  be  relieved  of  an  ultimately  fatal  disease, 
and  much  will  have  been  accomplished  in  the  pre- 
vention of  spread  to  others. 


PIONEERING  IN  SURGICAL  MANAGEMENT  OF 
TUBERCULOSIS* 

CLARENCE  EMERSON.  M.  D., 

Lincoln,  Nebraska. 


A historical  background  may  be  advantageous 
for  a discussion  of  the  progress  which  has  been 
made  in  the  surgical  management  of  tuberculosis. 
Success  in  the  treatment  of  tuberculosis  by  oper- 
ative procedures  is  dependent  very  largely  on  the 
procedure  that  is  best  indicated  by  the  particular 
lesions. 

Eight  years  ago  at  the  meeting  of  the  State 
Medical  Association  in  Hastings  I read  the  first 
paper  on  this  subject  ever  presented  before  this 
association.  That  marked  the  beginning  of  any 
general  consideration  at  least  of  this  form  of 
management  in  this  region. 

The  reception  by  the  profession  of  this  treat- 
ment was  much  like  that  to  an  unwelcome  and 
uninvited  guest — it  was  viewed  with  skepticism 
if  not  alarm.  Later  a prominent  specialist  was 
quoted  to  say  “that  sounds  like  barbarism  to  me,” 
and  another  who  has  become  an  enthusiastic  ad- 
vocate of  surgical  management  in  properly  se- 
lected cases,  taught  students  in  his  classes  for  the 
next  year  or  two  that  surgical  tampering  in  this 
disease  was  unwarranted  and  to  be  condemned. 

In  1931  the  staff  of  the  Lincoln  hospital  ap- 
pointed a committee  consisting  of  Dr.  John  C. 
Thompson,  Dr.  Roy  Whitham  and  myself  to  “re- 
view the  recent  literature  on  the  subject  of  sur- 
gical tuberculosis  of  the  chest  with  the  object  in 

‘Presented  before  the  annual  meeting,  Nebraska  State  Medical 
Association,  Lincoln,  April  7-9,  1936. 


view  of  presenting  to  the  staff  a workable  basis 
for  procedure.” 

This  committee,  under  the  able  leadership  of 
Doctor  Thompson,  submitted  a comprehensive  re- 
port and  outline  of  the  indications  and  contra- 
indications for  operative  treatment,  one  signifi- 
cant statement  of  which  was  the  following: 

“At  the  outset  -ive  wish  to  make  our  attitude  in  this 
matter  as  clear  as  possible.  We  are  fully  cognizant 
of  the  fact  that  this  branch  of  surgical  practice  has 
only  received  the  importance  it  so  righly  deserves 
during  the  past  few  years.  In  consequence  the  type 
of  procedure  to  be  employed,  the  proper  estimation  of 
the  risk  involved,  and  the  result  to  be  expected  in  a 
given  patient  are  matters  which  in  many  instances 
cannot  be  definitely  stated.  We  find  it  particularly 
difficult  to  determine  at  this  time  just  what  patients 
are  to  be  considered  hopeless  from  a surgical  stand- 
point for  the  reason  that  the  usual  criterion  upon 
which  such  a medical  estimation  was  formerly  based 
has  been  materially  modified  by  the  results  of  surgi- 
cal procedure. 

“For  this  reason  we  feel  that  in  those  very  ques- 
tionable patients  where  prognosis  from  a medical 
standpoint  is  bad,  that  the  surgeon  interesting  him- 
self in  this  branch  of  surgery  should  be  given  the 
full  co-operation  of  the  staff  in  every  way  possible. 
Such  co-operation  at  this  time  without  question  must 
make  it  possible  for  the  surgeon  to  accept  patients 
having  a doubtful  or  even  a hopeless  prognosis  with- 
out undue  criticism  for  the  reason,  as  stated,  that 
we  are  unable  to  state  definitely  just  what  patients 
are  hopeless  from  the  surgical  viewpoint.” 

These  facts  clearly  indicate  that  surgical  man- 
agement of  tuberculosis  in  Nebraska  for  the  past 
10  year.s  at  least,  has  been  in  a very  definite  pi- 
oneering stage. 
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As  in  all  pioneering  procedures  the  early  ex- 
perience of  surgeons  in  this  field  was  fraught 
with  some  serious  errors.  In  a broad  generaliza- 
tion the  contraindications  to  surgical  management 
apply  on  the  one  hand  to  patients  who  will  re- 
cover without  it,  and  on  the  other  to  those  who 
have  no  probable  or  possible  chance  to  survive 
the  operation  and  improve  as  a result  of  it.  In 
view  of  the  fact  that  the  operations  are  formid- 
able, the  patients  and  their  relatives  reluctant  to 
attempt  it,  there  has  been  and  is  little  danger  of 
submitting  to  operation  the  patients  that  have  a 
reasonable  chance  of  recovery  without  surgery. 

The  greatest  difficulty  and  source  of  the  most 
errors  in  selection  of  procedure  involves  the  ad- 
vanced patients  with  extensive  lesions,  who  are 
getting  worse  under  medical  management  and 
who  finally  appeal  for  the  advantages  that  sur- 
gery has  to  offer  at  a time  when  the  patient’s 
resistance,  vitality,  and  reserve  lung  tissue  is  at 
a very  low  ebb.  In  the  light  of  further  experi- 
ence I know  that  my  early  record  of  good  results 
was  sadly  besmirched  by  the  acceptance  of  some 
of  the  above  who  were  hopelessly  moribund.  On 
the  other  hand  a few  who  were  accepted  with 
very  great  misgivings  made  a splendid  recovery 
■ — so  that  this  problem  of  rejecting  the  hopeless 
for  operative  treatment  without  closing  the  door 
against  some  who  are  capable  of  great  benefit, 
remains  a difficult  problem  requiring  the  exer- 
cise of  the  best  judgment,  all  of  the  available 
knowledge,  and  a considerable  amount  of  op- 
timism. 

Another  group  for  which  crushing  of  the 
phrenic  nerve  has  been  advocated  comprises 
those  early  unilateral  patients  without  cavities  in 
which  it  is  thought  that  the  rest  and  partial  col- 
lapse of  a lung  for  a period  of  several  months 
with  later  restoration  of  function  when  the 
phrenic  nerve  recovers  from  the  injury  will  ef- 
fect a cure.  This  involves  the  question  of  wheth- 
er or  not  such  a lung  with  minimal  involvement 
will  not  make  a satisfactory  recovery  with  medi- 
cal management  alone.  There  is  no  determining 
factor  with  which  I am  familiar  except  to  check 
these  patients  with  frequent  radiographs  and  if 
the  lesion  is  stationary  and  not  definitely  im- 
proving without  the  crushing  operation,  then  the 
latter  may  be  indicated  especially  in  view  of  the 
fact  that  the  operation  itself  when  properly  done 
is  very  minor  and  involves  no  permanent  loss  of 
function. 

The  general  indications  for  collapse  therapy 
may  be  expressed  in  various  ways,  nearly  every 
statement  of  which  requires  qualifications  and 
reservations.  Any  unilateral  lesion  no  matter 


what  stage,  including  minimal  lesions,  offers  the 
first  indication.  However,  the  type  of  lesion,  the 
duration,  the  extent  of  it  and  its  response  to  medi- 
cal management  must  be  considered.  O’Brien 
says  “there  can  be  only  two  reasons  for  not  im- 
mediately instituting  some  form  of  collapse  ther- 
apy in  unilateral  lesions,  one  being  that  the  lesion 
is  so  small  that  one  is  optimistic  enough  to  be- 
lieve that  it  will  get  well  on  rest  in  bed  alone,  the 
other  that  such  a measure  could  not  help.”  There 
can  be  no  question  but  that  collapse  therapy 
should  be  used  when  ordinary  rest  in  bed  and 
other  accepted  methods  of  treatment  have  been 
tried  and  the  lesion  is  not  healing. 

Additional  indications  that  are  frequently  men- 
tioned are : Uncontrollable  hemorrhage,  bilateral 
tuberculosis  with  great  preponderance  on  one 
side,  cavitation  on  one  side  with  relative  inactivity 
on  the  other,  failure  to  improve  under  medical 
management,  lesions  particularly  of  the  base  and 
of  the  left  lung,  mixed  infection  empyema,  and 
laryngeal  tuberculosis. 

In  the  determination  of  the  operability  of  a 
patient  with  tuberculosis  many  factors  must  be 
considered.  These,  however,  may  be  placed  into 
two  broad  divisions,  the  first  being  concerned 
with  the  general  status  of  the  patient  and  the  sec- 
ond with  the  special  peculiarities  of  the  lesions. 

Age  and  Sex : With  respect  to  conditions  de- 
pendent on  the  general  status  of  the  patient,  it 
may  be  said  that  age  influences  the  decision  to 
operate.  Most  thoracic  surgeons  are  agreed  that 
thorocoplasties  should  seldom  be  undertaken  in  a 
patient  over  50  years  of  age  or  under  15.  Gen- 
erally in  the  latter  group  the  lesions  are  juvenile 
in  type  and  do  not  present  the  best  indications 
for  this  form  of  collapse  while  there  is  also  the 
added  disadvantage  of  a mobile  mediastinum. 
Graham  says  that  in  patients  over  50,  the  medi- 
astinum does  not  stand  the  strain  that  thoraco- 
plasty imposes  upon  it.  Statistics  indicate  that 
the  risk  is  considerable  greater  for  men  than  for 
women. 

Evidence  of  Effective  Defensive  Eorces:  Of 
much  greater  importance  are  the  evidences  of  ef- 
fective defensive  forces  and  of  circulatory  and 
respiratory  capacity  to  withstand  the  operation. 
A patient  who  manifests  no  ability  to  help  him- 
self, whose  lesions  are  rapidly  progressing  or 
miliary  in  type  cannot  hope  for  benefit  from  sur- 
gical collapse.  A bad  family  history  as  to  other 
patients  among  near  relatives,  perhaps  some  of 
whom  progressed  rapidly  to  a fatal  termination, 
is  decidedly  against  a hopeful  prognosis  for  op- 
erative treatment.  Tuberculosis  elsewhere,  wheth- 
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er  it  be  laryngeal,  intestinal  or  renal  is  not  in  itself 
a contraindication  to  collapse  therapy.  The  same 
criteria  must  be  applied  as  to  whether  these  ex- 
tra-pulmonary lesions  are  stationary,  improving 
or  progressing  as  must  be  determined  as  to  the 
lesion  in  the  lung.  The  distant  lesions  especially 
laryngeal  tuberculosis,  frequently  rapidly  heal 
after  thoracoplasty.  Fibrotic,  productive,  cavern- 
ous lesions  generally  present  the  best  indications 
for  collapse  because  the  thick  cavity  wall  requires 
an  effective  collapse  to  close  it,  and  at  the  same 
time  the  fact  that  it  is  fibrous  and  thick  walled 
indicates  that  the  natural  healing  forces  are  at 
work. 

Importance  of  a Fixed  Mediastinum : The 
same  may  be  said  of  another  desirable  condition 
for  thoracoplasty,  the  fixed  mediastinum  which, 
of  course,  becomes  immobile  because  of  the  in- 
crease in  fibrous  and  scar  tissue  about  the  glands 
and  other  structures  of  the  hilum  of  the  lung. 
The  thick  walled  cavity,  the  fixed  mediastinum 
and  a general  fibrosis  in  the  lung,  are  evidences 
of  the  effort  of  the  patient  to  heal  himself.  In 
addition  to  these  the  temperature,  amount  of  spu- 
tum, gain  or  loss  of  weight  and  the  general 
strength  furnish  criteria  to  evaluate  the  general 
status  of  the  patient. 

Associated  Pathology : Associated  pathology 
such  as  decompensated  heart,  nephritis,  diabetes, 
etc.,  in  short  anything  that  would  make  the  pa- 
tient a poor  surgical  risk  aside  from  the  tuber- 
culosis contraindicates  any  extensive  collapsing 
procedure.  " 

Previous  Course  and  Management : Chronicity 
is  a dominant  factor  in  patients  suitable  for  sur- 
gical management.  An  acute  patient  is  either 
rapidly  progressive  because  of  great  virulence  of 
the  organism  or  lack  of  resistance,  in  either  con- 
dition collapse  therapy  is  contraindicated,  or  the 
disease  has  not  existed  long  enough  to  indicate 
the  trend  of  the  disease  and  the  prospect  of  re- 
covery without  surgical  collapse.  Therefore,  it  is 
generally  stated  that  the  patient  should  have  a 
good  try  for  recovery  under  medical  manage- 
ment. Failure  to  improve  under  medical  treat- 
ment then  presents  a definite  indication  for  sur- 
gical treatment. 

Long  standing  stationary  patients,  that  is 
chronic  patients  with  good  resistance,  or  ex- 
pressed in  another  way,  the  good  chr_onic  patients 
are  ideal  for  this  treatment.  It  should  be  said, 
however,  that  some  authorities  are  now  extending 
the  indication  to  the  bad  chronic  patients,  be- 
cause, although  the  prognosis  is  not  good,  the 
chance  of  recovery  not  great  yet  a few  of  these 


desperate  patients  that  face  inevitable  early  death 
without  surgical  collapse,  are  saved  by  the  use 
of  it,  and  some  believe  that  they  should  sacrifice 
a good  surgical  record  for  the  benefit  of  those 
who  would  be  saved  by  it. 

Most  of  the  patients  that  have  had  thoraco- 
plasties had  previously  been  treated  by  pneumo- 
thora.x  or  pneumothorax  had  been  attempted  and 
found  impossible  because  of  extensive  adhesions 
or  in  some  the  pneumothorax  was  undergoing 
obliteration. 

Conditions  Related  to  Type  Distribution  and 
Extent  of  the  Pulmonary  Lesions : This  group 
comprises  very  important  determining  factors 
which  are  largely  obtainable  from  a radiographic 
study. 

Distribution : Lesions  which  are  unilateral  are, 
of  course,  preferable  to  bilateral  lesions  but  strict- 
ly unilateral  lesions  are  seldom  encountered.  If 
the  lesions  are  extensive  in  one  lung  and  minimal 
in  the  other  as  occurs  frequently,  the  patient  is 
suitable  for  thoracoplasty.  Graham,  however, 
states  that  activity  in  the  contralateral  lung 
should  be  considered  as  a contraindication  be- 
cause of  the  probability  of  aggravation  of  lesions 
in  this  lung.  It  is  in  this  situation  where  there 
is  a question  of  tolerance  of  the  increased  func- 
tion that  is  placed  on  the  contralateral  lung  that 
Sauerbruck  recommends  a preliminary  phreni- 
cectomy  to  test  the  ability  of  the  o^osite  lung 
to  resist  extension  of  its  lesions.  Statistics 
indicate  that  left-sided  lesions  are  much  more 
favorable  for  surgical  collapse  than  those  on  the 
right  side.  Operations  on  the  right  side  are 
three  times  more  dangerous  than  those  on  the 
left. 

Types  of  Lesions : Cavitation,  single  or  mul- 
tiple, is  the  lesion  particularly  indicative  of  the' 
need  of  surgical  collapse.  Cavities  have  been 
described  by  Dr.  Flarold  Jesson  of  Switzerland, 
as  of  three  types  which  he  designates  as  of  first, 
second,  and  third  allergy  respectively.  The  cav- 
ity of  first  allergy  is  one  with  soft  exudative 
border  and  no  evidence  of  fibrous  wall.  These  are 
usually  small  and  single  and  are  capable  of  rapid 
disappearance  under  medical  management  or 
phrenicectomy  and  are  therefore,  not  an  indica- 
tion for  thoracoplasty.  Cavities  of  second  allergy 
show  an  increase  of  density,  suggestive  of  pro- 
ductive reaction  indicative  of  healing  activity  and 
the  possession  of  ability  on  the  part  of  the  pa- 
tient to  resist  the  infection.  Cavities  of  third  al- 
lergy have  dense  thick  walls  of  fibrous  tissue. 
They  are  definite  abscesses  with  fluid  levels. 
These  are  manifestations  of  chronicity  and  heal- 
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ing  aliility.  In  spite  of  the  fibrous  allergic  heal- 
ing response,  the  stiff  fibrous  wall  prevents  clos- 
ure of  such  a cavity  and  healing  is  impossible 
without  collapse  of  the  chest  wall.  With  a suit- 
able general  status,  single  or  multiple  cavitation 
of  the  third  allergy  type  in  one  lung  with  a min- 
imal involvement  of  the  contra-lateral  lung  pre- 
sents the  most  favorable  and  positive  indication 
for  thoracoplasty. 

Infiltrative  or  exudative  lesions  manifested  by 
a diffuse  cloudy  opacity  is  the  result  of  acute  ac- 
tivity and  if  present  in  either  lung  to  more  than 
a very  limited  amount  positively  contraindicates 
surgical  collapse.  Graham  says  the  presence  of 
exudative  lesions  in  either  lung  makes  an  abso- 
lute contraindication.  Fanlike  lesions  in  the 
middle  lobe  have  been  mentioned  as  reacting 
poorly  to  thoracoplasty.  This  experience,  no 
doubt  depends  on  the  fact  that  this  type  of  lesion 
is  due  to  acute  activity. 

The  juvenile  type  of  tuberculosis  with  its  fibro- 
sis and  hilar  densities  is  not  benefited  by  collapse. 

The  extent  of  the  lesion  involves  not  only  the 
question  of  greater  toxemias  from  extensive  le- 


sions, but  also  the  matter  of  vital  capacity.  A' 
decreasing  vital  capacity  portends  a probable 
poor  result.  If  the  vital  capacity  which  is  nor- 
mally in  the  neighborhood  of  4,000  cc.  is  reduced 
so  that  it  approximates  but  little  more  than  half 
this  amount  any  further  reduction  by  collapse  of 
the  chest  wall  may  eliminate  all,  or  nearly  all  of 
the  complemental  air  and  the  patients  total  capac- 
ity may  be  reduced  to  that  of  ordinary  breathing 
with  no  reserve  capacity  for  extra  demands. 

All  of  the  above  mentioned  factors  should  be 
carefully  weighed  before  subjecting  a patient  to 
thoracoplasty.  By  so  doing  one  may  avoid  oper- 
ating on  the  patients  who  will  get  well  without 
surgical  intervention  and  also  on  the  patients 
that  will  either  be  made  worse  by  thoracoplasty  or 
who  have  no  chance  of  improvement.  There  is 
a growing  tendency  among  thoracic  surgeons  to 
classify  patients  for  thoracoplasty  into  good,  poor 
and  bad  risks  and  to  accept  some  who  would  fall 
in  the  latter  class  because  in  this  group  an  early 
death  is  inevitable  without  operation  and  experi- 
ence has  taught  that  a few  recover  after  extensive 
surgical  collapse. 


THE  NATURE  AND  IMPORTANCE  OF  PRIMARY 
INFECTION  IN  TUBERCULOSIS* 

E.  W.  HANCOCK,  M.  D., 

Lincoln,  Nebraska. 


Primary,  or  first  infection  type,  tuberculosis 
may  be  defined  as  those  pathological  changes 
which  occur  at  the  points  of  localization  of  the 
first  infecting  dose  of  tubercle  bacilli,  and  the 
systemic  results  of  these  changes.  It  does  not 
include  any  of  the  super-infection  types,  even 
though  these  may  be  caused  by  the  identical  or- 
ganisms which  caused  the  primary  lesion,  either 
at  the  same  location  or  at  distant  points  to  which 
thev  may  have  escaped.  Super-infection  may  be 
either  endogenous  or  exogenous,  but  in  either 
event  it  must  be  sharply  differentiated  from  first 
infection,  the  difference  being  not  in  the  infecting 
organisms,  but  in  the  host. 

A brief  account  of  the  pathological  and  clin- 
ical features  of  a first  infection  may  help  to  clari- 
fy our  thinking  and  enable  us  to  form  our  own 
opinion  regarding  its  significance  in  the. midst  of 
the  widely  varying  ideas  of  recognized  authori- 
ties on  the  subject. 

The  first  infecting  dose  of  tubercle  bacilli  in 
most  cases  reaches  an  alveolus  of  the  lung,  where 
it  sets  up  a reaction  resembling  that  of  an  organic 

•Presented  before  the  annual  meeting,  Nebraska  State  Medical 
Association,  Lincoln,  April  7-9,  1936. 


foreign  body.  There  is  a small  area  of  caseation 
with  a wall  of  lymphocytes  around  it.  The  bacilli 
quickly  spread  to  the  lymphatics  draining  the 
area  and  to  the  regional  lymph-nodes.  At  this 
time  there  are  no  clinical  symptoms  and  the  tu- 
berculin test  is  negative,  but  in  many  cases  tuber- 
cle bacilli  may  be  found  in  the  gastric  contents 
if  they  are  searched  for. 

This  pre-allergic  period  lasts  for  three  to  eight 
weeks,  and  its  end  is  marked  by  a rise  in  tem- 
perature, followed  by  the  appearance  of  skin  sen- 
sitivity and  a sudden  change  in  the  primary 
focus.  The  tissues  in  and  immediately  surround- 
ing the  focus  become  intensely  inflamed,  with 
marked  edema,  and  an  e.xudation  of  lymphocytes 
and  desquamated  alveolar  cells.  Minute  necrotic 
foci  appear,  with  giant  cells  and  other  charac- 
teristics of  the  tubercle.  This  perifocal  reaction 
may  be  very  small,  or  so  large  as  to  involve  a 
whole  lobe  and  give  physical  signs  and  x-ray 
finding  resembling  pneumonia.  The  clinical  pic- 
ture may  be  very  mild,  or  may  resemble  an  ordi- 
nary upper  respiratory  infection.  The  duration 
of  fever  may  vary  from  a few  days  to  six  weeks, 
or  even  indefinitely  in  those  few  cases  which  pro- 
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54'1'ess.  The  end  of  the  acute  stage  is  marked  by 
a permanent  fall  in  temperature  and  a return  of 
the  sedimentation  rate  to  normal. 

The  usual  course  of  the  lesion  is  a disa])pear- 
ance  of  the  perifocal  reaction,  followed  by  a wall- 
ing off  of  the  necrotic  tissue  by  lymphoid,  epi- 
thelioid and  giant  cells.  Collogen  fibres  form 
about  the  focus  which  contract  into  a capsule  of 
hyaline  connective  tissue.  The  focus  itself  does 
not  scar  because  of  the  living  tubercule  bacilli 
which  it  contains,  but  calcium  is  deposited  in  it. 
The  same  process  occurs  in  the  secondary  foci 
in  the  lymph-nodes.  This  calcified  primary  pul- 
monary focus,  called  a Ghon  focus,  and  the  asso- 
ciated foci  in  the  nodes  together  constitute  the 
so-called  primary  complex,  and  require  about 
three  years  for  their  evolution.  The  primary  le- 
sion may  progress  in  three  ways,  by  an  increase 
in  the  size  of  the  primary  focus  and  an  extension 
l)y  continuity,  by  hematogenous  and  lymphogen- 
ous dissemination,  either  slow  or  rapid,  or  by 
bronchogenic  dissemination,  which  is  always 
rapid. 

If  no  superinfection  occurs,  these  foci  gradual- 
ly become  smaller  through  absorption  of  the  cal- 
cium and  in  a few  cases  completely  disappear, 
with  death  of  the  bacilli  included  in  them.  In 
this  case  the  tuberculin  reaction  becomes  nega- 
tive. and  the  disease  may  truly  be  said  to  be 
cured. 

The  significance  of  this  process  lies  not  in 
gross  changes  produced,  but  in  its  effect  on  the 
tissues  of  the  body.  These  are  many,  and  are 
but  little  understood,  but  the  outstanding  change 
is  in  reactivity  to  the  tubercle  bacillus.  This 
change  in  reactivity  is  called  allergy,  and  is  the 
key  to  the  marked  difference  between  the  pri- 
mary process  just  described  and  all  of  the  super- 
infection forms  of  the  disease.  Whereas  the  form- 
er is  benign,  tending  to  resolution,  with  trivial  or 
no  symptoms,  and  requiring  little  or  no  treat- 
ment, the  latter  are  serious,  often  fatal,  tending 
to  progress,  with  marked  symptoms,  and  requir- 
ing vigorous  treatment  which  all  too  often  is  of 
no  avail.  To  offset  this  many  authorities  claim 
that  a certain  degree  of  immunity  is  produced. 
It  is  difficult  to  have  very  much  respect  for  an 
immunity  which  allows  its  possessors  to  die  in 
such  numbers  as  do  the  victims  of  pulmonary 
tuberculosis,  to  say  nothing  of  the  other  superin- 
fection forms  of  the  disease. 

The  management  of  the  positive  reactor  in- 
volves many  factors,  among  which  may  be  men- 
tioned determining  the  date  and  source  of  the 
primary  infection,  the  present  stage  of  evolution 


of  the  primary  focus,  the  presence  of  reinfection, 
if  an}q  and  the  presence  or  absence  of  complicat- 
ing conditions. 

Given  a child  about  which  nothing  is  known 
e.xcept  that  it  reacts  to  tuberculin,  the  following 
])rocedure  may  be  taken  as  an  example  of  what 
might  be  done: 

1.  History.  The  history  of  contact  is  probabiy 
the  most  important  point.  It  will  give  the  probable 
date  of  infection,  the  degree  of  contact  as  affecting 
the  infecting  dose,  the  likelihood  of  re-infection  from 
continued  contact.  Any  unexplained  illness  may 
mark  the  onset  of  the  allergic  phase,  especially  one 
which  continued  past  the  duration  period  for  ordinary 
Illnesses.  Present  symptoms  and  the  date  of  their 
onset. 

2.  Physical  examination.  A complete  physical  ex- 
amination will  reveal  chest  findings,  if  any,  evidence 
of  other  tuberculous  lesions,  and  asso-ciated  condi- 
tions which  might  have  a bearing  on  the  treatment. 
Such  findings  as  phlyctenular  conjunctivitis,  ery- 
thema nodosum,  and  tuberculides  are  among  the  less 
familiar  forms  of  the  disease. 

3.  X-ray  examination  of  the  chest  should  always 
be  made.  The  conditions  to  be  looked  for  are  peri- 
focal reactions,  calcified  primary  foci,  and  various 
types  of  pulmonary  tuberculosis.  A negative  chest 
film  in  a positive  reactor  may  mean  that  the  primary 
lesion  has  not  yet  become  calcified,  that  it  is  else- 
where than  in  the  lung,  that  it  is  in  a part  of  the 
lung  not  accessible  to  examination,  that  it  is  too 
small  to  be  seen,  or  that  the  calcium  has  been  ab- 
sorbed. A negative  x-ray  does  not  mean  the  absence 
of  a progressive  lesion,  nor  does  calcification  neces- 
sarily mean  healing. 

4.  Observation.  Temperature  consistently  up  to 
100  in  a reactor  and  not  otherwise  explained  may  be 
taken  as  evidence  of  progression  of  the  disease.  More 
sensitive  than  the  temperature  is  the  sedimentation 
rate.  This  easily  performed  test  is  probably  of 
greater  use  in  tuberculosis  than  in  any  other  dis- 
ease, with  the  possible  exception  of  rheumatic  fever. 
Micro-methods  are  available  which  are  very  satis- 
factory . 

The  treatment  of  primary  tuberculosis  may  be 
summed  up  in  two  words : prevent  reinfection. 
This  phrase,  however,  has  assumed  new  meaning 
recently  with  the  realization  of  the  frequency  of 
endogenous  reinfection.  We  must  not  only  find 
the  source  and  prevent  further  exogenous  infec- 
tion by  breaking  the  contact,  but  we  must  protect 
the  child  in  such  a way  as  to  hinder  endogenous 
reinfection  from  the  original  foci. 

Some  of  these  children  will  be  found  to  be 
still  in  the  acute  or  progressive  stage  of  their  pri- 
mary infection.  Criteria  of  this  are  a recent  pri- 
mary infection,  say  within  three  months,  with  or 
without  symptoms ; symptoms  of  progression,  es- 
pecially a temperature  and  an  increased  sedimen- 
tation rate ; x-ray  findings  of  a perifocal  reaction  ; 
and  evidence  of  dissemination,  such  as  adenitis, 
bone  and  joint  lesions,  serous  membranes,  etc. 
These  children  require  bed  rest  until  all  evidence 
of  progression  have  disappeared ; A normal  com- 
plete diet,  with  extra  vitamin  D ; ultraviolet  light 
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is  contra-indicated  early,  but  is  very  useful  in  the 
later  stages.  The  contact,  of  course,  must  be 
broken. 

If  it  is  determined  that  the  condition  is  one 
of  a resolved  primary  complex  the  contact  hav- 
ing been  broken,  only  ordinary  health  supervision 
is  required.  Periodic  examination,  particularly 
with  the  x-ray,  is  indicated  every  six  months, 
especially  during  the  teen  age. 

If  reinfection  has  already  occurred,  vigorous 
treatment  is  required,  and  the  treatment  of  re- 
infection forms  in  children  does  not  differ  from 
that  in  the  adult.  In  fact,  even  earlier  resort 
to  collapse  therapy  is  indicated,  since  the  lesion 
is  apt  to  progress  faster  on  account  of  the  more 
intense  allergic  state.  One  should  be  careful, 


however,  not  to  confuse  a perifocal  reaction  with 
an  adult  type  pulmonary  tuberculosis. 

SUMMARY 

1.  Primary  tuberculosis  is  a definite  entity 
with  a characteristic  evolutionary  history. 

2.  A diagnosis  of  primary  tuberculosis  is 
not  complete  until  the  stage  of  this  evolutionary 
process  has  been  determined. 

3.  Treatment  involves  protection  of  the  pa- 
tient from  reinfection,  both  endogenous  and  ex- 
ogenous, until  all  evidence  of  progression  has 
disappeared,  then  supervision  only. 

4.  If  reinfection  can  be  prevented,  primary  tu- 
berculosis is  a benign  disease,  with  a negligible 
death  rate. 


TUBERCULOUS  TRACHEO-BRONCHITIS  WITH  ASTHMA 

HARRY  B.  STOKES,  M.  D., 

Omaha,  Nebraska. 


The  diagnosis  of  tracheal  and  bronchial  steno- 
sis has  been  a much  discussed  problem  and  the 
subject  of  a voluminous  literature.  However,  it 
is  interesting  to  note  that  only  within  the  past 
few  years  has  any  serious  consideration  been 
placed  upon  the  importance  of  bronchostenosis 
in  pulmonary  tuberculosis.  The  more  general 
use  of  radiopaques  in  bronchography  has  done 
much  in  stimulating  an  interest  in  this  topic,  but 
while  this  method  of  diagnosis  has  been  able  to 
demonstrate  the  presence  of  a tracheal  or  bron- 
chial obstruction  that  otherwise  might  have 
escaped  detection,  it  has  remained  for  the  endo- 
scopist to  ascertain  the  cause. 

In  the  study  of  pulmonary  tuberculosis  one 
cannot  ignore  the  marked  similarity  this  disease 
bears  to  certain  aspects  of  malignancy.  Especial- 
ly is  this  true  in  respect  to  the  physiological  and 
pathological  effects  upon  the  tracheo-bronchial 
tree.  Cases  are  frequently  seen  where  the  dif- 
ferentation  by  sign  and  symptom,  by  laboratory 
data  and  x-ray  evidence  is  a matter  of  specula- 
tion, often  misleading  and  always  confusing.  It 
is  in  these  particular  instances  that  bronchoscopy 
can  be  a most  valuable  aid  not  only  in  the  dif- 
ferential diagnosis,  but  also  in  the  interpretation 
of  certain  concurrent  phenomena  that  might 
otherwise  defy  correct  explanation. 

It  is  not  the  purpose  of  this  communication  to 
enter  into  a discussion  of  the  various  broncho- 
scopic  findings  in  tuberculosis,  but  rather  to  draw 
attention  to  the  symptoms  of  asthma  as  being  an 
indication  of  a possible  tracheal  or  bronchial  ob- 
struction secondary  to  and  associated  with  the 


pulmonary  lesion,  and  to  stress  the  importance 
of  bronchoscoping  patients  with  tuberculosis  who 
present  asthmatoid  symptoms. 

Not  many  years  ago  it  was  held  that  pulmonary 
tuberculosis  no  matter  how  minimal  constituted 
an  absolute  contra-indication  to  endoscopy.  That 
this  view  is  no  longer  tenable  has  been  proved 
convincing'ly  by  the  recent  publications  of  Myer- 
son^i)  and  that  of  Epstein  and  Ornstein^-L  The 
detailed  reports  of  Eloesser(^)  have  also  added 
much  information  to  this  phase  of  the  subject. 

CASE  REPORT 

Mrs.  M.  W.,  age  39,  consulted  her  family  physician 
in  January,  1936,  complaining  of  cough  and  vague 
pains  in  the  chest.  These  symptoms  had  been  pres- 
ent for  four  weeks,  during  the  latter  part  of  which 
she  had  begun  to  raise  large  amounts  of  sputum 
daily.  Initial  examination  revealed  nothing  of  any 
significance.  A diagnosis  of  chronic  bronchitis  was 
made  and  a cough  mixture  prescribed. 

She  was  seen  again  three  months  later,  at  this  time 
being  referred  to  my  office  on  consultation.  She 
complained  that  the  cough,  unrelieved  by  medication, 
was  growing  progressively  worse.  Sputum  was  still 
being  raised  and  she  had  lost  some  eight  pounds  in 
weight  during  the  preceding  six  weeks  though  her 
appetite  remained  good.  X-rays  taken  at  this  time 
revealed  the  presence  of  chronic  pulmonary  tubercu- 
losis involving  both  apices  with  cavitation  in  the  left. 
Sputum  examination  was  positive  for  tubercle  bacilli. 

In  April,  approximately  four  and  one-half  months 
after  the  onset  of  the  illness,  the  patient  experienced 
asthmatic  symptoms.  These  were  paroxysmal  and  oc- 
curred two  or  three  times  every  twenty-four  hours. 
The  attacks  were  so  typical  that  it  was  believed  the 
patient  had  bronchial  asthma.  For  purposes  of  bron- 
chography, 10  cc.  of  lipiodal  were  instilled  intra- 
trachealy.  It  was  noted  that  all  the  lipiodol  flowed 
into  the  right  main  bronchus,  none  into  the  left.  The 
next  day  lipiodol  instillation  was  repeated,  a particu- 
lar effort  was  made  to  inject  the  left  side.  Most  of 
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the  oil  entered  the  right  main  bronchus  only  a frac- 
tion gravitating  to  the  left  side  forming  a small  pool 
2 centimeters  below  the  carina.  From  this  observa- 
tion it  was  believed  that  some  form  of  stenotic  lesion 
existed  in  the  left  main  bronchus  preventing  the 
ingress  of  the  radiopaque  media,  and  this  broncho- 
stenosis was  probably  the  cause  of  the  patient’s  asth- 
matic symptoms. 

One  week  later  bronchoscopy  was  performed  under 
local  anesthesia.  The  larynx  was  diffusely  hyperemic. 
The  tracheal  mucosa  was  inflamed  and  edematous. 
The  right  main  bronchus  shared  the  same  picture  as 
the  trachea.  In  the  region  of  the  carina  on  the  left 
side  extending  down  the  left  main  bronchus  there  ap- 
peared an  annular  stenotic  lesion  consisting  of  a fri- 
able and  highly  vascular  granulation  tissue,  bleeding 
easily  upon  touch.  Biopsy  was  attempted  but  discon- 
tinued because  of  the  induced  bleeding.  The  broncho- 
stenotic  lesion  extended  2%  centimeters  down  from 
the  carina  in  the  left  main  bronchus.  It  was  impossible 
to  pass  the  bronchoscope  beyond  this  point  since  a 
lumen  could  no  longer  be  followed  atlhough  a small 
airway  could  be  seen  through  which  at  each  respira- 
tory cycle  a tenacious  muco-purulent  secretion  was 
expelled.  On  the  basis  of  the  bronchoscopic  findings 
a diagnosis  of  chronic  tuberculous  trachea-bronchitis 
was  made,  the  stenosis  being  mural  and  due  to  a 
granulomatous  hyperplasia  of  the  mucosa  (granu- 
loma). 

For  several  days  after  the  bronchoscopy  the  patient 
was  entirely  free  from  asthmatic  symptoms.  However, 
the  attacks  subsequently  recurred  with  the  former  in- 
tensity. She  refused  to  permit  further  bronchoscopic 
examination  and  was  referred  to  an  institution  for 
x-ray  therapy  in  the  hope  of  reducing  the  granuloma- 
tous area. 

In  a review  of  the  recent  literature,  D.  H.  Bal- 
lon reports  three  cases  of  pulmonary  tubercu- 
lous all  manifesting  asthmatoid  symptoms.  Bron- 
choscopy performed  on  each  revealed  the  pres- 
ence of  a bronchial  obstruction.  In  two  of  these 
cases  tuberculosis  granulation  tissue  was  remov- 
ed. One  of  this  series  was  bronchoscoped  on  sev- 
eral occasions,  dilatation  of  the  stenotic  area  was 
instituted  with  aspiration  of  septic  material  distal 
to  the  stenosis.  The  patient  experienced  amaz- 


ing relief  from  the  asthmatic  symptoms  and 
showed  definite  local  improvement  in  the  affected 
lung.  Similar  cases  have  been  cited  by  MacCon- 
key,(S)  Crimm  and  Strayer<®>  and  by  Faust^'^h 

On  the  basis  of  accumulating  evidence  and 
favorable  comment  it  should  become  apparant 
that  all  cases  of  chronic  pumonary  tuberculous 
exhibiting  signs  and  symptoms  of  a possible 
tracheal  or  bronchial  stenosis  the  presence  or  na- 
ture of  the  stenosis  remaining  in  doubt  should 
be  bronchoscoped  whenever  possible.  Further, 
all  cases  of  known  pulmonary  tuberculosis  com- 
plicated by  signs  and  symptoms  of  bronchial 
asthma,  should  have  the  benefit  of  a diagnostic 
bronchoscopy  before  resorting  to  a lengthy,  time 
consuming  and  expensive  sensitization  study  for 
allergy,  the  specificity  of  which  is  too  often 
equivocal  even  if  a positive  test  is  obtained. 
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Much  of  the  recent  literature  on  peripheral 
vascular  disease  has  dealt  with  such  complicated 
diagnostic  and  therapeutic  apparatus  that  the  busy 
practitioner  may  feel  that  he  has  neither  the  time 
nor  the  facilities  to  adequately  study  these  cases. 
This  is  by  no  means  true,  for  the  average  patient 
suffering  with  inadequate  peripheral  circulation 
may  be  studied  in  one’s  office  with  a moderate 
expenditure  of  time  and  very  limited  equipment. 

The  following  outline  for  the  investigation  of 
these  cases  is  suggested : 


1 . History. 

a.  General  medical  history  including  information 
about  the  patient’s  occupation,  habits  and  the  use  of 
tobacco. 

b.  Onset  and  course  of  symptoms  referable  to  the 
extremities. 

1.  Pain  and  cramps;  at  night,  at  rest. 

2.  Intermittent  claudication;  pain  or  cramps 
with  exercise. 

3.  Numbness  and  tingling. 

4.  Cold  extremities. 

5.  Previous  frostbite  or  ulceration. 

6.  Effect  of  hot  and  cold  weather  on  ex- 
tremities. 

7.  History  of  wandering  superficial  phlebitis. 
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8.  Color  changes  previously  noted  in  the 
limbs. 

Pain  is  probably  the  most  common  symptom  in 
all  of  these  disorders,  and  its  type  and  character 
should  be  carefully  investigated.  The  age  of  the 
patient  assists  in  grouping  the  case,  since  with  the 
exception  of  thrombo-angiitis  obliterans,  most  of 
the  vascular  disease  in  younger  individuals  is  on 
a vaso-spastic  basis.  In  older  patients  one  is  more 
likely  to  be  dealing  with  an  occlusive  type  of 
arterial  disease.  A history  of  transient,  migra- 
tory superficial  phlebitis  is  important  since  it  is 
a common  finding  in  thrombo-angiitis  obliterans. 
Almost  all  of  these  patients  with  peripheral  vas- 
cular disease  have  more  difficulty  during  the  fall 


Fig.  1.  The  effect  of  vaso-dilatation  upon  the  skin  tempera- 
tures of  the  lower  extremities  in  a normal  individual.  Immers- 
ing the  hands  and  forearms  in  warm  water  has  removed  the 
vaso-constrictor  influence  on  the  vessels  of  the  lower  extremi- 
ties. 

and  winter  months,  and  their  complaints  are 
especially  aggravated  during  these  seasons. 

3.  Physical  Examination. 

a.  General  examination  with  special  attention  to 
the  heart. 

b.  Examination  of  the  extremities. 

1.  The  skin.  Rough,  scaly,  fissured,  atrophic, 
or  ulcerated. 

2.  Abnormal  color  changes;  pale,  waxy  or 
cadaveric,  hyperemic  or  subcyanotic. 

3.  Color  changes  with  variations  in  posture. 

In  limbs  \vith  deficient  circulation  on  an  oc- 
clusive basis,  the  feet  often  become  pale  and  cad- 
averic when  elevated  above  the  level  of  the  trunk. 
When  the  same  extremities  are  allowed  to  as- 
sume a dependent  position,  they  will  change  to 
a livid  subcyanotic  color  which  is  quite  charac- 
teristic. The  ‘optimum  resting  level’  for  such  ex- 
tremities can  he  determined  during  such  an  exam- 


ination, and  will  be  found  to  vary  slightly  in 
different  patients.  It  is  found  by  observing  the 
amount  of  blood  in  the  superficial  veins  when  the 
limb  is  placed  at  levels  slightly  above  and  below 
the  heart.  It  is  usually  found  that  at  a point 
three  to  six  inches  below  the  heart  level,  the 
veins  will  be  neither  distended  with  blood  or  re- 
tracted beneath  the  skin.  At  this  elevation  the 
limb  will  receive  the  maximum  amount  of  blood. 
Elevating  the  lower  extremities  to  abnormal 
heights  is  distinctly  harmful,  for  it  is  not  only  un- 
comfortable for  the  patient,  but  may  hasten  the 
pathological  process  by  increasing  the  ischemia. 

3.  Examination  of  the  Peripheral  Pulses. 

In  the  upper  extremity  one  can  usually  palpate 
three  peripheral  arteries  without  difficulty: 

a.  Axillary. 

b.  Brachial. 

c.  Radial. 

In  the  lower  extremity,  four  arteries  are  usually 
readily  iialpable  if  they  are  patent: 

a.  Femoral. 

b.  Popliteal. 

c.  Posterior  tibial. 

d.  Dorsalis  pedis. 

Since  most  peripheral  vascular  disease  involves 
the  lower  extremities,  examination  of  these  ves- 
sels is  of  the  utmost  importance.  De  Takats  has 
said  that  if  we  were  to  make  a practice  of  taking 
the  patient’s  pulse  in  the  dorsalis  pedis  artery  in- 
stead of  the  radial,  many  of  these  cases  would 
be  diagnosed  at  an  earlier  time  in  their  course. 

Certain  normal  anatomical  variations  in  the 
arterial  tree  of  the  foot  must  be  kept  in  mind. 
Reich  has  shown  that  in  75-80%  of  normal  feet, 
the  dorsalis  pedis  artery  is  palpable  in  its  usual 
location  on  the  dorsum  between  the  first  and  the 
.second  metatarsal  bones.  In  14%  of  individuals 
the  lateral  tarsal  artery,  lying  approximately  over 
the  head  of  the  third  metatarsal  bone,  will  be  the 
only  vessel  on  the  dorsum  of  the  foot  palpable. 
Both  the  lateral  tarsal  and  the  dorsalis  pedis 
arteries  are  absent  in  4%  of  normal  subjects,  and 
the  posterior  tibial  artery  is  normally  absent  in  a 
like  number.  Erom  this  and  other  studies  it  must 
be  assumed  that  while  palpable  foot  pulses  in  the 
dorsalis  pedis  and  posterior  tibial  arteries  speak 
against  a diagnosis  of  obstructive  peripheral  vas- 
cular disease,  an  apparent  absence  of  these  pulsa- 
tions is  not  definite  evidence  of  pathology  with- 
out other  positive  findings.  Oedema,  adiposity 
and  normal  anatomical  variations  may  all  con- 
tribute in  making  palpation  of  these  vessels  dif- 
ficult or  impossible  in  a small  percentage  of  cases. 

4.  The  Histamine  Test. 

The  use  of  the  cutaneous  histamine  test  has 
been  found  very  helpful  in  determining  the  ade- 
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(juacy  of  tlie  superficial  cutaneous  circulation. 
The  test  is  quite  simple  and  may  be  done  in  a few 
moments  with  the  aid  of  a hypodermic  needle 
and  a small  amount  of  histamine  acid  phosphate, 
obtainable  in  one  cc.  ampoules.  The  usual  tech- 
nique is  as  follows ; After  cleansing  the  skin,  a 
drop  of  histamine  is  placed  at  different  sites  along 
the  e.xtremity.  In  the  lower  limb  it  is  customary 
to  run  the  tests  above  the  knee,  at  mid-leg  and 
on  the  dorsum  of  the  foot.  Using  a hypodermic 
needle,  the  skin  is  then  scratched  through  the 
histamine  as  one  would  do  in  a vaccination.  A 
commonly  employed  variation  is  to  inject  .1  cc. 
of  the  solution  intradermally,  but  we  have  found 
the  results  to  be  quite  satisfactory  using  the 
scratch  method.  There  soon  develops  a red  spot, 
succeeded  by  a wheal  and  surrounded  by  a flare. 
This  reaction  is  accompanied  by  itching,  and  nor- 
mally will  be  fully  developed  in  five  minutes  if 
the  superficial  circulation  is  adequate.  When  the 
circulation  is  abnormal,  the  wheal  and  flare  may 
develop  very  slowly,  may  be  almost  invisable  or 
not  appear  at  all.  In  our  work  we  have  graded 
the  response  as  111  (normal)  if  a wheal  1 cm. 
in  diameter  surrounded  by  a flare  2 cms.  in  di- 
ameter appeared  in  ten  minutes.  Lesser  reactions 
have  been  graded  11,  1 and  0. 

Sir  Thomas  Lewis  has  shown  that  the  wheal 
is  due  to  an  increased  permeability  of  the  minute 
vessels  of  the  skin,  i.  e.,  the  terminal  arterioles, 
capillaries,  venules  and  the  sub-papillary  venous 
plexes.  The  flare  is  the  result  of  a widespread 
dilatation  of  the  neighboring  arched  arterioles, 
brought  about  through  a local  nerve  reflex  or 
axon  reflex. 

De  Takats  states  that  the  histamine  response  is 
absent  when : 

a.  There  is  inade(iuate  pressure  in  the  skin  vessels 
to  fill  the  dilated  arterioles. 

b.  When  there  is  an  arterioler  spasm  present 
which  the  histamine  cannot  overcome. 

c.  In  those  cases  in  which  the  cutaneous  nerves 
have  de.erenerated  following  injury. 

The  same  author  outlines  the  usefulness  of 
this  test  as  follows  : 

a.  In  amputations  for  frank  gangrene  to  determine 
the  lowest  safe  level  for  skin  viability. 

b.  As  a test  to  early  determine  a beginning  defi- 
ciency in  arterial  inflow. 

c.  To  estimate  improvement  or  standstill  in  the 
peripheral  circulatory  status  during  conservative 
therapy. 

5.  Tests  to  determine  the  presence  of  per- 
ipheral vaso-spasm. 

As  previously  stated,  it  is  most  important  in 
every  case  of  peripheral  vascular  disease  to  de- 
termine whether  the  condition  is  primarily  due  to 


vascular  occlusion  or  to  vaso-spasm.  While  both 
components  may  be  present  in  a given  case,  one 
is  almost  invariably  dominant  and  the  treatment 
outlined  depends  upon  an  accurate  differentiation. 

Numerous  tests  have  been  described  to  deter- 
mine the  presence  or  absence  of  peripheral  vaso- 
spasm, but  the  underlying  principle  in  each  is 
the  same.  Any  procedure  which  will  release  the 
constricting  influence  of  the  sympathetic  nerves 
to  the  peripheral  vessels  will  produce  a dilatation 
of  these  vessels,  if  they  are  capable  of  dilating. 
The  result  will  be  a greater  blood  flow  to  the  ex- 
tremities with  an  accompanying  elevation  in  the 
superficial  skin  temperature.  In  a patient  whose 
symptoms  suggest  inadequate  peripheral  circula- 
tion, the  constricting  influence  of  the  sympa- 
thetics  to  the  peripheral  vessels  may  be  removed. 
By  means  of  a mercury  skin  thermometer  or  a 


Fig.  2.  Patient  with  arteriosclerosis  of  the  vessels  of  the 
lower  extremities.  No  increase  in  the  peripheral  skin  tempera- 
tures noted  since  the  vessels  are  unable  to  dilate  even  when  the 
vaso-constrictor  influence  has  been  removed. 

Tycos  jdermatherm,  the  temperature  of  the  skin 
of  the  toes  is  taken,  and  if  it  reaches  an  elevation 
established  as  the  normal,  we  may  assume  that 
the  difficulty  is  due  to  spasm  that  has  been  re- 
leased. The  presence  of  organic  disease  with 
thickening  of  the  peripheral  vessels  would  permit 
the  vascular  bed  to  dilate  only  partially  or  not  at 
all,  even  when  the  constricting  s}^mpathetic  in- 
fluence was  removed.  The  elevation  in  the  per- 
ipheral skin  temperatures  would  be  slight  or  ab- 
sent in  such  a case. 

In  all  of  the  tests  for  the  determination  of  vaso- 
spasm, the  patient  is  placed  in  a room  with  a 
temperature  between  68  and  74  degrees  F.  for 
one  hour,  during  which  time  his  lower  extrem- 
ities are  exposed  to  the  room  temperature.  The 
liasic  skin  temperatures  of  the  toes  are  then  taken. 
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One  of  the  various  methods  that  will  release  the 
vaso-constrictor  influence  of  the  sympathetics  is 
then  employed  and  a second  reading  of  the  per- 
ipheral skin  temperatures  is  taken.  If  these  reach 
a reading  of  89  degrees  F.  or  31.5  degrees  C.,  it 
may  be  assumed  that  there  is  no  significant  or- 
ganic occlusion  present.  If  the  skin  temperature 
fails  to  reach  31.5  degrees  C.,  but  reaches  26  or 
27  degrees,  C.  (78-80  deglees  F.),  it  is  interpret- 
ed as  evidence  of  a moderate  degree  of  occlusive 
disease.  In  advanced  peripheral  arterial  disease 
there  may  be  no  elevation  in  the  peripheral  skin 
temperatures  after  removal  of  the  constricting 
influence. 

Methods : 

a.  Spinal  anaesthesia. 

The  administration  of  a low  spinal  anaesthetic  is 
an  adequate  method  of  removing  the  sympathetic 
constricting  influence  and  producing  peripheral  dila- 
tation. Its  disadvantage  is  that  it  is  essentially  a 
hospital  procedure  and  not  entirely  without  risk. 

b.  Peripheral  nerve  block. 

This  is  a very  satisfactory  method  and  may  be 
used  in  one’s  office.  The  posterior  tibial  nerve  is 
anaethetized  with  a small  amount  of  novacaine  and 
plantar  anaesthesia  of  the  foot  obtained.  Skin  tem- 
peratures are  taken  on  the  ball  of  the  great  toe  before 
and  after  the  injection  and  the  difference  in  the  read- 
ings will  indicate  the  amount  of  peripheral  dilatation 
that  has  occurred. 

c.  Blanket  test. 

Coller  and  Maddock  have  described  a test  in  which 
the  patient  lies  prone  and  disrobed  upon  a table  for 
one  hour  at  a room  temperature  of  70  degrees  F. 
The  skin  temperatures  are  then  taken  and  the  patient 
is  subsequently  wrapped  in  three  heavy  blankets  for 
one  hour.  The  skin  temperatures  are  then  repeated 
and  the  difference  noted.  In  a normal  subject  a wide 
spread  vaso-dilatation  results  with  an  increase  in  the 
peripheral  skin  temperatures. 

d.  Immersion  of  the  extremities  in  warm  water. 

Landis  and  Gibbon  have  described  a very  simple 

and  reliable  test  for  the  production  of  peripheral 
vaso-dilatation  that  can  be  carried  out  easily  in  one’s 
office  without  elaborate  equipment.  If  the  patient’s 
lower  extremities  are  to  be  examined,  he  is  placed  in 
a room  at  70  degrees  F.  for  one  hour,  with  his  legs 
and  lower  thighs  exposed  to  the  air.  The  skin  tem- 
peratures of  the  toes  are  then  taken.  The  hands 
and  forearms  up  to  the  elbows  are  then  immersed  in 
warm  water  at  110-112  degrees  F.  (43-45  C.)  for 

thirty-five  minutes  and  the  skin  temperatures  again 
determined.  In  normal  subjects  the  peripheral  skin 
temperatures  of  the  toes  will  be  elevated  to  readings 
of  90  to  92  degrees  F.  (32-34  C.)  in  this  time.  If  one 
wishes  to  study  the  upper  extremities,  the  same  meth- 
od may  be  used  by  immersing  the  feet  and  legs  in 
warm  water  at  a temperature  of  44  degrees  C.  The 
warmed  blood  returning  to  the  brain  results  in  pro- 
ducing a peripheral  dilatation  in  the  extremities,  re- 
leasing the  excess  heat  and  maintaining  the  body  tem- 
perature at  an  even  level.  Because  of  its  simplicity, 
this  test  has  been  the  one  employed  in  the  study  of 
our  cases. 

6.  Boulitte  Oscillometer. 

This  instrument  is  useful  in  determining  the 
elasticity  of  the  major  arteries  of  the  e.xtremities. 


The  deviation  is  plotted  in  the  upper  and  lower 
portion  of  each  limb  and  the  relative  elasticity 
of  the  major  vessels  is  thus  computed.  The  in- 
strument is  not  generally  available  and  the  infor- 
mation it  gives  can  in  most  instances  be  obtained 
by  more  simple  means. 

7.  X-ray  studies  of  the  peripheral  vessels. 

X-ray  plates  of  the  limbs  may  be  taken  to  de- 
termine the  amount  of  calcification  in  the  per- 
ipheral vessels.  It  is  well  to  remember  that  in 
many  instances,  the  calcium  seen  in  the  film  is  in 
the  media,  while  it  is  the  degree  of  intimal  pro- 
liferation that  is  responsible  for  the  reduced  blood 
flow.  Except  to  confirm  one’s  clinical  impres- 
sion of  advanced  arterio-sclerosis,  ordinary  x-ray 
studies  are  of  little  help. 

Arteriography  has  recently  been  used  in  the 
study  of  the  peripheral  arterial  system,  and  may 
in  certain  instances  be  very  helpful.  It  necessi- 
tates the  injection  of  an  opaque  substance  into  a 
major  artery  of  the  limb,  followed  almost  im- 
mediately by  an  x-ray  picture  of  the  distal  ex- 
tremity. The  arterial  pattern,  distal  to  the  point 
of  injection  is  then  visible  on  the  film.  The  chief 
usefulness  of  this  method  is  in  the  study  of  sus- 
pected cases  of  arterio-venous  aneurism,  but  in 
the  average  case  of  peripheral  vascular  disease 
this  examination  is  not  necessary. 

SUMMARY 

1.  The  majority  of  cases  of  peripheral  vas- 
cular disease  may  be  adequately  studied  in  one’s 
office  with  a moderate  expenditure  of  time  and 
very  limited  equipment. 

2.  Information  about  the  major  arteries  of 
the  extremities  may  be  obtained  by  a careful  ex- 
amination of  the  peripheral  pulses.  This  can  be 
supplemented  by  the  use  of  an  oscillometer  if 
available. 

3.  The  efficiency  of  the  arteriolar  circulation 
may  be  determined  by  histamine  and  skin  tem- 
perature studies. 

4.  It  is  of  the  utmost  importance  to  deter- 
mine whether  the  condition  is  primarily  organic 
or  spastic  in  type,  and  the  part  played  by  each. 
Methods  for  determining  the  presence  of  vaso- 
spasm have  been  discussed. 

5.  The  status  of  the  collateral  circulation  is 
determined  by  a study  of  the  results  obtained  in 
the  other  tests.  If  pulsations  in  the  major  per- 
ipheral arteries  are  not  palpable,  yet  the  skin  tem- 
perature readings  increase  when  the  vaso-con- 
strictor influence  is  removed,  one  may  assume 
that  the  collateral  circulation  is  competent. 
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C.ARDIAC  CLINIC  NO.  V— AURICULAR  FIBRILLATION  IN 
RHEUMATIC  HEART  DISEASE* 

FREDERICK  W.  NIEHAUS,  M.  D., 

Omaha. 


This  arrhythmia  was  variously  described  as  de- 
lirium cordis,  arrhythmia  perpetuans,  etc.,  by  the 
older  writers.  Mackenzie  with  the  aid  of  the 
polygraph,  Lewis,  Rothberger  and  others  by 
means  of  the  electrocardiograph  brought  order 
out  of  chaos. 

The  conception  of  a circus  movement  of  the 
auricles  is  usually  accepted  as  a plausible  hypothe- 
sis of  this  phenomenon.  These  graphic  methods 
have  placed  the  diagnosis  of  auricular  fibrillation 
on  such  a secure  basis  that  these  mechanical  aids 
are  rarely  necessary  for  its  recognition.  At  times 
a slow  fibrillation  escapes  an  experienced  finger 
or  ear. 

There  is  no  pathology'  characteristic  of  this 
condition.  Morbid  structural  or  metabolic  pro- 
cesses due  to,  or  incident  to,  distention  of  the 
auricles  from  obstructive  valvular  lesions  or  from 
heart  failure  from  any  cause,  are  probably  factors. 
In  a few  instances  in  which  the  underlying  cardiac 
disease  is  obscure  or  apparently  absent,  it  may  be 
due  to  nervous  influences. 

Practically  all  completely  irregular  pulses  of 
100  or  more  per  minute  can  be  classified  as  fibril- 
lation. Frequent  extra  systoles  are  at  times  con- 
fusing, when  they  come  irregularly,  and  from  dif- 
ferent foci  of  the  heart,  thereby  producing  tumult- 
ous heart  action.  Levine^^^  differentiates  them 
as  follows : In  extra  systoles  a long  pause  is  nec- 
essarily preceded  by  a quick  beat  (short  cycle) 
as  the  long  pause  is  a compensatory  mechanism. 
In  fibrillation,  a long  pause  may  be  preceded  by 
either  a short  or  a long  cycle.  A long  cycle  pre- 
ceding a long  pause  can  occur  only  in  fibrillation. 

Auricular  fibrillation  modifies  the  auscultatory 
findings  of  a mitral  stenosis.  During  diastole  a 

•From  the  Cardiac  Clinic,  University  of  Nebraska  Dispensary. 


large  amount  of  the  auricular  blood,  passes 
through  the  stenotic  mitral  valve  by  gravity  and 
by  suction,  the  passage  of  which,  gives  rise  to  the 
early  and  mid-diastolic  murmur  or  rumble.  With 
auricular  systole,  the  blood  is  forced  through  the 
mitral  orfice  at  an  increased  speed  and  force, 
producing  the  presystolic  accentuation  of  this 
murmur,  just  before  the  accentuated  first  mitral 
sound.  With  auricular  fibrillation  the  auricular 
systole  is  absent,  and  consequently  the  presystolic 
murmur  is  also  absent,  being  replaced  by  a quiet 
interval  before  the  accentuated  first  mitral  sound. 
Mackenzie  called  attention  to  this  many  years 
ago.  Wenkeback^2)  elaborated  further  on  this 
feature,  calling  attention  to  the  difficulty  in  identi- 
fying the  above  findings  in  cases  of  tachycardia. 
As  the  accentuated  first  mitral  may  hit  so  close 
to  the  mid-diastolic  rumble  making  it  appear  to 
be  presystolic.  Slowing  the  pulse  by  carotid  or 
ocular  pressure  may  help  to  establish  this  fact. 
It  may  be  necessary  to  await  a slower  rate. 

The  chief  types  of  heart  disease  associated  with 
fibrillation  are  (1)  rheumatic  heart  disease,  (2) 
myocardial  and  hypertensive  disease,  and  (3) 
goitre. 

In  the  rheumatic  group,  fibrillation  occurs 
largely  between  30  to  40  years  of  age.  Parkin- 
son and  CampbelF^)  reported  a series,  in  which 
56.8%  of  rheumatic  hearts  fibrillated  between 
30  and  44  years  of  age,  and  75%  between  20  and 
45  years. 

This  arrhythmia  rarely  occurs  in  children.  Of 
2,539  cases  of  heart  disease  in  children  only  three 
fibrillated  (McEachern  & Baker^'*)  reported  575 
cases  with  three  fibrillations,  Willius^^^  500, 
Cowan^'’^  300,  Coopson^^^  1,164,  with  no  fibril- 
lations). 
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It  is  practically  never  associated  with  subacute 
bacterial  endocarditis.  Libman  considers  the 
jiresence  of  auricular  fibrillation  in  a case  almost, 
as  proof  that  subacute  bacterial  endocarditis  does 
not  e.xist.  This  may  be  due  to  the  fact,  that  this 
infection  is  much  more  frequent  in  the  less  crip- 
pled and  damaged  valves.  Fulton  & Levine^®^ 
reported  111  cases  of  subacute  bacterial  endocard- 
itis with  only  one  instance  of  fibrillation,  and 
that,  as  a terminal  event.  The  fact  that  the 
aortic  valves  are  more  frequently  involved  by 
this  infection  would  tend  to  decrease  the  incidence 
of  this  irregularity. 

Aortic  valvular  disease,  particularly  syphilitic 
Is  rarely  complicated  by  fibrillation.  Lewis^*^ 
gives  an  incidence  of  5.9%.  An  aortic  valvular 
disease  associated  with  a mitral  stenosis,  decreases 
the  incidence  of  fibrillation  for  that  lesion.  The 
incidence  of  fibrillation  in  combined  aortic  and 
mitral  disease  was  27.5 

Mitral  stenosis,  of  all  valvular  lesions  is  most 
frequently  complicated  by  fibrillation.  In  152 
cases  of  fibrillation  studied  by  Lewis^*^  51.5% 
were  due  to  mitral  stenosis.  J\Iany  cases  of  idio- 
pathic fibrillation,  later  in  their  course  reveal 
themselves  as  obstructions  at  the  mitral  valve. 
This  occurs  so  frequently  that  fibrillation  may  be 
considered  a presumptive  sigti  of  this  valve  lesion. 

Auricular  fibrillation  is  a sign,  marking  a stage 
in  the  progress  of  heart  disease,  and  is  unusually 
indicative  of  advanced  disease.  It  is  true  that  at 
times,  it  seems  to  occur  in  healthy  hearts.  This  is 
rare.  Of  these,  many  later  manifest  heart  dis- 
ease. 

In  rheumatic  heart  disease,  as  the  valvular  le- 
sion imposes  a progressively  increasing  burden, 
some  hearts  will  fibrillate.  This  is  particularly 
true  of  the  lesions  which  early  distend  the  auri- 
cles. In  a series  investigated  by  DeGraff  and 
Ling^^^k  the  mean  duration  of  infection  to  onset 
of  fibrillation,  was  18  years.  In  3 years  after 
the  onset  of  fibrillation  75%  were  dead.  While 
this  arrhythmia  is  a definite  sign  post  on  the  road 
to  heart  failure,  except  in  very  rare  instances,  yet 
many  hearts  are  more  severely  damaged  without 
displaying  this  signal.  In  other  words,  the  heart 
damage  is  more  important  than  the  arrhythmia. 
Levine^ mentions  that  a heart  with  little  reserve 
may  decompensate,  if  thrown  into  a fibrillation. 
White  regards  the  tachycardia  more  important 
than  the  disturbed  rhythm.  With  certain  evidence 
of  cardiac  damage,  life  is  not  shortened  by  the 
presence  or  absence  of  fibrillation. 

Paroxysmal  attacks  of  auricular  fibrillation  are 


frequently  disturbing  on  account  of  the  con- 
sciousness of  tumultous  heart  action,  and  are 
often  much  less  disturbing  when  the  irregularity 
becomes  permanent.  The  symptoms  are  chiefly 
those  of  anxiety.  There  may  be  some  giddiness 
or  faintness  if  the  rate  is  extremely  rapid.  Breath- 
lessness, cyanosis  and  congestion  are  signs  of 
heart  failure  rather  than  that  of  arrhythmia. 

Serious  heart  disease  is  very  frequently  asso- 
ciated with  auricular  fibrillation.  In  these  cases 
the  degree  of  pulse  deficit  is  a reliable  index  of 
its  gravity.  Improvement  parallels  the  appro.xi- 
mation  of  the  apical  and  radial  beats. 

Treatment  of  auricular  fibrillation  in  rheumatic 
heart  disease  depends  on  the  presence  or  absence 
of  cardiac  failure.  If  congestive  failure  is  pres- 
ent, digitalis  is  administered,  which  slows  the 
rate.  Whether  or  not  a normal  mechanism  is 
established  need  cause  no  concern.  In  other 
words  the  treatment  is  that  of  congestive  failure. 

Auricular  fibrillation  in  the  complete  absence 
of  symptoms  and  signs  of  heart  failure,  may  at 
times  be  treated  successfully  with  quinidine.  The 
use  of  this  drug  is  largely  limited  to  this  type  of 
case.  Lew’is  regards  it  as  a drug  that  should 
rarely  be  used.  The  method  of  administration 
is  as  follows:  a dose  of  3 grs.  is  given  every 
3 hours  for  two  doses.  If  no  idiosyncrasy  is 
noted,  5 grs.  may  be  given  every  3 hours  for  24 
hours.  This  must  be  given  day  and  night.  This 
may  even  be  given  every  2 hours  for  48  hours. 
Then  gradually  decreased.  If  the  heart  action 
becomes  regular  the  dose  is  reduced,  to  that 
which  controls  the  rhythm.  This  may  be  from 
one  to  four  doses  daily,  continued  indefinitely. 
If  normal  rhythm  is  not  restored  in  four  or  five 
days,  continuance  seems  useless.  The  early  en- 
thusiasm for  this  drug  has  greatly  waned.  Wolf 
& White^^^)  state,  “There  is  no  definite  evidence 
that  quinidine  prolongs  life  or  reduces  mortality.” 
Stroud  and  co-workers^^^^  in  a carefully  selected 
group  with  minimal  heart  damage,  found  no 
change  in  the  mortality  between  those  cases  of 
fibrillation  checked  by  quinidine,  and  those  not 
checked.  Insofar  as  auricular  fibrillation  in  rheu- 
matic heart  diseases  is  concerned,  the  use  of  quini- 
dine seems  to  be  chiefly  restricted  to  those  indi- 
viduals, who  are  distressed  by  irregular  heart  ac- 
tion. At  least  a trial  may  be  made  to  relieve  the 
symptom. 
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NEW  YORK  CHILDREN’S  SOCIETY 
L.AUNCHES  MOTHERS’  .MILK  PRE- 
SERVING PROCESS  LICENSED 
TO  IT  FREE  BY  BORDEN  CO. 

Pediatricians  and  doctors  in  New  York  City — 
including  Health  Commissioner  John  L.  Rice; 
Dr.  Shirley  W.  Wynne,  former  Health  Commis- 
sioner; and  Dr.  Carl  H.  Laws,  chief  of  pediatric 
service,  Long  Island  College  Hospital — saw  new 
hope  for  saving  the  lives  of  an  increasing  number 
of  prematurely  born  babies  when,  on  July  24,  the 
Mothers’  Milk  Bureau  of  the  Children’s  Welfare 
Federation  announced  the  adoption  of  a new  pro- 
cess of  quickly  freezing  mothers’  milk. 

The  process  was  invented  by  Washington 
Platt,  a scientist  in  the  Syracuse,  N.  Y.  research 
laboratory  of  The  Borden  Company,  and  was 
clinically  tested  by  Dr.  Paul  W.  Emerson  of  Bos- 
ton. It  makes  possible  for  the  first  time  to  keep 
mothers’  milk  for  several  months  or  more,  trans- 
port it,  and  feed  it  to  prematurely  born  or  ill 
babies  without  any  subsequent  action  other  than 
thawing  and  warming. 

A license  for  the  use  of  the  new  process,  with- 
out charge,  was  turned  over  to  the  Federation  by 
The  Borden  Company  during  ceremonies  on  July 
24.  Dr.  James  A.  Tobey,  Director  of  Health 
Service  of  the  company,  made  the  presentation. 

“We  are  happy  to  be  able  to  contribute  in  this 
way  to  the  welfare  not  only  of  the  babies  of  New 
\'ork  City  but  of  the  nation,’’  Dr.  Tobey  said. 
“W'ith  an  infant  death  rate  in  New  York  in  1935 
of  47.0  per  1,000  live  births  and  with  30%  of 
these  deaths  due  to  prematurity,  every  scientific 
step  should  be  taken  to  reduce  this  toll  of  young 


lives.  It  was  with  this  thought  in  mind  that  our 
compau}^  determined  to  license  this  process  with- 
out charge  to  the  medical  profession  so  that  an 
increasing  number  of  infant  lives  might  be 
saved.” 

Dr.  Wynne,  President  of  the  Federation,  in  ac- 
cepting the  license,  said : “We  believe  this  process 
will  enable  us  to  preserve  the  excess  milk  we  re- 
ceive in  periods  when  the  supply  exceeds  the  de- 
mand, thereby  building  up  a reserve  supply  to 
cope  with  all  emergencies.  When  we  have  had 
excess  quantities  in  the  past  we  have  tried  to  can 
the  milk  but  that  is  not  satisfactory.  This  pro- 
cess should  enable  us  to  meet  any  demand  that 
is  made  upon  us.” 

Dr.  Rice  congratulated  the  Federation  on  its 
work  in  providing  a constant  supply  of  mothers’ 
milk  for  premature  and  ill  babies.  “I  am  happy 
that  this  important  step  is  being  taken  to  reduce 
the  mortality  rate  of  babies  in  their  first  year  of 
life,”  he  said. 

Mr.  Platt  explained  the  process.  “It  provides 
for  the  freezing  of  mothers’  milk  under  such  con- 
ditions that  upon  thawing  the  natural  emulsion 
will  remain  substantially  unbroken  and  the  other 
characteristics  will  remain  sufficiently  unchanged 
so  that  the  thawed  product  will  be  suitable  for 
infant  feeding,”  he  declared. 

“The  apparatus  consists  of  moulds,  into  which 
the  milk  is  put,  and  a cover.  Dry  ice  is  used  to 
quickly  freeze  the  milk  into  wafers  which  are 
then  put  in  sterile  bottles  and  stored  at  a low 
temperature.  The  milk  will  keep  indefinitely.  It 
is  thawed  by  immersing  the  receptacle  in  cold 
water  or  by  allowing  it  to  stand  in  an  ordinary 
ice  box  until  thawed.  It  is  warmed  to  body 
temperature  before  feeding.” 

A study  made  by  Dr.  Walter  H.  Eddy  of 
Teachers  College,  Columbia  University,  showed 
that  frozen  human  milk  as  compared  with  un- 
frozen milk  has  lost  none  of  its  content  of  vita- 
differ  from  fresh  milk  in  total  solids,  fats,  carbo- 
mins.  ^Moreover,  frozen  human  milk  does  not 
hydrates  or  proteins. 

INDIGESTION  OF  THE  FACE 

“Dear  me,  what  a sour  look  that  woman  has ! 
What  ails  her?” 

“Indigestion  of  the  face.” 

‘AVhat's  that?” 

"Skin  food  didn’t  agree  with  it.” 

Doctor:  "Have  you  ever  been  X-rayed?” 

Dusky  Patient:  “No,  doctor,  I aint  ever  been 
X-rayed,  but  I've  been  ultra-violated. — Drug  and 
Cosmetic  Mag. 
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DATE  OF  ANNUAL  MEETING 

The  dates  for  the  next  annual  meeting  are 
May  lO-i i-i 2-12,  place  of  meeting, 

Paxton  Hotel,  Omaha. 


CALL  FOR  PAPERS 
If  you  zAsh  to  read  a paper  before  the  next 
annual  meeting  please  send  your  name  and  title 
of  paper  before  March  lO,  as  no  requests  ca>i  be 
considered  after  that  date,  to  Dr.  R.  B.  Adams, 
Center  McKinley  Bldg.,  Lincoln,  A^ebraska. 


CALL  FOR  DUES 

Your  annual  dues  for  ipy/,  if  not  heretofore 
paid,  arc  nozv  delinquent,  and  your  right  to  medi- 
cal defense  and  to  the  Journal,  has  lapsed.  Send 
$10.00  plus  your  county  society  dues  to  your 
county  secretary  at  once  and  have  yourself  set 
right  zvith  your  medical  society  and  your  con- 
science. 


“The  most  formidable  zveapon  that  zve  possess 
against  state  medicine,  irregular  practice,  cults 
and  other  elements  that  threaten  organized  medi- 
cine is  the  conscientious  practice  of  our  profes- 
sion. No  amount  of  protective  legislation  that  zve 
may  pass  can  equal  the  painstaking  performance 
of  our  daily  tasks.” 


A TUBERCULOSIS  NUMBER 

We  present  in  this  number  of  the  Journal  a 
series  of  well  prepared  articles  on  different  phases 
of  Tuberculosis  by  well  known  Nebraska  authori- 
ties. 

We  believe  that  occasional  mass  presentation 
of  an  important  subject  is  appreciated  and  of 
great  value  to  the  profession. 

We  hope  the  reader  will  agree. 


YOUR  PRESIDENT  INTRODUCES  THE 
TUBERCULOSIS  NUMBER 

The  publication  of  an  occasional  special  num- 
ber of  our  Journal,  devoted  to  one  subject,  such 
as  Cancer,  or  the  present  subject — Tuberculosis, 
is  highly  commendable.  It  serves  first  of  all  to 
impress  upon  each  of  us  the  importance  of  this 
particular  subject. 

In  this  instance  some  of  the  important  features 
are  that  regardless  of  great  improvement,  tuber- 
culosis still  causes  a very  considerable  morbidity 
and  mortality ; that  it  is  well  within  the  reach  of 
possibility  to  stamp  out  this  disease ; that  it  is 
largely  our  job,  as  physicians,  to  give  of  our 
time,  our  advice  and  our  skill  from  a public  health 
standpoint,  in  helping  eradicate  this  disease ; that 
definite  advances  are  constantly  being  made  in 
its  treatment ; that  each  of  us  should  be  con- 
versant with  these  advances. 

Every  case  of  tuberculosis  arises  through  con- 
tact with  another  open  case.  Every  contact  with 
an  open  case  may  be  infected.  It  is  the  doctor’s 
privilege  and  duty  to  follow  every  lead  when  he 
discovers  an  active  case  of  tuberculosis,  in  an  ef- 
fort to  uncover  an  unsuspected  open  case,  bring 
it  under  competent  care  and  prevent  many  other 
contact  infections.  He  may  discover  early  infec- 
tions in  young  or  old  contacts,  resulting  in  cures 
that  would  not  otherwise  have  been  attained. 

It  is  safe  to  say  that  if  we  knew  of  every  case 
of  active  tuberculosis  in  our  state  and  brought 
it  under  adequate  treatment,  the  disease  would  be 
stamped  out.  It  can  be  our  privilege  to  accom- 
plish this. 

— George  W.  Covey,  Lincoln. 

IT’S  IN  THE  BLOOD 

Three  blood  transfusions  were  necessary  to 
save  the  life  of  the  lady  patient.  A brawny  young 
Scotchman  offered  his  blood.  The  patient  paid 
him  $50  for  the  first  pint,  $25  for  the  second 
pint — but  after  the  third  pint  he  had  so  much 
Scotch  blood  in  her  she  just  gave  him  a letter 
of  recommendation. 
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EARLY  RECOGNITION  AND  PROMPT 
TREATMENT  KEY  TO  ARREST  OF 
TUBERCULOSIS 

The  100,000  beds  which  have  been  made  avail- 
able in  this  country  for  the  isolation  and  treat- 
ment of  tuberculosis  represent  probably  the  great- 
est one  factor  operating  during  the  past  two 
decades  to  decrease  the  mortality  of  this  disease. 
This  lower  death  rate  is  due  not  so  much  to  the 
benefits  which  have  accrued  to  the  occupants  of 
these  beds  because  of  improved  modern  methods 
of  treatment  as  it  is  to  the  fact  that  for  a greater 
or  less  length  of  time  these  beds  have  served  to 
take  away  from  their  homes  and  out  of  circula- 
tion thousands  of  individuals  capable  of  communi- 
cating the  disease  to  others. 

The  tuberculosis  sanitarium  or  hospital  has 
been,  or  should  have  been,  an  institution  not  only 
for  the  proper  treatment  of  tuberculosis,  but  one 
which  has  served  the  other  important  function  of 
educating  the  patient  to  protect  others,  when  and 
if  he  is  dismissed  from  the  institution  as  a case 
still  capable  of  communicating  the  disease.  As  a 
result  of  treatment  and  education,  the  institution 
serves  to  reduce  gradually  but  effectively  the  in- 
fection rate  in  the  general  population.  And  upon 
a diminishing  infection  rate  depend  and  rest  the 
morbidity  and  mortality  rates. 

Until  rather  recently  our  general  attitude,  with 
reference  to  this  disease,  has  been  to  follow  a 
program  which  may  be  considered  as  largely  de- 
fensive in  its  nature.  This  type  of  program  has 
been,  in  the  long  run,  fairly  satisfactory  in  pro- 
gressively reducing  the  tuberculosis  mortality  fig- 
ures. By  hospitalization  of  a rather  small  pro- 
portion of  those  suffering  from  communicable 
types  of  tuberculosis,  and  by  a general  education- 
al publicity  campaign,  together  with  improved 
therapeutic  management,  the  death  rate  from  tu- 
berculosis has  dropped  steadily  for  25  or  more 
years.  Other  less  tangible  and  less  obvious  fac- 
tors have  of  course  probably  operated  similarly. 

The  mortality  rate  has  receded  from  first  place 
to  fifth  or  sixth,  having  been  superceded  by  ma- 
lignant disease,  by  pneumonia,  and  by  cardiovas- 
cular diseases.  But  the  statement  will  bear  repe- 
tition and  emphasis  that  tuberculosis  is  still  a 
most  common  cause  of  death,  especially  in  the 
female  between  the  ages  of  20  and  40.  It  should 
still  be  repeated  and  emphasized  that  it  is  a com- 
municable and  preventable  disease,  the  control 
and  further  decline  of  which  ought  to  be  brought 
into  the  practical  domain  of  preventive  medicine. 

In  the  light  of  our  actual  knowledge  of  the 


disease,  the  problem  would  appear  sufficiently 
tangible  to  warrant  and  to  make  possible  more 
systematic  employment  of  this  knowledge  in  our 
everyday  practice  and  procedure.  To  be  practi- 
cal, we  must  admit  the  necessity  for  continued 
defensive  tactics : Additional  hospital  beds  will 
have  to  be  provided,  continued  study  and  improve- 
ment of  therapeutic  measures  must  proceed.  On 
the  other  hand,  the  gradually  increasing  interest 
on  the  part  of  the  public,  due  largely  to  organized 
and  directed  publicity,  is  making  it  possible  for 
the  medical  profession  and  public  health  authori- 
ties to  direct  a program  aimed  toward  the  more 
adequate  and  ultimate  control  of  this  disease.  This 
will  mean  adoption  of  a practice  and  procedure 
which  will  be  more  in  the  nature  of  an  offensive 
movement  than  merely  a defensive  one. 

To  try  to  accomplish  the  recovery  of  an  indi- 
vidual patient  in  whom  a far  advanced  disease 
is  already  established,  even  with  best  available 
modern  treatment,  including  surgical  treatment, 
is  at  the  best  distressing,  time  consuming,  ex- 
pensive, and  uncertain.  The  case  that  has  reached 
this  stage  when  first  diagnosed  or  discovered  has 
inevitably  already  sown  the  seeds  from  which  the 
next  crop  will  come.  The  high  development  of 
recent  years  of  the  surgical  treatment  of  tubercu- 
losis is  commendable  and  remarkable ; but  the 
percentage  of  cases  in  which  the  highly  technical 
procedures  may  be  properly  and  effectively  car- 
ried out  is  in  reality  extremely  small,  and  will 
probably  never  influence  materially  the  general 
mortality  rate  as  affected  by  this  disease. 

To  think  of  pulmonary  tuberculosis  as  a disease 
manifested  by  fever,  night  sweats,  and  emaciation 
is  an  obsolete  conception.  To  assume  that  it  is 
not  present  because  of  the  absence  of  such  symp- 
toms is  unwarranted  and  frequently  fallacious. 
To  be  consulted  by  patients  concerning  acne, 
headaches,  indigestion,  or  pregnancy  and  fail  to 
recognize  the  presence  of  an  existing  pulmonary 
tuberculosis,  even  though  entirely  unrelated  to 
anything  which  may  have  prompted  the  consulta- 
tion, is  not  good  practice.  To  discover  that  a 
woman  with  a year  old  baby  has  advanced  pul- 
monary tuberculosis  is  not  only  a tragedy,  but 
may  be  considered  a serious  reflection  on  the 
previous  medical  attendant.  To  see  a high  school 
girl,  recently  graduated,  in  a far  advanced,  prac- 
tically hopeless  stage  of  the  disease,  although  she 
had  consulted  a doctor  six  months  previously,  con- 
stitutes a tragedy  which  might  have  been  prevent- 
ed. When  a young  woman  during  the  course 
of  her  training  in  nursing  or  shortly  after  her 
graduation  is  found  to  have  far  advanced  pul- 
monary tuberculosis,  there  has  been  failure  to 
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recognize  and  apply  the  economical,  simple  meth- 
ods by  which  such  a catastrophe  might  have  been 
averted. 

The  above  cases  are  not  hypothetical  in  any  in- 
stance, but  are  actual  cases  at  the  present  time  in 
our  own  community.  In  order  to  apply  effective- 
ly the  present  knowledge  which  we  have  con- 
cerning tuberculosis,  we  ought  to  think  along 
three  lines : 

First,  the  amount  of  tuberculosis  which  occurs 
or  will  occur  in  any  community  in  the  future  de- 
pends upon  the  number  of  people  who  are  infected 
at  the  present  time,  and  upon  the  means  by  which 
the  infection  rate  may  be  reduced.  It  is  possible 
in  private  practice,  in  public  health  work,  and  by 
means  of  survey  projects  to  determine,  especially 
in  individuals  not  yet  beyond  school  age,  the  ac- 
tual percentage  who  are  infected,  and  who  they 
are.  Obtaining  this  information  from  all  his  pa- 
tients would  seem  to  be  the  duty  of  the  man  in 
private  practice,  no  matter  on  what  subject  of 
health  he  is  consulted. 

Second,  it  should  become  common  practice  for 
all  such  known  infected  individuals  to  be  observed 
at  stated  intervals  by  their  physicians,  in  order 
that  the  5 or  10  per  cent  of  this  group  who  will 
ultimately  develop  an  actual  reinfection  type  of 
pulmonary  lesion — formerly  referred  to  as  the 
adult  type  of  tuberculosis— may  be  detected  in 
the  great  majority  of  instances  before  obvious 
so-called  clinical  symptoms  have  appeared.  This 
observation  necessitates  x-ray  examination  of  the 
chest. 

Third,  some  effort  must  be  made  to  uncover  in 
the  group  of  older  people  the  hidden  case,  chronic, 
previously  unrecognized. 

Tuberculin  skin  testing  is  notably  reliable  in 
disclosing  the  individual  of  any  age  who  has  at 
any  time  previously  been  in  intimate  and  pro- 
longed association  with  any  other  person  capable 
of  communicating  the  infection.  When  a child 
of  pre-school  age  is  found  to  have  a positive  tu- 
berculin reaction,  one  may  infer  that  the  source 
from  which  that  child’s  infection  came  is  not  far 
away.  Between  the  ages  of  5 and  15  the  appear- 
ance of  reinfection  (adult  type  disease)  is  very 
infrequent,  occurring  very  rarely  and  usually  only 
in  instances  in  which  the  child  is  known  to  be 
living  in  a family  having  an  advanced  case  of 
the  disease.  During  the  time  of  high  school  age, 
or  adolescence,  children  may  have  become  infected 
from  sources  other  than  their  own  family,  but  in 
that  case  it  is  still  necessary  and  morally  obliga- 
tory to  exclude  certainly  the  the  possibility  of  dis- 


ease in  the  family  by  examination  of  the  older 
members. 

When  tuberculin  testing  has  been  adopted  as 
routine  medical  procedure  in  the  younger  gener- 
ation and  the  individuals  who  have  become  in- 
fected are  thus  recognized,  the  idea  of  an  early 
diagnosis  will  gradually  be  realized ; but  only 
then.  True,  observation  of  tuberculin  positive 
reactors  for  the  definite  purpose  of  detecting  the 
early  evolution  of  reinfection  disease  requires  an 
x-ray  examination,  but  this  is  not  a problem  im- 
possible to  solve.  The  percentage  of  infected  in- 
dividuals is  not  large  in  rural  districts,  and  the 
economic  burden  would  in  no  sense  be  comparable 
to  that  of  operating  a sanitarium  at  public  expense 
for  the  care  of  a continued  load  of  chronically 
ill  patients. 

The  most  satisfactory  and  effective  form  of 
treatment  for  the  individual  diagnosed  prior  to 
evolution  of  gross  destructive  disease  is  artificial 
pneumothorax.  This  procedure,  when  instituted 
early,  is  a proven,  generally  recognized,  and  ad- 
mittedly effective  type  of  treatment  in  a high  per- 
centage of  cases. 

Tuberculin  testing,  early  diagnosis  by  x-ray, 
and  treatment  by  artificial  pneumothorax,  with 
the  employment  of  other  surgical  measures  in 
properly  selected  cases,  appear  to  be  the  funda- 
mentals of  a practical  and  effective  tuberculosis 
program. 

— John  F.  Allen,  Omaha. 
President,  Nebraska 
Tuberculosis  Assn. 


TRAUMATIC  SURGERY  ON  ANNUAL 
MEETING  PROGRAM 

In  spite  of  safety  campaigns  by  various  organ- 
izations and  the  press,  as  well  as  the  planting  of 
crosses  along  the  main  highways  where  fatal  acci- 
dents have  occurred,  there  is  still  an  appalling  in- 
crease of  major  injuries,  especially  from  automo- 
bile accidents.  Industries,  particularly  the  rail- 
way systems,  have  shown  a remarkable  decrease 
in  major  accidents  due  to  safety  campaigns  us- 
ually sponsored  by  the  medical  department  of  the 
various  companies.  This  is  highly  desirable  and 
gratifying. 

A scientific  medical  program  would  not  be 
complete  without  a symposium  on  traumatic  sur- 
gery. Particular  emphasis  should  be  placed  on 
the  early  emergency  care  of  the  injured,  as  at 
this  time,  more  good  as  well  as  harm  can  be  done 
by  proper  or  improper  handling  of  a critical  sit- 
uation than  possibly  in  any  other  branch  of  sur- 
gery. This  is  the  task  of  the  general  man  at  the 
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“crossroads,”  as  any  procedure  which  is  required 
later,  can  be  done  much  better  if  the  emergency 
care  is  adequate  and  properly  done. 

We  are  fortunate  to  have  for  the  coming  an- 
nual meeting  of  the  Nebraska  State  IMedical 
Association,  two  outstanding  guest  speakers  to 
take  part  in  this  important  section  of  the  pro- 
gram. In  addition  to  discussion  pertaining  to  the 
care  of  the  injured,  there  will  be  remarks  regard- 
ing some  of  the  medico-legal  aspects  of  compen- 
sation and  liability  problems,  which  arise  in  practi- 
cally every  case  of  this  type. 

— Herman  F.  Johnson,  Omaha, 
of  the  Program  Committee. 


PROPOSED  AMENDMENT  TO 
CONSTITUTION 

The  following  was  proposed  as  an  amendment 
to  the  constitution  at  the  meeting  of  the  House 
of  Delegates  in  April,  1936.  This  amendment 
will  be  under  consideration  at  our  next  annual 
meeting  in  Omaha  in  May : 

“When  a vacancy  is  to  occur  in  the  office  of 
Councilor  in  any  Councilor  district,  members  of 
the  State  Association  present  at  a regular  meet- 
ing of  the  Councilor  District  Society  of  that  dis- 
trict, held  not  longer  than  six  months  before  the 
meeting  of  the  State  Association,  may  elect  a 
councilor.  This  election  will  then  be  certified  to 
the  House  of  Delegates  of  the  State  Association 
by  the  president  and  secretary  of  the  Councilor 
District  Society.  If  there  has  been  no  such  elec- 
tion before  the  annual  meeting  of  the  State  As- 
sociation, the  election  shall  be  in  the  House  of 
Delegates,  but  Delegates  will  vote  only  for  candi- 
dates for  the  office  of  Councilor  in  the  district  in 
which  they  reside.” 


DEMONSTRATION  IN  MATERNAL 
HYGIENE 

The  newly  created  Division  of  Maternal  and 
Child  Health  in  pursuance  with  the  program  en- 
dorsed by  the  Nebraska  State  Medical  Associa- 
tion, and  the  General  Advisory  Committee  com- 
posed of  representative  citizens  from  various  lay 
and  professional  organizations  of  state-wide  in- 
fluence, a demonstration  in  maternal  hygiene  has 
been  set  up  in  Boyd  county.  Two  nurses  reached 
the  county  on  January  4th.  The  purpose  of  their 
program  is  to  develop  an  intensive  educational 
nursing  program  in  Boyd  county.  The  county 
has  been  divided  into  two  districts,  each  con- 
taining five  townships.  To  each  of  these  districts, 
one  public  health  nurse  has  been  assigned.  These 
nurses  make  health  supervision  visits  to  supposed- 


ly well  individuals,  particularly  to  pregnant  wom- 
en, infants  and  preschool  children.  In  this  dem- 
onstration area,  the  medical  profession  supported 
by  the  County  Health  Association  is  taking  a keen 
interest  in  the  development  of  the  program.  The 
doctors  and  the  nurses  have  agreed  upon  a pro- 
gram thought  suited  to  the  needs  of  this  particu- 
lar community.  Both  nurses  work  out  from  a 
District  Health  Station,  a single  room  as  yet 
meagerly  equipped,  in  the  town  of  Spencer.  Par- 
ticular emphasis  is  given  by  the  nurses  to  the 
need  of  pregnant  women  placing  themselves  under 
medical  and  dental  supervision  as  early  in  preg- 
nancy as  possible. 


VENEREAL  DISEASE  CONTROL 
THROUGH  SOCIAL  SECURITY 
ACT 

Discussing  venereal  disease  control  through 
the  provisions  of  the  Social  Security  Act,  Dr.  R. 
A.  Vonderlehr,  Assistant  Surgeon  General,  Unit- 
ed States  Public  Health  Service,  concludes  the 
evidence  which  has  been  accumulated  in  this  re- 
port indicates  an  urgent  need  for  the  adoption  of 
the  following  measures  in  the  campaign  against 
syphilis  and  gonorrhea  in  this  country : 

1.  The  appointment  of  a full-time  venereal  disease 
control  officer  in  every  State  department  of  health. 

2.  A much  more  liberal  policy  with! regard  to  the 
free  distribution  of  antisj^hilitic  drugs. 

3.  More  general  use  of  the  dark-field  examination, 
either  direct  or  delayed,  in  the  diagnosis  of  early  syph- 
ilis. 

4.  More  widespread  use  of  epidemiologic  investiga- 
tions in  the  control  of  syphilis. 

5.  Greater  persistence  on  the  part  of  health  officers 
in  the  attempt  to  obtain  reliable  morbidity  and  mor- 
tality reports. 

6.  The  development  of  more  and  better  facilities 
for  diagnosis  and  treatment. 

7.  The  adoption  of  reasonable  standards  of  effi- 
ciency by  State  health  departments  before  formal 
recognition  is  given  to  clinics  for  the  treatment  of 
syphilis  and  gonorrhea. 

8.  A much  more  liberal  allotment  of  funds  for 
direct  expenditures  in  the  control  of  the  venereal 
diseases. 


WHY  BELONG  TO  THE  MEDICAL 
ASSOCIATION? 

Some  doctors  ask,  “What  good  do  I get  out  of 
belonging  to  my  county  society  and  the  Nebraska 
State  Medical  Association?”  Here  are  a few  of 
the  answers : 

1.  The  advantage  of  its  scientific  meetings, 
both  of  the  central  and  district  meetings. 

2.  The  bettermen  of  the  entire  profession  by 
reason  of  closer  social  and  scientific  intercourse. 

3.  Belonging  to  an  organization  having  of- 
ficers whose  business  it  is  to  promote  everything 
that  is  for  the  good  of  the  entire  profession  and 
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at  the  same  time  to  be  alert  to  detect  anything 
which  may  he  detrimental  to  the  profession  and 
lower  its  standards. 

4.  Membership  in  your  county  society  en- 
titles you  to  receive  the  Nebraska  State  Medical 
Journal — easily  worth  the  price  of  your  member- 
ship in  the  scientific  articles  and  information 
about  your  profession  which  you  receive  every 
month. 

5.  By  being  a member  in  your  county  society 
you  are  automatically  a member  of  your  State 
Medical  Association  and  the  American  Medical 
Association. 

G.  Membership  in  your  county  and  state  so- 
ciety entitles  you,  upon  the  payment  of  an  addi- 
tional seven  dollars,  to  become  a Fellow  in  the 
American  Medical  Association  and  receive  its  in- 
valuable journal.  You  are  identified  in  the  larg- 
est medical  organization  in  the  world,  and  one 
which  is  doing  things  on  a national  scale  which 
your  State  Association  is  doing  within  your  own 
state. 

T.  Organized  iMedicine  is  the  one  organiza- 
tion that  has  incurred  the  expense  and  done  the 
work  necessary  to  protect  your  diploma,  and  thus 
your  investment  in  your  education,  from  being 
made  of  no  more  value  than  that  of  some  "ism” 
that  contributes  liberally  to  secure  influence  to 
enact  legislation  that  would  make  their  certificate 
the  equivalent  of  }’our  hard-earned  diploma. 

8.  The  Medico-Legal  Defense  as  set  up  by 
your  State  Association  is  well  worth  the  cost  of 
membership. 

!).  Self-defense  of  your  professional  life  de- 
mands that  the  profession  be  unified,  which  will 
give  you  a voice  that  will  be  heard  and  heeded 
by  municipal  and  state  legislation.  Protection  of 
you  means  also  protection  of  your  patients.  Does 
that  mean  something  to  you? 

10.  Are  you  willing  to  have  your  professional 
interests  guarded  by  a society  which  you  do  not 
help  support?  The  cost  is  small  and  you  will 
benefit  whether  you  belong  or  not.  Are  you  will- 
ing to  do  that? 

11.  Can  you  afford  to  decline  membership? 

Can  you  conscientiously  give  any  good  reason 
why  you  should  not  belong? 

— From  M.  C.  Smith’s  Bulletin. 


“Only  a fool  is  certain  about  anything,”  de- 
clares a college  professor.  Are  you  certain  about 
this,  doctor? — Mobile  Register. 


MEDICO-LEGAL  ASPECTS  OF  THE  DIAG- 
NOSIS OF  DRUNKENNESS* 

“The  determination  of  alcoholic  intoxication 
or  drunkenness,  is  not  a new  problem,  nor  did  it 
become  less  important  with  the  eighteenth  amend- 
ment, the  Volstead  Act  and  high-speed  transpor- 
tation. Now  that  legal  liquor  is  with  us  again 
the  problem,  while  perhaps  no  greater  nor  more 
frequently  presented,  is  in  a sense  clarified.  It  is 
the  condition  of  intoxication  and  not  the  act  of 
drinking  which  is  illegal  and  reprehensible.”^^> 

How  many  drinks,  then,  would  we  say  it  takes 
to  produce  intoxication?  Many  descriptions  and 
definitions  of  the  state  of  drunkennesss  have  been 
given.  One,  quoted  by  Hall,  is  as  follows : 

“He  is  not  drunk  who,  from  the  floor 
Can  rise  again  and  drink  once  more. 

But  he  is  drunk  who  prostrate  lies. 

And  who  can  neither  drink  nor  rise.” 

It  is  obvious  that  we  should  draw  the  line 
somewhere,  and  yet,  in  a Texas  court  the  follow- 
ing humorous  decision  was  meted  out : 

"It  is  difficult  to  draw  the  line  on  a drunk:  There 
are  various  stages,  such  as  quarter  drunk,  half  drunk, 
and  dead  drunk.  There  are  the  stages  of  being  vi- 
vacious, foxy,  tipsy,  and  on  a high  lonesome.  It  is 
about  as  difficult  to  determine  when  a young  lady 
gets  to  be  an  old  maid,  as  to  tell  when  a man  has 
taken  enough  alcoholic  stimulant  to  pass  the  line  be- 
tween jolly  sober  and  gentlemanly  drunk(2).” 

According  to  Hall,  the  Duke  of  Connaught 
once  said  of  a certain  Colonel,  “He  is  just  able 
to  walk  straight.  That  is  sober  enough  for  a ci- 
vilian but  very  drunk  for  a soldier.”  Seriously, 
probably  as  good  a definition  as  we  can  find  for 
drunkenness  is,  “Any  intoxication  which  is  suffi- 
cient to  sensibly  impair  the  rational  and  full  exer- 
cise of  the  mental  and  physical  faculties, and 
which  has  been  produced  by  the  ingestion  of  alco- 
hol. So  much  for  the  different  points  of  view 
with  reference  to  a definition  for  drunkenness. 

As  you  all  know,  it  is  very  difficult  to  deter- 
mine whether  or  not  a person  is  intoxicated.  I 
doubt  if  it  is  possible  by  any  known  means  to  de- 
termine accurately  the  presence  or  absence  of  in- 
toxication. At  a recent  meeting  of  the  American 
Society  of  Clinical  Pathologists  the  statement  was 
made  by  Dr.  A.  O.  Goettler  of  New  York  City, 
that  “the  only  way  to  determine  intoxication  posi- 
tively in  the  case  of  the  drunk  driver,  is  by  exam- 
ination of  the  brain  tissue  after  death  or  by  e.x- 
amination  of  the  spinal  fluid  in  living  persons. ”D) 
The  same  authority  states  that  “tests  of  breath, 
blood  or  kidney  excretion”^^^  do  not  give  defi- 

*Read  before  the  Laramie  County  Medical  Society.  Cheyenne, 
Wyoming,  January  27,  1937. 

From  the  Bunten  Clinic,  630  Boyd  Building,  Cheyenne,  Wyo. 
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i nite  evidence  of  intoxication.  Such  tests  only 
show  that  the  man  has  partaken  of  alcohol.  Such 
tests  then  as  those  of  Widmark  and  Nicloux 
would  not  be  of  much  more  value  in  determining 
j the  state  of  into.xication  of  a drunk  driver  than 
I the  ordinary  clinical  and  neurological  tests,  which 
J I will  mention  later,  combined  with  observation 
I and  ordinary  common  sense.  Chemical  examina- 
I tion  of  the  blood  or  urine,  however,  will  show 
whether  or  not  alcohol  has  been  ingested  and 
which  would  be  of  distinct  value  in  cases  where 
the  party  being  examined  absolutely  denies  hav- 
, ing  taken  even  one  drink. 

: Police  courts  have  repeatedly  maintained  that 

I the  recognition  of  drunkenness  is  a simple  matter 
because  of  the  readily  discernible  symptoms,  such 
I as  the  odor  of  alcohol  on  the  breath,  dilated  pupils 
and,  in  many  instances,  practically  immobile  pu- 
1 pils,  flushed  face  (or  pallor,  as  the  case  may  be), 

' staggering  gait,  positive  Rhomberg  sign,  inability 
to  walk  a straight  line  without  falling  to  one  side 
I or  the  other,  confused  thick  speech,  tachycardia, 
and  boisterous,  euphoric  or  abusive  behavior.  A 
person,  however,  may  be  under  the  influence  of 
alcohol  to  an  extent  that  seriously  affects  his 
faculties  and  behavior,  especially  in  such  a re- 
sponsible position  as  operating  a motor  vehicle, 
j without  exhibiting  all  of  the  above  symptoms  and, 

! conversely,  he  may  exhibit  most  of  the  cardinal 
symptoms  and  be  suffering  from  something  en- 
j tirely  apart  from  drinking,  such  as  severe  shock 
I following  an  accident.  Some  of  these  symptoms 
I also  may  be  present  in  an  individual  who  has  some 
' acquired  or  congenital  defect.  As  a rule,  how- 
ever, there  are  some  distinct  points  of  difference 
by  which  an  examiner  can  readily  distinguish  be- 
tween the  state  of  intoxication  and  other  condi- 
tions even  if  it  is  determined  only  by  a re-exam- 
ination 24  hours  after  the  offending  party  is 
I jailed. 

In  my  limited  experience  in  police  work,  ex- 
tending over  the  past  eight  years,  I have  made 
some  very  interesting  observations  which  have 
been  helpful  in  attempting  to  determine  the  pres- 
ence or  absence  of  intoxication,  as  well  as  the  de- 
gree of  intoxication,  some  of  which  are  purely 
psychological  tricks,  but  most  of  which  are  ordi- 
nary tests  which  are  carried  out  by  the  average 
doctor.  The  following  routine  has  been  employed 
in  most  instances : 

When  the  patient  is  first  seen,  his  general  be- 
havior is  carefully  noted,  including  his  method 
of  walking,  talking  and  general  cerebration. 
Speech  defects,  if  any,  are  noted  at  the  same  time. 
If  the  opportunity  presents  itself  the  breath  is 


carefully  noted,  although  many  patients  will  at- 
tempt to  hold  their  breath  or  avoid  breathing  in 
your  general  direction  if  they  suspect  that  you 
are  attempting  to  smell  their  breath.  Next,  the 
drunk  suspect  is  asked  to  sit  on  a table  with  his 
legs  dangling  from  the  side.  In  this  position  the 
knee  reflexes  are  tested,  to  determine  whether 
they  are  accentuated,  normal,  decreased  or  lost. 
All  variations  occur  depending  upon  the  degree 
of  intoxication  and  the  type  of  individual.  It  is 
always  well  at  this  point  to  ask  them  if  they  have 
ever  had  syphilis;  if  you  do  not,  you  may  rest 
assured  the  defending  attorney  will  ask  that  ques- 
tion as  soon  as  you  are  called  into  court.  Follow- 
ing this  procedure,  the  pupils  are  examined  for 
size  and  reaction  to  light.  Here  again  you  may 
expect  any  variation,  although  in  extreme  intoxi- 
cation the  large  bilateral  dilated  pupil  with  slug- 
gish reaction  to  light  will  be  found.  At  the  same 
time  the  patient  is  asked  to  open  the  mouth  and 
say  “Ah,”  not  particularly  to  test  the  throat  re- 
flex, as  it  is  seldom  changed  appreciably,  but  to 
observe  the  dry  parched  throat  which  is  found  in 
so  many  instances.  The  pulse  is,  also,  taken  with 
the  patient  at  rest,  and  the  rate  noted.  It  is  usual- 
ly around  100  beats  per  minute  or  above  in  true 
intoxication.  Because  of  the  tachycardia  it  is  well 
to  observe  and  ask  questions  to  eliminate  any 
possibility  of  hyperthyroidism.  Then  the  patient 
is  asked  to  stand  on  the  floor,  place  his  heels  and 
toes  together  and  close  his  eyes.  In  90%  of 
cases,  in  my  experience,  a positive  Rhomberg  will 
be  found,  and,  in  many  instances,  swaying  will 
take  place  with  the  eyes  open  or  closed.  An 
imaginary  line  is  then  mapped  out,  or  a crack  in 
the  floor  designated  and  the  patient  asked  to  walk 
the  line  placing  the  heel  of  one  foot  to  the  toe 
of  the  other.  Very  few  drunks  can  execute  this 
test  without  stepping  to  one  side  or  failing  to 
match  the  feet  properly.  Of  course,  we  should 
be  on  the  lookout  for  crippled  or  artificial  legs, 
which,  if  found,  would  make  this  test  of  very  little 
value.  The  color  of  the  face  is  noted  throughout 
the  series  of  tests  to  eliminate  any  false  color 
from  embarrassment.  At  the  close  of  the  exam- 
ination the  patient  is  asked  whether  he  has  been 
drinking  beer  or  whiskey;  not  whether  he  has 
been  drinking  or  not.  Most  of  them  will  respond 
promptly  with  the  kind  of  liquor  used  and  will 
begin  to  elaborate  upon  how  few  drinks  they  have 
had  and  how  long  it  has  been  since  they  have  had 
a drink.  The  latter  is  of  no  interest  and  of  no 
value  in  court,  the  question  being  asked  merely 
to  have  him  admit  that  he  had  been  drinking.  All 
of  the  above  positive  findings  are  mentioned  in 
connection  with  the  examination  of  one  who  is 
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obviously  intoxicated  and  would  be  judged  so  by 
the  average  layman. 

From  the  results  of  the  above  examination, 
what  are  we  to  conclude?  That  it  is  our  impres- 
sion that  the  man  is  under  the  influence  of  liquor, 
and  it  is  not  necessar}'  to  state  how  much  has 
been  consumed  or  how  drunk  he  appears  to  be. 
Our  law  states  that  anyone  who  has  been  guilty 
of  drinking,  and  who  admits  driving  a motor  ve- 
hicle under  that  condition,  is  guilty  of  operating 
an  automobile  while  under  the  influence  of  liquor. 
Under  no  condition  do  we  state  that  the  patient 
is  intoxicated,  as  we  could  not  prove  that  state- 
ment, but  merely  that  our  impression  from  the 
e.xamination  and  findings  is  that  he  is  intoxicated. 

Just  what  is  the  value,  then,  of  a doctor’s  ex- 
amination in  connection  with  drunk  drivers?  Is 
it  worth-while  and  are  we  justified  in  assisting 
the  courts  with  our  impressions?  The  examina- 
tion is  of  value  in  that  it  supports  the  evidence 
of  the  police  officers,  who  are  not  medically 
trained,  in  attempting  to  prove  to  the  court  that 
the  driver  was  a menace  and  should  be  punished 
to  avoid  a recurrence  and  serious  accidents,  pro- 
vided one  has  not  already  occurred  when  the 
driver  is  apprehended  for  the  first  time.  Police 
records  will  show  that  more  convictions  have 
been  obtained  since  the  doctors  examination  has 
been  used,  and  no  great  difficulty  has  been  ex- 
perienced at  any  time  in  attempting  to  verify  the 
findings  and  the  impression  upon  being  ques- 
tioned by  a defense  attorney  in  court.  It  is  not 
possible  to  prove  by  any  known  means  that  any 
man  is  drunk,  but  the  impression  of  a doctor  is 
of  material  assistance  to  peace  officers  in  trying 
to  stop  the  practice  of  driving  while  under  the 
influence  of  alcohol,  and  in  avoiding  serious  acci- 
dents, serious  injuries  to  participants  as  well  as 
innocent  parties,  and  in  some  cases  death. 

SUMMARY 

1.  A certain  amount  has  been  said  with  ref- 
erence to  the  various  views  on  a definition  for 
drunkenness. 

.2.  \hews  have  been  given  relative  to  the  im- 
possibility of  definitely  diagnosing  drunkenness, 
even  with  the  use  of  chemical  tests. 

3.  A general  routine  has  been  given  and  sug- 
gested for  the  examination  of  drunken  drivers  in 
police  court. 

4.  A suggestion  has  been  made  that  the  medi- 
cal profession  should  assist  in  giving  their  im- 
pressions only,  to  assist  peace  officers  in  eliminat- 
ing, as  far  as  possible,  the  practice  of  drunk  driv- 
ing. 

— W.  Andrew  Bunten,  Cheyenne,  Wyo. 
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Clinical  Medicine  and  Surgery,  Chicago,  says: 
“State  Medicine  is  Poor  House  Medicine.  Tell 
your  patients.” 

We  have  the  greatest  admiration  for  Dr.  Inez 
C.  Philbrick,  Lincoln  physician.  But  her  “Mercy 
Death”  bill  is  untimely,  to  say  the  least. 

Sexual  immaturity  should  be  sufficient  cause 
for  the  court  to  annul  the  marriage  of  a nine 
year  old  child,  if  there  is  no  statute  covering  such 
cases. 

It  is  pretty  definitely  settled  that  e.xcessive 
smoking  is  the  cause  of  Thrombo-Angiitis  Oblit- 
erans ; anyway  the  victim  of  this  disease  is  nearly 
always  a smoker. 

The  science  of  Laryngology  had  its  birth  in 
184()  when  Dr.  Horace  Green,  a New  York  phy- 
sician, discovered  the  tolerance  of  the  larynx  to 
the  presence  of  a foreign  body. 
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I The  month  of  March  is  to  see  the  Woman’s 
Army  in  battle  array  start  its  march  against  can- 
; cer  in  women.  They  have  oiir  best  wishes  in  this 
, worthwhile  movement  and  they  will  get  results. 

One  of  the  most  useful  services  physicians 
throughout  the  state  can  do  the  Journal  is  to  send 
to  the  editor  local  newspaper  clippings  of  the 
death  of  fellow  physicians  in  the  particular  area. 

A bill  is  before  the  Colorado  legislature  provid- 
ing for  sterilization  of  all  defendants  who  plead 
insanity  and  gain  their  point  when  charged  with 
i murder  or  se.x  crimes.  It  looks  good  to  this  edi- 
I tor. 

I A little  publicized  meeting  of  the  Nebraska 
' Fellows  of  the  American  College  of  Physicians 
I was  held  at  Lincoln,  January  13.  Dr.  E.  H. 
I Hashinger,  Kansas  City,  gave  the  principal  ad- 
I dress  on  “The  Ductless  Glands.” 

I 

I Two  new  ads  this  month ; The  x\rlington  Chem- 
I ical  Co.,  Yonker,  N.  Y.,  and  The  American  Col- 
lege of  Physicians  of  Philadelphia.  Read  the  ads 
and  patronize  the  advertisers  for  the  Journal’s 
I prosperity  depends  on  the  advertisers. 

Prontosyl,  the  new  remedy  for  streptococcic 
infections,  is  4 sulphamido-phenyl-2  azo-7  acety- 
lamino-1  hydoxynapthlalene-3,  6 disulphonic  acid. 
Since  all  physicians  are  supposed  to  know  the 
composition  of  medicaments  prescribed  by  them 
I it  is  important  that  the  above  be  memorized ! 

I 

j The  board  of  control  is  made  the  legal  guardian 
I of  all  children  now  in  the  custody  of  the  state 
school  for  dependent  children  and  all  those  who 
shall  be  committed  to  its  care  and  is  authorized  to 
place  said  children  in  such  families  for  adoption 
as  may  be  found  to  be  suitable  under  the  law. 

The  world  does  move.  Drinking  glasses 
placed  in  the  guest  rooms  of  certain  hotels  each 
morning  are  not  only  sterilized  but  are  protected 
with  wrappers  of  cellophane  cellulose  film  over 
the  entire  glass.  The  wrapper  covers  the  outside 
of  the  glass  and  is  twisted  over  the  opening  so 
it  completely  protects  the  rim  and  the  inside. 

“Medicine  is  the  most  difficult  of  sciences  and 
the  most  laborious  of  arts ; it  taxes  the  powers 
of  body  and  mind.  A doctor  who  is  true  to  the 
ideals  of  his  profession  will  not  place  a monetary 
value  as  his  first  consideration  on  his  services, 
but  the  welfare  of  the  patient  and  the  restoring  of 
his  health  should  be  the  first  and  paramount  con- 
sideration in  his  mind.” 

-A.  Boston  doctor,  one  of  the  foremost  medical 
men  in  America,  went  hurrying  into  his  clinic  by 


the  back  door  one  morning  because  he  was  late 
from  an  operation,  and  people  were  waiting  for 
him.  While  he  was  scrubbing  up,  he  said  to  his 
assistant,  “What  have  we  out  there?”  The  issist- 
ant  answered,  “Two  arms,  a leg,  a nose  and  an 
eye.”  The  doctor  turned  to  the  man  and  said, 
“Haven’t  we  any  human  beings  there?” — Selected. 

A new  problem  in  sanitation  has  arisen  from 
the  increasing  popularity  of  the  auto  trailer.  Pure 
milk  and  pure  water  are  not  the  most  serious. 
The  unsafe  or  uncertain  disposal  of  human  waste 
by  trailer  travellers  may  become  a nuisance  or 
health  menace.  Chemical  solutions  used  in  small 
toilet  compartments  does  not  completely  solve  the 
problem.  The  disposal  of  the  wastes  and  the 
cleaning  of  the  cans  still  remain,  as  a major  prob- 
lem. 

Alleviation  of  the  pain  of  labor  by  the  rectal 
administration  of  Sigmodal  is  suggested  by  Em- 
mert  and  Goldschmidt  Journal,  Missouri  State 
M.  A.  October,  1936.  Sigmodal  is  a liquid, 
needs  no  dilution,  is  slowly  administered  through 
a small  catheter,  introduced  above  the  fetal  head, 
when  there  is  from  one  to  two  and  a half  finger’s 
width  dilatation.  It  does  not  affect  blood  pres- 
sure, respiration  or  pulse,  but  may  induce  drowsi- 
ness. 

The  Platte  County  supervisors  and  the  Platte 
County  Medical  society  have  come  to  an  agree- 
ment in  the  matter  of  the  medical  and  sur- 
gical care  of  county  relief  patients.  The  fee 
schedule  agreed  upon  is  on  a basis  of  about  fifty 
per  cent  of  the  normal  fees.  All  Platte  County 
physicians  and  surgeons  will  handle  county  cases. 
Dr.  R.  C.  Anderson,  Columbus,  was  named  coun- 
ty physician  member  of  the  county  board  of 
health. 

■‘Primitive  man  looked  upon  fermented  liquor 
as  a gift  from  heaven  and  regarded  those  who 
became  drunk  from  its  abuse  as  having  a special 
endowment  from  above.  But  as  civilization  ad- 
vanced, those  most  gifted  with  understanding  of 
the  physical  and  mental  make-up  of  their  fellow 
men  realized  that  an  excessive  craving  for  alcohol 
partakes  of  the  nature  of  disease,  and  physicians 
employed  all  their  skill  to  counteract  its  injurious 
sequelae.” 

Benkehnan  citizens  are  discussing  a Dundy 
County  hospital.  The  project  must  be  sponsored 
by  either  the  town  or  county  in  order  to  take  ad- 
vantage of  the  75  per  cent  government  grant  for 
cost  of  construction,  which  is  believed  would  be 
possible  for  such  a project.  It  is  said  that  Dundy 
county  is  certainly  in  need  of  a hospital  of  suffi- 
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cient  size  to  take  care  of  the  county’s  needs,  far 
removed  as  it  is  from  centers  of  population  and 
hospital  facilities. 

A proposal  before  the  Unicameral  Legislature 
would  move  the  inmates  of  the  Milford  Soldier’s 
home  to  the  Soldier’s  Home  at  Grand  Island  and 
devote  the  IMilford  institution  to  the  care  of  the 
aged  and  infirm.  This  would  solve  one  of  the 
problems  of  overcrowding  at  State  Hospitals  for 
the  Insane.  Persons  suffering  from  the  decadence 
of  advancing  years,  unable  to  be  cared  for  by  the 
family,  are  committed  to  the  State  Hospital  for 
the  Insane,  which  is  ethically  wrong,  but  has  been 
a necessity. 

Scotts  Bluff  County  Medical  Society  was  the 
first  to  put  on  the  so-called  Refresher  Courses. 
The  first,  February  11,  was  put  on  by  Dr.  Frank 
P.  Murphy,  assistant  professor  of  obstetrics, 
Creighton  University  School  of  Medicine.  The 
second  by  Dr.  Howard  B.  Hamilton,  Professor  of 
Pediatrics,  University  of  Nebraska,  College  of 
Medicine.  “The  Childs  Nutrition  With  Relation 
to  Health  — The  Overweight  and  Lhiderweight 
Child.’’  Si.x  meetings  at  weekly  intervals  consti- 
tute a course. 

A special  program  of  lectures  and  demonstra- 
tions in  surgery  and  medicine  will  be  held  under 
the  direction  of  The  Mayo  Foundation  from 
April  5 to  9,  inclusive.  Mornings  will  be  devoted 
to  surgical  and  medical  clinics.  In  the  afternoons 
and  evenings,  in  addition  to  clinico-pathologic 
conferences,  symposiums  will  be  conducted  on 
urology,  cardiology,  gastro-enterology,  derma- 
tology, endocrinology,  diseases  of  the  colon  and 
rectum,  orthopedics  and  arthritis.  Visiting  phy- 
sicians will  be  welcome  guests. 

The  action  of  Dr.  J.  P.  Weyrens  against  the 
Scotts  Bluff  County  iMedical  Society  was  decided 
in  favor  of  the  society.  The  case  hinges  on 
charges  of  unprofessional  conduct  alleged  to  have 
grown  out  of  the  acceptance  of  a contract  with 
Scotts  Bluff  county  to  care  for  indigents  at  a 
fifty  per  cent  rate,  contrary  to  the  vote  of  the 
county  society,  which  was,  that  any  member  ac- 
cepting county  cases  on  less  than  the  normal  fee 
schedule  then  prevailing,  should  be  e.xpelled  from 
membership.  An  appeal  to  the  Supreme  Court 
has  been  taken. 

We  smile  a smile  like  “the  smile  on  the  face  of 
the  tiger’’ : “You  will  be  interested  in  knowing 
that  I have  been  highly  gratified  by  the  number 
of  requests  for  reprints  of  my  article  that  I have 
received.  Of  course  I am  personally  glad  that 
people  are  interested  in  the  article,  but  the  wide 
distribution  from  which  the  requests  come  shows 


that  The  Nebraska  State  Medical  Journal  must 
be  widely  read.  I have  even  received  two  or  three 
requests  from  abroad  and  one  from  South  Amer- 
ica for  previous  articles.  To  me  that  means,  of 
course,  that  when  I have  original  work  to  publish 
in  the  future  I shall  be  mighty  glad  to  submit  it 
first  to  our  State  Journal.” 

It’s  time  for  county  societies  to  get  busy  and 
get  their  dues  to  their  secretary.  Check  over  your 
list  of  possible  members  and  see  that  they  are 
called  on  and  their  membership  sent  in  to  Dr. 
Adams  by  your  local  secretary.  Remember  that 
President  Covey  is  going  to  present  a cup  to  the 
district  with  the  highest  percentage  of  eligible 
membership  which  is  sent  in  by  March  1st.  Do 
you  want  your  district  and  your  councilor  to  win 
this  award?  If  so,  now  is  the  time  to  get  busy. 
Let’s  have  the  strongest  membership  in  1937  that 
the  Nebraska  State  Medical  Association  has  ever 
had.  There  is  only  one  way  to  get  it  and  that  is 
for  every  doctor  to  take  it  upon  himself  to  see 
that  his  local  society  is  the  strongest  this  year  it 
has  ever  been.  It  can  be  done! — M.  C.  Smith. 

In  the  midst  of  strikes  and  social  security 
problems  it  is  interesting  to  know  that  many  pri- 
vate corporations  have  extensive  programs  for 
the  welfare  of  their  employees.  Our  special  at- 
tention has  been  called,  for  example,  to  the  Swift 
Packing  interests  who  have  a non-contributary 
pension  plan  for  all  employees ; a vacation  plan 
for  hourly  paid  employees,  a guaranteed  mini- 
mum number  of  working  hours  per  week;  an 
Employes  Benefit  Association  for  sickness,  acci- 
dent or  death ; a plan  of  wage  payment  and  other 
assistance  to  employees  who  are  ill  or  suffering 
from  accidents;  Group  Life  Insurance  at  low 
rates ; Employees  Representation  Plan,  by  which 
management  and  employees  cooperate  for  the 
best  interests  of  the  joint  enterprise;  for  fifty 
years,  promotion  from  the  ranks.  Evidently,  not 
all  corporations  are  monsters. 


TUBERCULOSIS  ABSTRACTS 

THE  SIGNIFICANCE  OP  A POSITIVE 
TUBERCULIN  REACTION 
A positive  tuberculin  test,  particularly  in  the  period 
of  childhood  or  adolescence,  places  before  the  family 
physician  the  difficult  task  of  carefully  following-  a 
few  of  the  knotty  threads  which  help  to  make  up  the 
complicated  fabric  of  human  life. 

He  must  realize  that  a positive  reaction  means  that 
the  tubercle  bacillus  has  entered  the  human  organism 
and  has  produced  a pathological  condition  known  as 
tubercle.  In  reality,  a positive  test  warrants  a diag- 
nosis of  tuberculosis.  It  is  doubtful  if  we  are  justified 
in  continuing  to  teach  that  there  is  a difference  be- 
tween disease  which  does  not  produce  obvious  symp- 
toms and  which  never  manifests  demonstrable  path- 
ological changes  during  life,  and  the  same  disease 
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which  gives  rise  to  the  symptoms  of  toxemia  with 
I the  demonstrable  signs  of  gross  pathology. 


I 

I 


I 

I 

I 


POSSIBILITIES  FOLLOWING  INFECTION 

Infection  with  the  tubercle  bacillus  carries  a wide 
range  of  possibilities.  The  disease  may  never  cause 
obvious  symptoms  or  demonstrable  pathology.  It  may, 
particularly  in  infancy,  lead  to  the  development  of  one 
of  the  acute  forms  of  tuberculosis  which  usually,  in  a 
relatively  short  time,  prove  fatal.  Generalized  military 
tuberculosis,  tuberculous  meningitis  and  the  acute 
pneumonic  types  of  pulmonary  tuberculosis  are  among 
the  common  forms.  If  the  child  with  a positive  tuber- 
culin test  lives  to  be  three  or  four  years  of  age  with- 
out developing  manifest  progressive  disease,  even 
though  the  x-ray  may  show  what  we  call  the  pri- 
mary complex  (a  calcified  or  Ghon  tubercle  in  the 
parenchyma  of  the  lung  with  secondary  involvement 
of  tracheobronchial  lymph  nodes),  we  may  reasonably 
anticipate  that  he  will  carry  on  through  childhood 
without  clinical  manifestations  of  disease. 

When  he  arrives  at  the  age  of  puberty  there  seems 
to  be  an  inexplicable  susceptibility  to  active  progres- 
sive disease  either  through  endogenous  or  exogenous 
reinfection.  Then  follows  the  train  of  variable  possi- 
bilities always  accompanying  manifest  tuberculosis. 

Time  will  not  permit  a detailed  discussion  of  these 
possibilities.  Suffice  it  to  say  that  the  individual  with 
a positive  tuberculin  test  faces  all  the  possibilities 
inherent  in  the  wide  range  of  hematogenous  clinico- 
pathological  manifestations  from  the  relatively  inert 
primary  complex  through  mild,  moderately  severe,  to 
overwhelming  generalized  tuberculosis;  and  from  low- 
grade  fibrotic  bronchogenic  lung  lesions  through  pro- 
gressive stages  of  caseo-ulcerative  forms,  to  wide- 
spread bilateral  multilobar  involvement  which  so  often 
precedes  death. 


PHYSICIAN’S  RESPONSIBILITY 
^\'hat  has  been  said  emphasizes  the  grave  respon- 
sibilities resting  upon  the  family  physician  when  he 
stands  in  the  presence  of  a child  exhibiting  a positive 
tuberculin  test.  Obviously  he  must  throw  about  such 
an  individual  every  available  safeguard. 

A positive  tuberculin  test  has  other  implications 
and  places  upon  the  family  physician  other  obliga- 
tions. Having  discharged  his  duty  with  reference  to 
the  individual  manifesting  the  evidence  of  infection, 
he  must  consider  the  probable  source  of  infection. 
Infection  with  the  tubercle  bacillus  means  contact 
with  the  tubercle  bacillus.  This  usually  means  inti- 
mate contact  with  some  one  who  has  open  tubercu- 
losis. Naturally  some  one  in  the  home  must  be  con- 
sidered the  most  probable  source  of  infection.  A nega- 
tive family  history  is  of  little  importance.  Each 
member  of  the  family,  including  relatives,  servants 
and  others  who  may  reside  in  the  home,  should  have 
a tuberculin  test;  and  every  one  exhibiting  a positive 
te.st  should  have  a thorough  examination,  including 
an  acceptable  x-ray  of  the  chest.  Any  member  of 
the  household  manifesting  symptoms  or  signs  of  pul- 
monary disease  should  be  examined  even  though  the 
tuberculin  test  is  negative.  Repeated  sputum  exam- 
inations should  be  made  in  suspected  cases  where 
sputum  is  available.  Accepting  a single  negative 
sputum  examination  as  final  often  leads  to  disaster. 

DETERMINE  SOURCE  OF  CONTACT 
If  such  a searching  investigation  fails  to  reveal  the 
source  of  infection  in  the  home,  we  must  consider  the 
possibility  of  contact  with  tuberculous  teachers, 
neighbors,  or  visiting  friends  and  relatives.  Finally, 
hand  to  mouth  infection  must  be  considered.  The 
baby  on  the  floor,  the  child  playing  jacks  or  marbles 
on  the  street,  may  easily  make  contact  with  tubercle 
bacilli  which  have  been  deposited  there  by  someone 


suffering  from  open  tuberculosis.  Occupants  of  the 
home  may  carry  tubercle  bacilli  on  their  feet  or  they 
may  be  carried  in  by  dogs  and  cats.  Contaminated 
food  may  constitute  another  source  of  hand  to  mouth 
infection. 

Thanks  to  those  who  have  instituted  the  wise  han- 
dling of  dairy  herds  in  this  country,  and  the  added 
precaution  of  pasteurization  of  milk  before  delivery, 
we  see  relatively  little  bovine  tuberculosis  in  the 
United  States.  However,  we  must  not  forget  the 
possibility  of  infection  from  undiscovered  tuberculous 
cows  privately  owned  or  in  dairy  herds. 

We  must  admit  that  the  execution  of  the  proposed 
program  is  often  difficult.  Nevertheless,  the  obliga- 
tion rests  squarely  upon  the  shoulders  of  the  physi- 
cian who  discovers  a positive  tuberculin  test.  For- 
tunately for  those  physicians  who  may  not  be  inter- 
ested, or  who  may  not  desire  to  carry  out  such  a pro- 
gram, the  aid  of  specialists  or  voluntary  and  public 
health  agencies  in  the  field  of  tubercuolsis  may  be 
secured.  The  same  sources  of  service  may  be  recom- 
mended to  the  physicians  who  are  interested  in  exe- 
cuting the  program  but  feel  the  need  of  help  with 
certain  phases  of  the  examination. 

The  Duty  of  the  Family  Physician  in  the  Pres- 
ence of  a Positive  Tuberculin  Test,  Lewis  J.  Moor- 
man, M.  D.,  Jour.  Okla.  State  Medical  Assn.,  Jan., 
1937. 
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Alfred  Schalek,  Omaha;  recently  retired;  native  of 
Prague,  Bohemia;  Deutche  Universitat  Medizinische 
Fakultat,  Prague,  1890;  also  from  a university  at 
Vienna;  instructor  in  dermatology  at  Rush  Medical 
College,  Chicago,  from  1892  to  about  1906,  when  he 
located  in  Omaha;  professor  of  dermatology  and 
syphilology  University  of  Nebraska  College  of  Medi- 
cine for  a number  of  years  and  in  recent  years  pro- 
fessor emeritus;  author  of  “Fundamentals  of  Derma- 
tology” (1926);  member,  American  Dermatological  As- 
sociation and  of  similar  organizations  in  Chicago  and 
Omaha;  vaiued  member,  Nebraska  State  Medical  As- 
sociation; a friendly  and  likable  man,  always  inter- 
ested in  medical  society  work;  died  of  pneumonia, 
while  confined  to  a hospital  under  treatment  for  a 
neuritis,  February  10,  1937,  aged  about  seventy-one 
years. 

A wife  and  daughter  survive. 

Jay  L.  Magill,  Holdrege,  Nebr.;  native  of  Wood- 
lawn,  Kan.;  Kansas  City  Medical  College,  1900;  first 
in  practice  at  Gilead  and  for  the  past  twenty-two 
years  in  Holdrege;  member,  Nebraska  State  Medical 
Association;  a man  interested  in  civic  and  agricultur- 
al activities;  died,  after  an  illness  of  one  week,  Janu- 
ary 23,  1937,  aged  about  fifty-eight  years. 

Three  daughters  survive. 

Joseph  F.  Moell,  Lincoln;  native  of  Peoria,  111.,  but 
spent  his  boyhood  at  Bellwood,  Nebr.;  Northwestern 
University  School  of  Medicine,  1907;  in  practice  at 
Brock  from  1907  to  1915  and  again  from  1919  to  1925; 
during  the  intervening  years  did  2 years  of  postgradu- 
ate work  in  New  York  City  and  was  in  public  health 
service  at  Nitro,  West  Virginia;  located  in  Lincoln 
since  1925;  member  Nebraska  State  Medical  Associa- 
tion; a scholarly  gentleman;  died  of  pneumonia  com- 
plicated by  meningitis,  January  21,  1937,  aged  almost 
fifty-nine  years. 

A wife  and  son  survive. 

Arell  L.  Marsteller,  Wilcox,  native  Nebraskan; 
Barnes  Medical  College,  St.  Louis,  1906;  practitioner 
at  Wilcox,  his  boyhood  home  town,  twenty-nine  years; 
beloved  practitioner  in  his  own  community;  a philo- 
sopher, a man  of  courage,  men’s  friend;  died  after  a 
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short  illness  from  a heart  lesion,  January  24,  1937, 
aged  about  fifty-four  years. 

A wife,  daughter  and  son  survive. 

James  L.  Pennington,  Thedford;  Kansas  City  Medi- 
cal College,  1893;  practitioner  at  Thedford  for  many 
years;  died  after  a long  period  of  failing  health,  Jan- 
uary 27,  1937,  aged  about  sixty-nine  years. 


PAUL  LEMON  IN  THE  HOSPITAL 
The  following  “flashes”  on  postal  cards  were  sent 
to  friends  following  an  appendectomy: 

Pan-American  News  Bull.  Vol.  1,  No.  1,  July  10, 
1936.  (Before  operation).  Slash!  I mean  Flash!  Inci- 
sion rests  on  indecision  on  behalf  of  staff.  Crash!  Fear 
not,  its  only  the  gentle  nurse,  not  the  approaching 
hearse. 

Pancreatic  News  Bull.  Vol  1,  No,  2.  July  15,  1936 
(After  operation).  Plash!  Elderly  surgeon  confuses 
hobby  with  profession.  His  avocation  is  cutting  thongs 
to  braid  and  weave.  Patient  now  looks  like  “Hula 
dancer.”  Dash!  Nurse  screams  just  in  time  to  save  a 
life.  She  attracts  doctors  attention  just  in  time  to 
snatch  the  end  of  the  wormiforme  appendix  as  it  was 
about  to  crawl  back  into  the  hole. 

Panacea  News  Bull.  Vol.  1,  No.  3,  July  19,  1936. 
(Patient  recovering).  Flash!  These  definitions  are  too 
decent  to  appear  in  published  dictionaries,  lexicons  or 
glossaries — Appendix — an  extra  (because  it  is  like  an 
adder),  infernal  organ  of  the  body,  causing  people  to 
be  abscessed  with  the  idea  that  they  are  sick.  Hos- 
pital garb — an  exadurated  collar,  with  sleeves,  or  an 
abridged  surplice;  always  worn  backwards  in  order  to 
hide  the  fact  that  it  does  not  fit. 


AUXILIARY  NEWS  NOTES 
Tri-County  No.  1 had  a combined  banquet  of  the 
Medical  so-ciety  and  Auxiliary  at  Grand  Island,  De- 
cember 17,  1936.  Mrs.  James  Mac  Woodward  was 
guest  speaker.  “Aims  and  Accomplishments  of  the 
Auxiliary”  was  her  subject.  During  the  business 
meeting  following  the  banquet  the  Auxiliary  discussed 
plans  for  the  coming  year. 


Twenty-six  were  present  Tuesday  evening,  Janu- 
ary 5,  1937,  at  a bridge  party  held  at  the  University 
Club  by  the  Lancaster  County  Auxiliary. 

****** 

The  Lancaster  County  Auxiliary  met  at  the  home  of 
Mrs.  James  Mac  Woodward  for  a coffee  and  sandwich 
luncheon  Monday,  February  1,  1937.  Dr.  A.  L.  Miller 
of  Kimball  spoke  on  “Nebraska’s  Medical  Legislation.” 
Dr.  Miller  is  the  only  medical  member  of  the  Unicam- 
eral Legislature.  Twenty-five  members  were  present. 

— Mrs.  P.  C.  Ferciot,  Chairman,  Lincoln. 

****** 

Members  of  the  Richardson  County  Medical  Society 
and  Auxiliary  attended  a 6:30  o’clock  dinner  party 
Thursday  evening,  January  21,  1937,  at  the  Hotel 
Weaver,  Falls  City.  The  Auxiliary  had  a business 
session  following  the  dinner  in  charge  of  the  county 
president,  Mrs.  H.  R.  Miner.  Plans  were  made  to  con- 
duct a county-wide  essay  contest  from  the  7th  to 
12th  grades,  inclusive,  on  the  subject,  “What  I Can 
Do  to  Prevent  the  Spread  of  Contagious  Diseases.” 
The  essays  are  to  be  from  500  to  1,000  words.  First 
prize  will  be  $5  in  cash  and  second  prize  $2.  The 
contest  is  being  conducted  under  the  supervision  of 
the  educational  committee  of  which  Mrs.  J.  C.  Gillis- 
pie  is  chairman. 

****** 

At  the  Hotel  Pathfinder,  Fremont,  Nebraska,  .Janu- 
ary 25,  forty  members  of  the  Tri-County  No.  2 (Bert, 
Washington  and  Dodge)  Medical  Society  and  their 
wives  met  for  their  regular  monthly  meeting.  Follow- 
ing a seven  o’clock  dinner.  Dr.  Byers,  President  of 


the  society,  invited  the  Auxiliary  to  hear  Dr.  Frank 
Conlin  of  Omaha  give  a very  instructive  lecture  on 
“Diabetes.”  The  members  of  the  Auxiliary  then  ad- 
journed for  a short  business  session  over  which  Mrs. 
C.  D.  Heine,  President,  presided.  Each  county  reported 
enthusiastically  joining  the  Hygeia  subscription  con- 
test. Mrs.  Conlin,  president  of  the  Faculty  Women’s 
Club,  Omaha,  gave  a report  of  their  activities. 


THE  SOCIETIES 

The  regular  meeting  of  the  Omaha- Douglas  County 
Medical  Society  was  held  January  12,  in  the  Medical 
Arts  Auditorium,  Dr.  .1.  Jay  Keegan  presiding. 

Dr.  Keegan  reporting  for  the  Omaha-Douglas  Coun- 
ty Health  Council,  stated  that  a bill  to  establish  a 
health  district  in  charge  of  health  activities  of  the  city 
and  county  is  now  approaching  completion.  Should 
this  bill  become  a law,  3 percent  of  the  voters  must 
petition  a special  election  for  consideration  of  a health 
(Rstrict  similar  to  the  organization  of  the  school  board 
or  the  Metropolitan  Utilities  District.  This  board  is 
to  consist  of  three  members  appointed  by  the  gov- 
ernor of  the  state  of  Nebraska.  According  to  the 
plan,  all  activities  pertaining  to  health  and  medical 
care  of  the  indigent  are  to  be  administered  by  this 
board  under  the  direction  of  a competent  health  di- 
rector appointed  by  the  board.  Funds  for  operation 
of  this  health  district  are  to  be  based  on  a percentage 
similar  to  that  available  in  the  past  year. 

The  scientific  program  consisted  of  a case  report 
of  “Acute  Panceatic  Necrosis”  by  Dr.  Thomas  McCur- 
dy which  was  discussed  by  Drs.  Wearne,  Dunn  and 
Best.  Dr.  M.  F.  Gunderson’s  topic  was  “The  Epidem- 
iologrj^  of  Avian  Botulism  in  Relation  to  Human  Bot- 
ulism,” discussed  by  Drs.  Bisgard,  Jahr,  Keegan,  Ellis, 
Best,  Dunn  and  McCurdy.  Dr.  J.  D.  Bisgard  present- 
ed a paper  on  “The  Traumatic  Abdomen.”  This  was 
discussed  by  Drs.  Keegan,  McLaughlin  and  Dunn. 

The  annual  joint  meeting  of  the  Omaha-Douglas 
County  and  Pottawatamie  County  Medical  Societies 
was  held  in  the  Medical  Arts  Auditorium  January  26. 

The  meeting  was  opened  by  former  president  Dr. 
Charles  McMartin,  who  turned  the  meeting  over  to 
Dr.  Treynor,  vice  president  of  the  Pottawatamie  Coun- 
ty Medical  Society  for  the  scientific  program. 

Dr.  Grant  Augustine  presented  a case  of  Dia- 
phragmatic Hernia  which  was  discussed  by  Drs. 
Weinberg,  Clarke,  Hillman  and  .Johnston.  Dr.  Guy 
R.  McCutchan  spoke  on  Aortic  Stenosis  which  was 
discussed  by  Dr.  M.  C.  Anderson  and  F.  W.  Niehaus. 

The  Lancaster  County  Medical  Society  met  Jan- 
uary 19. 

The  program  of  the  evening  consisted  of  a Heart 
Movie  on  “The  Heart  Beat  Mechanism  in  Health  and 
Disease.”  This  consisted  of  about  2500  feet  of  film 
prepared  by  Dr.  Clayton  .1.  Lundy,  Associate  Pro- 
fessor of  Medicine  of  the  University  of  Chicago.  The 
films  were  shown  by  Dr.  O.  A.  Reinhard. 

Dr.  E.  W.  Rowe,  in  the  absence  of  Dr.  Bailey,  rep- 
resenting the  Nebraska  State  Medical  society’s  Com- 
mittee on  Public  Policy  and  Legislation,  discussed 
a bill  to  come  before  the  State  Legislature  now  in 
session.  The  bill  has  as  yet  not  been  introduced.  The 
bill  provides  for  Health  Districts  to  be  established  in 
the  State  of  Nebraska,  to  provide  for  public  health 
work  and  remedial  care.  Dr.  Rowe  stated  that  the 
bill  had  been  studied  by  the  above  committee  and  it 
was  their  opinion  that  it  was  a good  bill;  and  that 
the  committee  advised  the  Society  to  support  it.  He 
further  asked  that  the  committee  might  know  wheth- 
er the  Lancaster  County  Medical  Society  would  sup- 
port the  bill.  Dr.  Bartholemew  noted  that  the  bill 
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seemed  acceptable  to  the  Public  Health  Department, 
I as  to  Public  Health  matters  and  was  a reasonable 
provision  tor  the  care  of  the  indigent.  It  is  his  opinion 
it  will  enable  the  establishment  of  Health  Districts 
to  consist  of  one  or  more  counties.  It  will  abolish 
the  present  Board  of  Health,  which  from  an  execu- 
tive standpoint  is  not  qualified  to  administer  Public 
Health  work.  Also  that  at  the  present  time  most  of 
i these  Boards  are  operating  illegally,  under  a medical 
I advisor.  Dr.  Bartholomew  further  believes  that  this 
i bill  will  help  Nebraska  a good  deal  in  providing  Pub- 
I lie  Health  administration.  Dr.  K.  Hohlen  also  spoke 
on  the  bill  and  stated  that  this  bill  had  been  endorsed 
by  the  Omaha- Douglas  County  Medical  Society  and 
I that  he  recommended  that  the  Lancaster  County 
Medical  society  also  support  the  bill. 

Dr.  Hohlen  made  the  following  motion:  That  the 
Lancaster  County  Medical  Society  endorse  the  stand 
taken  by  the  State  Committee  on  Public  Policy  and 
Legislation  on  the  “above  discussed  bill”  (no  number 
I to  bill  as  yet  introduced)  and  that  the  secretary  of 
j the  Society  notify  that  local  senators — Senators  Dunn, 
j Warner  and  Comstock — of  the  Society’s  action.  The 
j motion  was  seconded  by  Dr.  Wegner.  Motion  of  en- 
j dorsement  was  carried. 

O.  A.  Reinhard,  Secretary. 

' The  annual  meeting  of  the  Box  Butte  County  Med- 
I ical  Society  was  held  February  7,  and  the  following 
I officers  were  elected  for  1937:  president,  Dr.  Joseph 
j Kuncle;  vice  president.  Dr.  John  McCoy;  secretary- 
I treasurer.  Dr.  E.  I.  Whitehead.  The  members  present 
indulged  in  a general  discussion  of  the  $10.00  fee  of 
the  state  society.  While  no  action  was  taken  it  was 
the  consensus  of  opinion  that  we  were  paying  too 
much  for  what  we  were  receiving. 

The  Platte- Loup  Valley  Medical  Society  was  held 
at  the  Evans  Hotel,  Columbus,  February  16,  begin- 
ning with  a dinner.  The  speakers  were  Dr.  J.  J. 
Hompes  and  Dr.  John  Thompson  of  Lincoln.  Dr. 
Hompes  talked  to  us  about  his  travels  in  India  while 
he  was  doing  special  eye  study.  He  also  showed  us 
his  movie  films,  taken  while  at  the  eye  clinics  in  India. 
Dr.  Thompson  spoke  about  the  etiology  and  treat- 
ment of  cardiac  disease  and  complications.  The  talks 
were  very  interesting  and  well  received. 

The  Four  County  Medical  Society  met  at  North 
Loup,  under  the  presidency  of  Dr.  Hemphill.  Follow- 
ing a dinner  Dr.  E.  M.  Walsh  of  Omaha  gave  a paper 
on  the  treatment  of  diabetes.  Eighteen  physicians  at- 
tended. 

The  Southwestern  Nebraska  Medical  Society  follow- 
ing a dinner  at  McCook,  January  21,  listened  to  a pro- 
gram on  “Middle  Ear  Infections”  and  “The  Diagnosis 
and  Treatment  of  Myopathies,”  by  Dr.  E.  E.  Peterson 
and  Dr.  D.  V.  Conwell,  respectively,  both  of  the 
Hertzler  clinic,  Halstead,  Kansas. 

The  Sixth  Councilor  District  Medical  Society  met  at 
Osceola,  over  a six-thirty  dinner  with  the  following 
program:  “Essential  Hypertension,”  Geo.  Pratt,  M.  D., 
Omaha;  “Common  Malignancies  of  the  Skin,”  Olin 
Cameron,  M.  D.,  Omaha;  “Practical  Aspects  of  Colon 
and  Rectal  Disease,”  Russell  Best,  M.  D.,  Omaha. 

At  a meeting  of  the  Nance  County  Medical  Society 
the  following  officers  were  elected  for  this  year; 

Dr.  R.  A.  Newton,  president;  Dr.  H.  E.  King,  secre- 
tary-treasurer; Dr.  R.  T.  Jones,  member  of  the  Frac- 
ture Committee;  Dr.  McDermott,  Delegate  to  the 
N.  S.  M.  A.;  members  of  the  Censorship  Committee, 
Dr.  C.  D.  Williams,  Dr.  R.  T.  .lones.  Dr.  Homer  Davis; 
Maternal  Health  and  Child  Welfare,  Dr.  H.  E.  King. 


HUMAN  INTEREST  TALES 

Dr.  T.  D.  Boler,  Omaha,  has  been  appointed  county 
physician  of  Douglas  county. 

Dr.  Charles  P.  Baker,  recently  from  Rochester, 
Minn.,  has  located  in  Omaha. 

Dr.  Clinton  Dorwart  has  located  at  Sidney  in  as- 
sociation with  Dr.  R.  E.  Roche. 

Dr.  F.  O.  Beck,  South  Omaha,  suffered  broken  ribs 
in  an  auto  collision,  in  January. 

Dr.  Herbert  H.  Davis  and  family  spent  some  time 
recently  at  Pass  Christian,  Texas. 

Dr.  R.  R.  Ensor,  Omaha,  suffered  shoulder  injuries 
recently  by  a fall  on  icy  sidewalk. 

Dr.  Mary  I.  Kirkwood,  Holdrege,  has  been  appointed 
county  physician  of  Phelps  county. 

Dr.  F.  A.  Lemer,  Columbus,  was  reported  seriously 
ill  a month  ago  from  a heart  attack. 

Dr.  E.  E.  McMahon,  Omaha,  has  become  medical 
director  of  the  Douglas  County  hospital. 

Dr.  and  Mrs.  A.  J.  Ross,  Jr.,  Minatare,  visited  Mex- 
ico City  during  February,  going  by  auto. 

Dr.  Eldon  J.  Smith,  Burwell,  in  a fali  on  the  base- 
ment steps  recently,  broke  both  bones  of  a leg. 

A hospital  at  Ord,  the  property  of  Dr.  C.  W.  Weeks, 
was  burned  to  the  ground  the  first  of  last  month. 

Dr.  and  Mrs.  F.  J.  Kotlar,  West  Point,  spent  some 
time  in  Florida  and  other  points  in  the  southland. 

Dr.  A.  G.  Pohlman,  gave  a talk  before  the  Pro- 
fessional Men’s  club,  Omaha,  recently  on  “Why 
Think?” 

Dr.  B.  A.  McConaghy,  formerly  of  Alma,  has  lo- 
cated at  Holdrege  in  association  with  Dr.  F.  A. 
Brewster. 

The  untimely  death  of  Mrs.  T.  Y.  Dorwart,  wife  of 
a prominent  Lexington  physician,  is  regretted  by  the 
profession. 

Dr.  A.  D.  Munger,  Lincoln  urologist,  gave  an  ad- 
dress before  the  New  York  Academy  of  Medicine. 
January  20. 

Dr.  W.  S.  Kilgore  is  a new  physician  in  York.  He 
is  a son  of  the  late  Dr.  .1.  M.  Kilgore,  an  erstwhile 
York  physician. 

Dr.  Thomas  B.  Quigley,  son  of  Dr.  and  Mrs.  D.  T. 
Quigley,  Omaha,  was  on  Red  Cross  duty  in  the  Ohio 
flood  area,  last  month. 

Dr.  C.  C.  Copeland  and  family,  Beaver  City,  are 
enjoying  a motor  trip  to  Arizona  and  California,  and 
will  be  gone  until  March. 

Dr.  Esther  McEachron,  Omaha,  has  been  elected 
president  of  the  Omaha  Branch  of  the  Medical  Wom- 
en’s National  Association. 

Dr.  C.  W.  M.  Poynter,  dean  of  the  University  Col- 
iege of  Medicine,  recentiy  gave  an  address  before  the 
Sioux  Vailey  Medical  society,  Sioux  City. 

Dr.  John  F.  Allen,  Omaha,  gave  a lecture  in  the 
public  health  series  of  the  Lincoln  health  department, 
recently,  stressing  early  diagnosis  of  tuberculosis. 

Dr.  W.  D.  Ketter,  who  has  been  in  practice  at  Du 
Bois  for  several  years  has  relinquished  the  field  and 
has  returned  to  Creighton  Medical  for  advanced  study. 

Dr.  and  Mrs.  Amil  Johnson,  Grand  Island,  are  on  an 
extensive  trip  which  contemplates  visits  to  New  Or- 
leans, Miami,  Cuba,  the  Bahamas,  and  Washington, 
D.  C. 

Dr.  and  Mrs.  C.  G.  Moore,  Fremont,  on  their  way  to 
the  Mat'd i Gras,  met  with  an  accident  which  wrecked 
their  car  and  landed  them  in  a hospital  at  Baton 
Rouge,  La. 

Dr.  E.  G.  Zimnierer,  prominent  Lincoln  internist, 
has  been  appointed  assistant  epidemiologist  in  the 
State  Department  of  Health.  It  is  understood  that  he 
is  to  head  the  division  of  Venereal  Diseases. 
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U.  S.  P.  ETHER  FROM  LARGE  DRUMS 
AND  ETHER  FROM  SMALL  CANS 
LABELED  “FOR  ANESTHESIA”; 
COMPARISON  IN  SEVEN 
HUNDRED  AND  TWO 
OPERATIONS 

Ella  M.  Hediger  and  Harry  Gold,  New  York 
{Journal  A.  M.  A.,  June  32,  1935),  base  their 
statements  on  the  results  obtained  in  702  surgical 
patients.  Their  study  shows  that  U.  S.  P.  ether 
as  supplied  at  the  present  time  in  large  metal 
containers  does  not  undergo  rapid  chemical  de- 
terioration when  the  container  is  opened.  Deteri- 
oration products  were  not  found  even  sixty-eight 
days  after  the  container  was  first  opened.  These 
results  confirm  a previous  report.  The  study  of 
the  702  surgical  anesthesias  shows,  furthermore, 
that  the  anesthetist  is  unable  to  distinguish  the 
effects  of  U.  S.  P.  drum  ether  from  those  of  ether 
obtained  in  small  cans  labeled  “for  anesthesia,” 
by  the  reactions  of  surgical  patients,  provided 
the  anesthetist  does  not  know  the  source  of  the 
ether  he  is  using.  Under  those  conditions,  the 
anesthetist  was  unable  to  distinguish,  for  exam- 
ple, the  ether  in  a quarter-pound  tin  labeled  “for 
anesthesia”  from  ether  taken  from  a 55-pound 
drum  sixty  days  after  it  had  first  been  opened. 
The  L^.  S.  P.  drum  ether  that  the  authors  used  in 
the  present  study  was  therefore  as  satisfactory 
for  anesthesia  as  the  ether  in  small  tins  labeled 
“for  anesthesia.”  They  believe  that  this  state- 
ment is  applicable  to  U.  S.  P.  ether  in  large  con- 
tainers from  at  least  five  other  sources,  which, 
although  not  labeled  “for  anesthesia,”  was  found 
in  a previous  study  to  be  similarly  resistant  to 
chemical  deterioration  after  the  containers  were 
opened. 


“A  horrible  quip  printed  in  this  space  a few 
days  ago  about  the  king  of  the  beverages  and 
the  “heir  aperient”  brought  to  a reader’s  (Wil- 
liam Kennen's)  memory  an  old  one:  What  is  the 
difference  between  the  prince  of  Wales,  a bald 
headed  man,  an  orphan  boy,  and  a monkey’s 
mother?  You  don’t  remember?  Give  up?  All 
right.  The  prince  of  Wales  is  the  heir  apparent, 
a bald  beaded  man  has  no  hair  apparent,  an 
orphan  boy  has  ne’er  a parent,  and  a monkey’s 
mother  is  a hairy  parent. — Unknown. 


Dentist’s  Daughter — Have  you  asked  pap  for 
my  hand  ? 

Candidate — No.  But  I’ve  tried  four  times. 

Every  time  I step  into  his  office  I lose  my  cour- 
age. Today  I allowed  him  to  pull  my  fourth 
tooth  as  an  excuse. 
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HEMOCHROMATOSIS 

ADOLPH  SACHS,  M.  D.,  and  B.  CARL  RUSSUM,  M.  D., 

From  the  Departments  of  Medicine  and  Pathology,  College  of  Medicine, 
Creighton  University, 

Omaha. 


Hemochromatosis  or  bronzed  diabetes  is  a 
chronic  disease  which  is  characterized  by  the  de- 
position of  an  iron  containing  pigment  in  the 
liver,  pancreas,  lymphatic  glands,  spleen,  and  in 
various  other  viscera,  by  progressive  sclerosis  of 
the  liver  and  pancreas,  by  an  increase  in  the  pig- 
mentation of  the  skin,  and  in  some  cases  by  an 
associated  diabetes.  The  characteristic  clinical 
triad  is  cirrhosis  of  the  liver,  pigmentation  of  the 
skin,  and  diabetes  mellitiis. 

The  retention  of  iron  in  hemochromatosis  is  a 
well  known  fact  but  on  account  of  the  process 
being  slow  and  gradual,  it  could  hardly  be  ex- 


pected to  show  any  great  change  in  the  whole 
blood  iron^^^^^E  We  have  recently  examined 
two  cases  which  are  shown  in  the  following 
chart. 

(Chart  I) 

BLOOD  IRON  AND  COPPER  VALUES 
In  Hemochromatosis 
Hemo- 


Red  Cells 

globinf 

Iron 

Copper 

per 

gm.  per 

mg.  per 

mg.  per 

cu.  mm. 

100  cc. 

100  cc. 

100  cc. 

Patient 

Mr. 

H... 

4,380,000 

11.47 

38.44 

0.147 

Patient 

Mr. 

S... 

4,100,000 

12.93 

43.34 

0.139 

In  Addison’s 

Disease 

Patient 

Mrs. 

H. 

3,880,000 

10.42 

34.92 

0.224 

Patient 

Mrs. 

C. 

3,888,000 

10.64 

35.64 

0.194 
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In  Normal  Adults 


Male- 

Average*  4,880,000  14.96  50.13  0.132 

{ J:J42 

Female — 

Average*  4,510,000  12.96  43.42  0.131 


*The  normal  averages  ai’e  based  on  iron  determina- 
tions performed  on  the  blood  of  300  normal  adults  and 
on  copper  determinations  performed  on  the  blood  of 
150  normal  adults. 

fHemoglobin  calculated  from  the  blood  iron  by  the 
formula: 

Mg.  Fe  per  100  cc.  blood  = Gm.  Hemoglobin  per  100  cc. 

3^35 

The  whole  blood  iron  and  the  whole  blood  cop- 
per in  two  cases  of  hemochromatosis  reported 
here  are  averages  of  three  separate  determina- 
tions made  at  different  times  during  the  day^^h 
The  whole  blood  iron  is  low  and  the  whole  blood 
copper  is  somewhat  higher  but  not  out  of  propor- 
tion to  the  mild  secondary  anemia  present.  Se- 
vere anemia  rarely  occurs  in  cases  of  hemochro- 
matosis. We  have  consistently  encountered  a 
hypercupremia  as  an  accompaniment  of  hypofer- 
ronemia^^).  The  whole  blood  copper  and  whole 
blood  iron  in  two  cases  of  Addison’s  disease  are 
also  reported  for  comparison. 

Troissier^^)  was  probably  the  first  to  mention 
bronzing  associated  with  diabetes  in  1871. 
Quincke^^^  in  1880  first  called  attention  to  the  de- 
position of  an  iron  containing  pigment  in  the  ab- 
dominal organs.  The  first  clinical  description  was 
given  by  Hanot  and  Chauffard^^^  in  1882.  The 
term  “hemochromatosis”  was  coined  by  Von 
Recklinghausen in  1889.  He  demonstrated  the 
iron  containing  pigment  hemosiderin  and  the  non- 
iron-reacting pigment,  hemofuscin. 

Hemochromatosis  is  still  a comparatively  rare 
disease  and  its  etiology  is  unknown.  The  disease 
usually  affects  males  in  the  fifth  decade  but  may 
occur  at  any  age.  It  is  not  as  uncommon  in 
women  as  was  formerly  described. 

There  are  many  theories  regarding  the  etiology 
of  the  disease.  The  experiments  of  Mallory, 
Parker  and  Nye^”^^  with  copper  salts  on  rabbits, 
guinea  pig.s,  rats  and  monkeys  are  interesting 
and  the  pigmentary  cirrhoses  produced  were 
identical  with  the  cirrhoses  found  in  humans.  The 
copper  stills  used  in  distilling  alcohol  were  given 
as  the  source  of  copper  taken  in  humans  and 
mentioned  as  possible  etiological  factor.  This 
work  was  confirmed  by  Hall  and  Butt^*P  It  was 
refuted  by  other  workers,  namely ; Flinn  and  Von 
Glahn^^^  Polson(iO),  Oshima  and  Siebert^^^\ 
and  HerkeP^^P  Mills^^^^  found  that  hemochro- 


matosis and  diabetes  was  less  prevalent  in  Korea 
than  in  the  United  States.  He  also  cited  that  the 
Koreans  use  copper  and  brass  utensils  almost  ex- 
clusively. 

Iron  retention  is  common  in  all  forms  of  cirr- 
hosis and  in  other  diseases  but  not  in  the  large 
amounts  or  in  the  same  form  found  in  hemo- 
chromatosis. 

Ramage  and  Sheldon^^^^  report  a retention  of 
sulphur,  copper  and  calcium  in  hemochromatosis. 
They  state  that  the  tissues  having  a marked  de- 
posit of  sulphur  also  show  marked  amounts  of 
hemofuscin  and  they  think  that  the  increase  in 
sulphur  is  related  to  this  pigment.  They  also 
find  a disturbance  in  the  metabolism  of  the  alka- 
line metals,  sodium  and  potassium.  The  manga- 
nese contents  of  the  liver  was  about  one-fourth 
normal. 

The  accompanying  table  will  show  a series  of 
cases  in  which  stains  were  made  to  show  the 
amount  of  iron  found  in  the  liver  in  cases  other 
than  hemochromatosis.  The  two  stars  in  this 
chart  mark  a case  of  subacute  yellow  atrophy  of 
the  liver  that  had  a large  amount  of  iron  in  the 
pancreas.  The  single  stars  are  cases  of  carcinoma. 
Primary  carcinoma  of  the  liver  has  been  occa- 
sionally reported  as  complicating  hemochromat- 
osis^^^F 

The  symptoms  are  usually  referable  to  the 
cirrhosis  of  the  liver,  the  pigmentation  of  the 
skin,  or  the  diabetes.  The  skin  is  pigmented, 
varying  from  a grayish  brown  or  slaty  color  to  a 
rusty  brown.  The  pigmentation  is  increased  on 
all  e.xposed  surfaces,  the  forehead,  face,  hands 
and  forearms.  It  may  be  general.  The  nipples 
and  genitalia  may  be  especially  dark.  The  mu- 
cous membranes  are  rarely  pigmented  and  this 
may  help  to  differentiate  this  condition  from  Ad- 
dison’s disease. 

The  heart  contains  a fair  amount  of  iron  and 
may  be  enlarged  with  signs  of  myocardial  weak- 
ness. The  electrocardiogram  may  show  a pro- 
longed P-R  interval  or  a flattened  or  diphasic  T 
wave. 

The  liver  is  large  and  may  be  smooth  or  irreg- 
ular. The  spleen  is  large  and  ascites  is  present 
at  a late  stage  of  the  disease.  Hemorrhoids,  di- 
lated veins,  and  other  signs  of  cirrhosis  also  oc- 
cur. Jaundice  if  present  is  rarely  pronounced. 
Anemia  is  not  a prominent  symptom  and  is  very 
slight  in  most  cases.  The  blood  count  has  no 
distinctive  features.  The  hyperglycemia  and  gly- 
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cosiiria  are  similar  to  that  found  in  any  diabetes. 
Many  cases  are  insulin  resistant.  Some  cases 
have  glycosuria  and  no  pigmentation ; others  may 
have  pigmentation  and  no  glycosuria.  Hemo- 
siderin is  found  in  the  urine  in  some  cases  and 
may  help  to  make  the  diagnosis.  The  pancreas 


difficulty  in  the  differential  diagnosis.  Many 
cases  are  never  recognized  antemortem. 

The  treatment  is  purely  symptomatic.  Insulin 
if  used  must  be  used  with  care  because  these  pa- 
tients are  often  insulin  resistant.  No  specific 
therapeutic  measures  are  known. 
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shows  a marked  cirrhosis  and  hence  fatty  stools 
and  other  signs  of  pancreatic  deficiencies  may  be 
found. 

The  diagnosis  is  confirmed  by  a skin  biopsy 
which  shows  a large  amount  of  hemosiderin.  Ad- 
dison’s disease  may  simulate  hemochromatosis 
but  in  the  former  the  weakness  is  more  marked. 
The  diarrhea  is  more  pronounced  and  the  mucous 
membranes  are  more  often  pigmented.  The  skin 
biopsy  tells  the  tale.  Argyria,  abdominal  malig- 
nancies with  skin  pigmentation,  etc.  offer  little 


I wish  to  report  three  interesting  cases ; one  a 
heart  case  that  also  proved  to  be  a case  of  hemo- 
chromatosis at  autopsy,  a proven  case  of  true 
hemochromatosis,  and  a subacute  yellow  atrophy 
of  the  liver  that  presented  an  unusual  amount  of 
hemosiderin  in  the  pancreas. 

CASE  I 

This  was  a heart  case  with  a marked  degree  of 
congestive  failure  and  a terminal  bronchial  pneu- 
monia. The  hemochromatosis  was  found  post  mortem 
and  could  not  have  been  diagnosed  antemortem. 

Mr.  X,  male,  age  49,  single. 

St.  Joseph’s  hospital,  Omaha,  Nebraska. 
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Section  of  Liver — Case  I. 


Section  of  Small  Intestine — Case  I. 


Section  of  Pancreas — Case  I. 


Complaints:  Shortness  of  breath,  weakness,  ano- 

rexia. 

Family  history;  Negative. 

Past  history:  Had  previous  heart  spells;  rheuma- 
tism when  a boy;  otherwise  negative. 

Personal  habits:  Excessive  use  of  alcohol  and  to- 
bacco; venereal  disease,  negative. 

Present  illness:  Shortness  of  breath  for  two  weeks; 
swelling  of  ankles;  weakness;  anorexia  and  the  usual 
history  of  a moderate  congestive  heart  failure. 

Examination:  Head  and  neck  negative;  no  pigmen- 
tation; jaundice,  1 plus;  heart,  myocardial  degenera- 
tion; heart  irregular;  congestive  failure  with  edema, 
dyspnea,  etc. 

Abdomen:  Liver  large,  due  to  passive  congestion; 
spleen  not  palpable;  no  masses  felt. 

Extremities:  Edema  3 plus. 

Laboratory  examination:  Urine:  Albumin,  2 plus; 
sugar,  negative;  microscopically,  few  casts;  red  blood 
cells,  2 plus.  Blood  count,  mild  secondary  anemia. 
Blood  Wassermann,  negative.  Stools,  negative. 

Clinical  diagnosis:  Acute  alcoholism;  myocardial 

degeneration;  congestive  heart  failure;  passive  con- 
gestion of  liver;  bronchial  pneumonia. 

Pathological  diagnosis:  Hemochromatosis;  fat  ne- 
crosis of  pancreas;  fibrous  pleuritis;  myocardial  de- 
generation; terminal  bronchial  pneumonia. 

CASE  II 

This  is  a case  of  true  hemochromatosis. 

Mr.  S.  E.,  Douglas  County  hospital.  (Service  of 
Drs.  E.  L.  McQuiddy  and  J.  R.  Kleyla). 

White,  male,  age  56,  married. 

Complaints:  Diabetes,  stomach  trouble  and  weak- 
ness. 

Family  history:  Father,  dead,  senility;  mother,  dead, 
senility;  brother,  1 living,  good  health;  sister,  1 living, 
good  health;  no  T.  B.,  cancer,  diabetes,  insanity  or 
heart  disease. 

Past  history;  Negative,  except  for  children’s  dis- 
eases, measles,  mumps,  chicken  pox  and  diphtheria. 

No  operations.  No  venereal  disease. 

Personal  habits;  No  alcohol.  No  drugs.  Tobacco, 

3 plus.  Coffee,  1 plus. 

Present  illness:  The  patient  has  noticed  a urinary 
frequency  with  increased  thirst  and  appetite  since  t 
September,  1926.  He  was  forced  to  quit  work  Jan.  1, 
1927,  and  had  experienced  pain  in  his  abdomen  for 
about  six  months.  He  entered  another  local  hospital 
where  a mass  was  felt  in  his  abdomen.  He  also  had 
some  enlarged  abdominal  veins.  His  gastrointestinal 
x-ray  w'as  negative.  He  was  told  he  had  sugar  in  his 
urine  and  that  his  blood  sugar  was  high. 

He  entered  the  Douglas  County  hospital  December  i 
16,  1928,  with  the  following  complaints:  Diabetes  for 
two  years,  weakness  1%  years,  pain  in  his  epigas-  | 
trium  for  three  years. 

Examination;  A mass  was  felt  in  his  abdomen 
which  was  thought  to  be  an  enlarged  liver.  He  had  ' 
diffuse  pigmentation  of  the  skin,  not  a dark  bronzing 
but  yet  increased  pigmentation.  His  blood  pressure 
was  systolic  110,  diastolic  70.  Hyperglycemia  218 
mgms.  sugar.  Glycosuria  constant,  varying  in  amount. 
Blood  count,  reds  4,500,000,  whites  normal.  Wasser- 
mann negative  (serum  and  spinal  fluid).  Blood  in 
stool  4 plus. 

A diagnosis  of  hemochromatosis  was  made  but  a i 

skin  biopsy  showed  no  iron  in  the  skin.  His  x-ray  ) 

revealed  a filling  defect  in  his  stomach  and  an  ex- 
ploratory was  deemed  advisable.  A chronic  hypertro-  | 
phic  cirrhosis  with  adhesions  was  found.  This  find-  I 
ing  was  in  accord  with  the  above  diagnosis.  Febru- 
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Section  of  Liver — Case  II. 
(Hemosiderisus  Low  Power) 


Section  of  Spleen — Case  II. 


Section  of  Pancreas — Case  II. 


Section  of  Kidney — Case  II. 
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Section  of  Heart  Muscle — Case  II. 

ary  1,  1930,  another  skin  section  was  taken  and  large 
amounts  of  hemosiderin  were  found  which  proved  the 
diagnosis  in  all  details. 

March  30,  1930,  the  patient  expired  and  an  autopsy 
was  performed  by  Dr.  Carl  Russum  and  Wm.  Barry. 

Autopsy  report:  The  skin  was  only  slightly  pig- 
mented but  contained  considerable  numbers  of  hemo- 
siderin granules. 

The  liver  showed  atrophic  cirrhosis  and  marked 
hemosiderosis. 

The  pancreas  displayed  hemosiderosis  with  atrophy 
of  the  acini  and  islands;  fatty  replacement;  arterio- 
sclerosis and  chronic  interstitial  pancreatitis. 

The  lymph  glands  were  markedly  pigmented.  The 
remainder  of  the  autoiisy  was  characteristic  of  hemo- 
chromatosis and  need  not  be  reported  here. 

CASE  III 

A case  of  subacute  yellow  atrophy  of  the  liver  that 
presented  a large  amount  of  iron  in  the  pancreas  but 
a small  amount  in  the  liver. 

Mr.  Pa.,  age  30,  farmer,  married. 

The  patient  was  first  seen  on  .Tan.  29,  1929.  He 
entered  the  hospital  complaining  of  weakness,  hunger, 
thirst,  jaundice,  swelling  and  pain  in  his  abdomen. 

Family  history:  Negative. 


Past  history:  Negative.  No  cinchophen,  atophan, 
etc. 

Personal  habits:  No  alcohol.  Tobacco,  tea  and  cof- 
fee moderate. 

Present  illness:  Four  weeks  ago  patient  complained 
of  pain  in  his  upper  abdomen  and  became  slightly 
jaundiced.  His  urine  became  dark  and  his  stool  light. 
The  pain  in  his  abdomen  pei'sisted  and  he  rapidly  be- 


Section  of  Liver — Case  III. 


Section  of  Pancreas — Case  III. 

(Hypertrophid  Islands  of  LangerhansI 

came  more  and  more  jaundiced  at  which  time  he  en- 
tered hospital. 

Examination:  Head  and  neck  negative.  Heart  and 
lungs  negative.  Abdomen  ascites.  Abdominal  fluid 
highly  colored  transudate.  Urine  Leucin  and  Tyrosin 
crystals.  Blood  sugar  constantly  low  as  shown  by 
Chart  II. 

CHART  H 

Mr.  P.  ,\.  — February  7,  1929 
Glucose  Tolerance  Test 
I.IO  Grams  of  Glucose  Given  at  8:00  A.  1\I. 


Time 
7:30  a.  m. 
9:  00  a.  m. 
10:00  a.  m. 


ITRINAI.YSIS 
-Amount  Sp.  Gr. 

2.50  cc.  1.011 

100  cc.  1.010 

8 cc.  1.000 


Sugar 

Negative 

Negative 

Negative 
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BLOOD  SUGAR 

7:30  a.  m 50  mg.  per  100  cc.  of  blood 

8:30  a.  m 75  mg.  per  100  cc.  of  blood 

9:00  a.  m 114  mg.  per  100  cc.  of  blood 

9:30  a.  Ill 126  mg.  per  100  cc.  of  blood 

10:00  a.  m 120  mg.  per  100  cc.  of  blood 

BLOOD  SUGAR  ON  DIFFERENT  DAYS 

February  2,  1929 72  mg.  per  100  cc.  of  blood 

February  4,  1929 60  mg.  per  100  cc.  of  blood 

February  5,  1929 60  mg.  per  100  cc.  of  blood 

Februai-y  6,  1929 54  mg.  per  100  cc.  of  blood 


BLOOD  SUGAR  LOW  AT  ALL  TIMES 

Clinical  diagnosis:  Subacute  yellow  atrophy  of  liver. 

Pathological  diagnosis:  Subacute  yellow  atrophy  of 
the  liver.  The  hypoglycemia  was  due  to  liver  defici- 
ency and  hypertrophy  of  island  cells  in  the  pancreas. 
Large  amount  of  iron  in  pancreas,  small  amount  in 
liver.  None  in  skin. 

SUMMARY 

1.  The  whole  blood  iron  and  whole  blood  cop- 
per in  two  cases  of  hemochromatosis  are  report- 
ed. The  hypoferronemia  and  the  mild  accom- 


panying hyiiercupremia  are  not  out  of  proportion 
to  the  mild  secondary  anemia  present.  The 
whole  blood  iron  and  whole  blood  copper  in  two 
cases  of  Addison’s  disease  are  likewise  reported 
for  comparison. 

2.  Results  of  routine  stain  for  iron  in  cases 
of  cirrhosis  other  than  hemochromatosis  are  re- 
corded. 

Three  cases  reported. 

a.  Case  of  congestive  heart  failure  which  at 
autopsy  proved  to  have  a hemochromatosis. 

b.  Case  of  true  hemochromatosis. 

c.  Case  of  subacute  yellow  atrophy  with  large 
amount  of  iron  retention  in  pancreas. 

I wish  to  thank  Dr.  Russell  Wilder  of  Roches- 
ter, Minnesota,  for  permission  to  examine  blood 
of  two  proven  cases  of  hemochromatosis. 

(Bibliography  in  Reprints) 


PERIPHERAL  VASCULAR  DISEASE 
I II— Arteriosclerosis  Obliterans 

CHAS.  W.  McLAUGHLIN.  JR.,  M.  D., 

From  the  Department  of  Surgery,  University  of  Nebraska  College  of  Medicine, 

Omaha. 


Arteriosclerosis  obliterans  is  the  commonest 
form  of  obliterative  vascular  disease  of  the  ex- 
tremities in  the  latter  decades  of  life.  It  is  pri- 
marily a disease  of  elderly  patients  and  rarely 
makes  its  appearance  before  the  age  of  fifty.  Male 
subjects  seem  definitely  more  prone  to  be  affected 
than  females  and  hypertension  and  angina  are 
frec|uent.  but  by  no  means  constant  accompanying 
i conditions. 

In  spite  of  much  investigative  work,  the  cause 
1 of  arteriosclerosis  remains  obscure.  In  the  per- 
ipheral vessels  the  pathological  process  may  af- 
fect either  the  media  or  the  intima  of  the  major 
arteries.  Extensive  deposits  of  calcium  in  the 
form  of  rings  or  plaques  may  be  layed  down  in 
the  media  of  the  peripheral  arterial  pathways. 
These  collections  are  capable  of  changing  a once 
elastic  vessel  into  a firm  rigid  pipe-like  tube,  quite 
incapable  of  dilatation. 

The  major  pathological  process,  however,  is 
that  which  affects  the  intima  of  the  arteries. 
A arying  degrees  of  elastic  or  connective  tissue 
proliferation  develop,  often  associated  with  ath- 
eromatous changes  and  followed  by  the  develop- 
ment of  thrombi.  The  vessel  becomes  incapable 
of  transporting  an  adequate  amount  of  blood  to 
the  tissues  of  the  extremity  and  a state  of  rela- 
tive ischemia  develops. 

These  vascular  changes  develop  insidiously  and 


pursue  a slow  but  progressive  course  over  a per- 
iod of  years.  This  characteristic  permits  the  de- 
velopment of  a collateral  circulation  which  may 
delay  the  appearance  of  symptoms  for  indefinite 
periods.  Sooner  or  later,  however,  symptoms  due 
to  an  inadequate  peripheral  blood  supply  appear 
and  become  more  marked,  as  the  obliterative  pro- 
cess outdistances  the  ability  of  the  collateral  ves- 
sels to  compensate.  Sudden  signs  of  acute 
ischemia  may  develop  if  one  of  the  already  dis- 
eased major  vessels  becomes  blocked  by  a throm- 
bus. 

Arteriosclerosis  obliterans,  while  affecting  all 
the  peripheral  vessels,  usually  manifests  itself 
only  with  the  symptoms  in  the  lower  limbs.  Al- 
though the  disease  process  may  be  extensive  in 
both,  the  major  complaints  are  usually  referred 
to  one  limb,  and  may  be  limited  to  the  one  side 
for  months  or  years  without  subjective  evidence 
of  pathology  in  the  other  extremity.  Olmsted^^^ 
has  observed  that  pain  in  an  arteriosclerotic  limb 
becomes  apparent  when : 

a.  The  pathological  process  has  advanced  to 
a point  where  at  least  two  of  the  three  branches 
of  the  popliteal  artery  are  occluded. 

b.  There  is  a coexisting  peripheral  neuritis 
and  vascular  lesion. 

c.  A thrombus  develops  in  the  femoral  or 
popliteal  artery. 
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cl.  [Minor  infection  is  present. 

In  the  absence  of  a local  lesion  the  pain  may 
first  be  present  in  the  arch  of  the  foot,  the  an- 
terior mnscles  of  the  leg  or  in  the  calf  on  exer- 
cise. A few  moments  rest  relieves  the  complaint, 
only  to  recur  with  activity.  This  type  of  pain  is 
referred  to  as  intermittent  claudication  and  is  due 
to  inadequate  nutrition  of  the  muscle  groups 
when  they  are  subjected  to  variable  amounts  of 
work.  As  the  nutrition  of  the  limb  becomes 
relatively  decreased,  intermittent  claudication  ap- 
pears with  less  and  less  exertion  until  these  pa- 
tients have  rest  pain  or  pain  without  any  activity. 

E.xamination  of  the  limbs  usually  shows  a 


Fig.  1 : Extensive  dry  gangrene  of  foot  and  lower  leg  due  to 
Arteriosclerosis  Obliterans.  Beginning  line  of  demarkation 
apparent. 


moderate  degree  of  muscular  atrophy  as  a re- 
sult of  disuse,  induced  by  pain.  When  the  limbs 
are  elevated,  the  feet  become  pale  and  cadaveric, 
while  in  the  dependent  position  they  appear  sub- 
cyanotic.  The  skin  of  the  feet  is  often  thick- 
ened, tender  to  touch  and  abnormally  sensitive 
to  friction  and  heat.  On  palpitation  both  feet 
feel  cold,  but  the  foot  complained  of  is  usually 
cooler  to  touch  than  its  fellow,  unless  there  is 
superimposed  infection.  Palpitation  of  the  peri- 
pheral vessels  discloses  the  presence  of  weak  or 
absent  pulsations  in  the  popliteal,  posterior  tibial 
and  dorsalis  pedis  arteries. 

As  time  passes  necrosis  may  develop,  and  all 
too  frequently  some  form  of  injudicious  therapy, 
either  by  the  patient  or  by  his  physician,  has- 
tens this  unhappy  result.  These  limbs  with  a 
blood  supply  just  sufficient  to  maintain  the  nu- 
trition of  the  tissues,  withstand  any  form  of 
trauma  poorly.  The  careless  trimming  of  a 
corn  or  ingrown  toenail,  a bruise,  blister  or 
scratch  all  may  serve  as  the  additional  burden 
that  leads  to  infection  or  gangrene.  A cold 
cyanotic  toe  is  seen  to  become  darker  in  color, 
and  a small  ulcer  appears  about  the  nail.  This 
spreads  slowly  without  any  effort  at  healing.  If 
infection  is  not  superimposed,  the  lesion  may  re- 
main dry  and  mummify,  a narrow  line  of  granu- 
lation tissue  marking  the  junction  between  the 
dead  and  viable  tissue.  Later  this  dry  portion 
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may  separate  from  the  foot,  leaving  a granulat-  I 
ing  surface  which  heals  slowly,  depending  upon  | 
the  nutrition  of  the  parts.  j 

Should  infection  be  added,  the  picture  be- 
comes that  of  a wet  gangrene,  often  associated  | 
with  lymphangitis  and  carrying  with  it  a more 
grave  prognosis.  Barker^^)  reports  that  20%  of 
the  patients  with  occlusive  vascular  disease  re-  r 
porting  at  the  Mayo  Clinic  have  gangrene  on  f 
admission.  In  a series  of  171  cases  first  seen 
with  gangrene,  its  appearance  had  been  spon-  ! 
taneous  in  55%,  followed  accidents  or  trauma  | 
in  10%  and  in  the  remaining  35%  it  followed  i 
therapeutic  procedures  for  painful  feet.  |i 

In  patients  past  the  age  of  45  complaining  | 
of  numb,  cold  tingling  or  painful  e.xtremities, 
arteriosclerosis  obliterans  must  be  carefully  con-  [ 
sidered.  All  too  frequently  a cursory  e.xamina- 
tion is  carried  out  and  a diagnosis  of  foot  strain, 
fallen  arches  or  rheumatism  is  made.  The  sub-  i 
sequent  development  of  ulceration  or  gangrene  j 
corrects  the  diagnosis  when  the  process  has  be-  • 
come  far  advanced. 

All  of  these  patients  merit  a thorough  e.xam-  ! 
ination.  A careful  history  usually  shows  that  : 
the  complaints  are  aggravated  during  cold  i 
weather  and  with  activity.  The  general  physical 
examination  discloses  the  presence  of  generalized  i 
arteriosclerosis,  often  accompanied  by  hyperten-  | 
sion  and  signs  of  cardiac  disease.  ; 

With  the  feet,  legs  and  thighs  exposed,  the  j. 
general  appearance  of  the  skin  is  noted.  Alter-  I 
ations  in  the  position  of  the  limbs  is  seen  to  pro-  ! 
duce  the  characteristic  color  changes,  and  the  pa-  i 
tient  will  frequently  volunteer  the  position  he  i 
has  found  to  be  his  “optimum  resting  level.”  i' 
This  position  of  the  feet  at  rest  is  commonly  |< 
found  to  be  about  six  inches  below  the  level  of  j 
the  heart.  Palpation  of  the  feet  usually  shows  ji 
that  both  are  cooler  than  normal,  but  the  limb  |l 
complained  of  is  usually  definitely  more  cool  |( 
than  its  fellow.  It  is  well  to  remember  that  with  | 
little  practice  one  can  determine  differences  of  ; 
temperature  as  slight  as  1 degree  centigrade  by 
palpation.  ;i  | 

The  peripheral  vessels  are  then  systematically  j i 
examined,  beginning  at  the  femoral  and  going  j 
down  over  the  popliteal,  posterior  tibial  and  dor-  1 1 
salis  pedis.  Often  one  is  unable  to  feel  any  pul-  j 
sation  below  the  femoral  artery  in  these  cases,  i 
although  the  common  variations  in  the  peripher-  j 
al  arterial  pattern  must  be  kept  in  mind.  Fre-  <, 
quently  firm  peripheral  vessels  are  felt  without  | 
any  perceptible  pulsation,  but  sufficient  lumen  p 
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may  still  remain  to  permit  the  passage  of  small 
amounts  of  blood. 

Histamine  studies  are  done  to  determine  the 
I status  of  the  cutaneous  circulation.  In  advanced 
|l  arteriosclerosis  obliterans  the  wheal  and  flare 

I are  insignificant  or  absent  on  the  dorsum  of  the 
foot.  This  test  is  also  useful  in  following  the 
progress  of  conservative  therapy  in  these  patients 
1 and  in  determining  the  level  of  skin  viability  in 
I proposed  amputations. 

I The  presence  or  absence  of  vasospasm  may  be 
i determined  by  any  one  of  five  or  six  approved 
I methods  but  we  have  found  the  Landis  test  both 
I simple  and  accurate.  When  the  hands  and  fore- 
!|  arms  are  immersed  in  warm  water  at  44  degrees 
C.  (110  I*'.),  peripheral  vasodilatation  is  pro- 
duced in  the  lower  extremity  if  vasospasm  is  a 
factor,  or  if  the  peripheral  vessels  are  capable  of 
dilating.  While  a slight  degree  of  vasospasm 
^ ma}^  be  associated  with  occlusive  vascular  disease 
due  to  arteriosclerosis,  one  characteristically 
I finds  little  or  no  response  to  vasodilatation.  This 
' test  furnishes  added  evidence  that  the  vascular 
^ disease  is  organic  in  type  and  the  vessels  incap- 
' able  of  dilating. 

' Lastly  x-ray  studies  may  be  made  of  the  foot 
and  legs  for  arterial  calcification.  This  examin- 
ation is  of  value  only  in  that  it  gives  visable  evi- 
dence of  disease.  The  major  calcium  deposits 
\ are  medial  while  it  is  the  intimal  pathology  that 
I is  responsible  for  the  reduction  in  the  volume 
i of  blood  flow. 

' A urine  analysis  is  of  course  an  essential  part 
of  the  examination  to  exclude  the  presence  of 
i diabetes  mellitus. 

Few  conditions  can  be  readily  confused  with 
j arterio-sclerosis  obliterans  of  the  lower  extrem- 
I ity  if  the  case  is  carefully  investigated.  Dia- 
I betes  with  arteriosclerosis  changes  in  the  peri- 
I pheral  vessels  may  produce  an  identical  picture 
at  a somewhat  younger  age,  but  the  presence  of 
glycosuria  readily  clears  up  this  difficulty. 

Thrombo-angiitis  obliterans  or  Buerger's  dis- 
i ease  may  present  a problem  in  differential  diag- 
nosis in  certain  instances.  This  condition  usual- 
ly appears  in  younger  individuals  ranging  from 
2o  to  4.5  years  of  age  at  the  time  of  onset.  A 
history  of  excessive  use  of  tobacco,  superficial 
migrating  ])hlebitis,  severe  intermittent  claudica- 
tion, peri])heral  neuritis  and  early  cutaneous  ul- 
ceration should  aid  in  classifying  these  patients. 
In  that  borderline  group  in  which  the  symptoms 
first  appear  between  the  ages  of  45  and  55,  an 
accurate  diagnosis  may  be  more  difficult.  Sil- 


bert<^^  has  suggested  the  following  outline  for 
differential  diagnosis  in  these  cases: 

Thrombo-angiitis  Obliterans: 

Appears  younger  than  age 
Hair  normally  pigmented 
No  arcus  senilis 
Retinal  arteries  normal 
Radial  and  temporals  soft 
Femoral  artery  often  closed 
No  x-ray  calcification 
Blood  volume  usually  diminished. 

Symptoms  coronary  disease  rare 
Albuminuria  I'are 
Superficial  phlebitis  common. 

.Arteriosclerosis  Obliterans: 

Appears  older  than  age 

Hair  usually  gray 

Arcus  senilis  fre(iuently  present 

Retinal  arteries  fretiuently  sclerotic 

Radial  and  temporals  frequently  sclerotic 

Femoral  rarely  closed 

Calcification  common  by  x-ray 

Blood  volume  usually  normal 

Coronary  symptoms  frequent 

-Albuminuria  not  uncommon 

Phlebitis  rare. 

In  considering  the  treatment  of  these  patients 
suffering  from  arteriosclerosis  obliterans,  it  must 
be  appreciated  that  there  is  no  specific  therapy 
suitable  for  the  group.  All  effort  is  centered 
upon  increasing  the  collateral  circulation  and 
maintaining  the  nutrition  of  the  skin.  If  the  time 
and  attention  are  given  to  the  “petty  details,"  as 
Reid^^>  has  jxDinted  out,  much  can  be  accom- 
plished not  only  to  increase  the  patients  comfort, 
but  to  delay  the  appearance  of  ulceration  and 
gangrene. 

The  general  measures  which  should  be  fol- 
lowed in  all  these  patients  are  as  follows : 

1.  Scrupulous  cleanliness  of  the  feet  using 
soap  and  warm  water  at  least  once  a day. 

2.  The  skin  should  be  kept  soft  and  pliable 
by  the  daily  application  of  oil  or  cocoa  butter. 

4.  Keep  the  feet  warm  at  all  times.  This 
often  necessitates  the  wearing  of  woolen  socks 
and  lined  shoes.  It  is  better  that  the  feet  be 
made  to  perspire  a little  rather  than  be  cold. 

4.  The  limbs  should  be  kept  at  the  “optimum 
resting  level"  whenever  the  patient  is  at  rest. 

5.  .\void  all  manner  of  trauma  to  the  feet. 
Even  a slight  lesion  should  be  respected  as  a 
serious  menace.  This  applies  to  blisters,  calli 
and  abrasions. 

().  Tobacco  should  be  reduced  to  a minimum 
or  ])rohibited,  since  it  is  a vasocon.strictor. 

7.  Maintain  the  fluid  intake  at  not  less  than 
2500  cc.  daily. 
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S.  Huerger’s  exercises  to  stimulate  the  de- 
velopment of  the  collateral  circulation.  These 
should  be  carried  out  for  periods  of  thirty  min- 
utes to  one  hour  three  times  daily.  The  tech- 
nique is  as  follows : 

a.  With  the  patient  lying  prone,  the  limbs 
are  elevated  at  an  angle  of  90  degrees  on  a suit- 
able support  for  three  minutes. 

b.  The  lower  extremities  are  then  hung  over 
the  side  of  the  bed  for  three  minutes,  during 
which  time  the  feet  are  put  through  the  move- 
ments of  flexion,  extension,  inversion  and  ever- 
sion. 

c.  The  patient  again  lies  prone  in  bed  for 
a period  of  three  minutes  with  the  feet  covered 
by  woolen  blankets. 

It  requires  ten  minutes  to  complete  the  cycle 
and  six  cycles  form  an  hour’s  exercise.  The  only 
contra-indication  to  this  form  of  therapy  is  the 
presence  of  lymphangitis  or  a spreading  infec- 
tion. 

In  addition  to  these  measures  which  should 
always  be  employed,  other  forms  of  therapy  are 
available  to  stimulate  the  collateral  circulation 
and  relieve  specific  complaints.  These  must  be 
fitted  to  the  individual  case  and  employed  when 
the  indications  arise. 

1.  Drug  therapy  offers  little  assistance  in  the 
treatment  of  these  patients.  Of  the  drugs  sug- 
gested, theobromine  sodium  acetate  in  doses  of 
2-3.5  grams  daily  seems  to  be  the  only  one  of 
value.  Scnpham^^^  and  Newell  and  Allen^®^  have 
reported  favorably  on  its  use  and  we  have  ob- 
served subjective  improvement  in  patients  wdth 
vasospasm  associated  with  arteriosclerosis.  Act- 
ing as  a temporary  vasodilator,  its  effectiveness 
is  limited  to  those  cases  in  which  there  is  an  ele- 
ment of  vaso-constriction. 

2.  Intravenous  typhoid  vaccine  for  the  pro- 
duction of  vaso-dilatation  has  been  tried  in  sev- 
eral series  of  cases  of  arteriosclerosis  obliterans. 
The  results  have  not  been  striking  and  its  use 
in  advanced  cases  is  not  safe  because  of  the  dan- 
ger of  thrombosis. 

3.  Perlow^^^  has  recommended  the  use  of 
diathermy  two  or  three  times  per  week,  in  addi- 
tion to  bed  rest  and  other  conservative  measures. 
In  a series  of  5(i  cases  of  arteriosclerotic  ischemia, 
he  reports  73%  improved  sufficiently  to  return 
to  work. 

4.  Tissue  extracts  of  skeletal  and  diaphrag- 
matic muscle  have  been  used  by  Schwartzman^*^ 


to  increase  the  peripheral  blood  supply.  These 
are  thought  to  act  by  relieving  angiospasm  but 
the  work  is  still  in  the  experimental  stage. 

5.  Ligation  of  the  popliteal  or  femoral  vein 
to  increase  the  peripheral  blood  supply  in 
arteriosclerosis  was  suggested  by  Morton  and 
Pearse^^^  in  192H.  This  work  was  based  upon 
the  fact  that  in  arterial  obstruction,  ligating  the 
accompanying-  vein  increases  the  peripheral  ar- 
terial circulatory  bed.  Pearse^^^^  subsequently 
reported  the  results  in  18  cases  in  which  50% 
were  improved.  He  considers  suitable  patients 
those  in  which  there  is  fair  circulation  with  a 
patent  popliteal  artery  but  absent  foot  pulses,  and 
in  which  ligation  and  conservative  treatment 
might  he  given  a trial. 

().  The  use  of  alternating  suction  and  pres- 
sure or  passive  vascular  exercises  has  been  the 
most  recent  method  suggested  for  the  develop- 
ment of  the  periperal  blood  supply.  Herrmann 
and  Landis  and  Gibbon  have  developed  cabi- 
nets into  wdiich  an  ischemic  limb  may  be  placed 
and  subjected  to  alternating  positive  and  nega- 
tive pressures.  This  form  of  treatment,  by  de- 
creasing peripheral  resistance,  draws  an  increased 
amount  of  blood  into  the  vessels  of  the  limbs 
and  marks  a real  advance  in  therapy.  While 
it  is  yet  early  to  estimate  the  true  value  of  pas- 
sive vascular  exercises,  several  encouraging  re- 
ports are  available.  Herrmann  and  Reid^^^^ 
were  able  to  completely  relieve  the  major  symp- 
toms in  44%  of  a series  of  75  cases  of  arterio- 
sclerosis obliterans  using  this  method.  Landis  and 
Hitzrot*^^"*^  obtained  good  results  in  52%  of  23 
arteriosclerotic  patients  and  improvement  in 
13%.  These  last  authors  found  that  they  could 
usually  abolish  rest  pain,  but  severe  pain  due  to 
extending  gangrene  could  not  be  adequately  con- 
trolled. Intermittent  claudication  was  slightly 
but  definitely  improved.  The  chief  disadvantage 
of  this  form  of  therapy  is  the  prolonged  period 
of  hospitalization  and  treatment  required,  with 
its  attendant  expense. 

7.  Peripheral  nerve  block  for  the  control  of 
severe  pain  in  obliterative  vascular  disease  has 
been  suggested  by  Smithwick  and  White^^^P 
The  five  major  cutaneous  nerves  to  the  foot  are 
exposed  under  local  anesthesia  and  either  crush- 
ed or  injected  with  absolute  alcohol.  This  pro- 
duces an  anesthesia  of  the  foot  which  persists 
for  approximately  si.x  months.  In  1935  these 
authors*^®)  reported  that  they  had  decreased  the 
number  of  cases  requiring  major  amputations  by 
50%  and  doubled  the  number  of  patients  on 
whom  minor  operations  could  be  successfully 
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carried  out.  They  noted  however  that  the  cases 
of  arteriosclerosis  obliterans  were  not  benefited 
as  much  as  were  the  cases  of  thrombo-angiitis 
obliterans,  and  both  groups  did  better  if  the  popli- 
teal artery  was  pulsating. 

8.  The  surgery  of  the  sympathetic  nervous 
system  has  no  place  in  the  management  of  pa- 
tients with  advanced  peripheral  arteriosclerosis. 
While  there  may  be  some  small  degree  of  spasm 
present,  the  major  process  is  due  to  organic  di- 
sease which  is  not  benefited  by  lumbar  sympa- 
thectomy. 

When  gangrene  makes  its  appearance,  every 
effort  must  be  made  to  limit  its  extent,  prevent 
infection  and  promote  the  development  of  the  col- 
lateral circulation.  Starr^^'^)  has  reported  the 
use  of  a thermo  regulated  heat  cradle,  oxygen 
and  desiccated  air  in  the  treatment  of  these  gan- 
grenous toes  with  gratifying  results.  The  dan- 
ger of  burning  such  extremities  is  well  known, 
and  it  has  been  found  best  to  maintain  the  temp- 
erature within  the  cradle  between  30  and  34  de- 
grees centigrade. 

If  the  lesion  remains  dry  and  is  limited  to 
a single  toe,  judicious  therapy  may  bring  about 
its  separation  without  surgery.  Conservative 
amputations,  except  in  such  instances,  are  rarely 
justified  because  of  the  poor  nutrition  of  the 
parts  below  the  knee. 

McKittrick(^*>  has  suggested  the  following  in- 
dications for  major  amputation  in  arteriosclerosis 
obliterans : 

1.  With  severe  pain,  with  or  without  gangrene,  un- 
controlled after  three  weeks  careful  conservative 
treatment  in  the  hospital. 

2.  Gangrene  of  one  or  more  digits  without  a pal- 
pable dorsalis  pedis  or  with  a deep  uncontrolled  in- 
fection. 

3.  Gangrene  of  a digit,  with  or  without  popliteal 
pulsation  where  there  is  a definite  level  of  tempera- 
ture and  color  change  with  the  foot  dependent. 

Experience  shows  that  when  the  indications 
for  a major  amputation  are  present  in  these 
cases,  it  is  usually  best  to  select  the  knee  or  low- 
er thigh  as  the  proposed  site,  to  insure  adequate 
nutrition  of  the  stump. 

SUMMARY  AND  CONCLUSIONS 

Arteriosclerosis  obliterans  is  a disease  primari- 
ly affecting  males  above  the  age  of  fifty.  Pa- 
tients rarely  report  for  medical  advice  until  the 
disease  process  is  far  advanced,  often  with  ne- 
crosis already  present.  The  principals  of  diag- 
nosis and  treatment  have  been  listed. 

The  following  abstracts  of  four  case  histories 
are  presented  to  illustrate  various  manifestations 
of  arteriosclerosis  obliterans : 


Case  I.  Mr.  P.  B.,  age  54,  was  referred  from  Med. 
OPD.  for  study. 

CC.:  Cold,  numb  feet  for  10  years. 

P.  H.:  Essentially  negative  until  onset  of  present 
illness. 

1^.  I.:  About  ten  years  ago  the  patient  first  noted 
that  his  knees  were  becoming  stiff.  Soon  after  this 
his  feet  became  cold  and  numb.  These  latter  com- 
plaints have  persisted  and  increased  since  their  first 
appearance.  There  have  been  no  muscle  pains  or 
cramps,  but  the  legs  tire  very  easily.  Patient  more 
comfortable  with  moderate  activity,  and  when  sitting 
down  always  elevates  his  limbs  for  relief. 

P.  X.:  Physical  examination  showed  moderate  gen- 
eral arteriosclerosis.  The  heart  was  slightly  enlarged. 
B.  P.  128-72.  The  skin  of  the  feet  was  somewhat 
thickened  but  no  ulceration  was  present.  Neither 
popliteal  artery  palpable.  The  dorsalis  pedis  and  pos- 
terior tibial  arteries  were  quite  thick,  but  faintly  pal- 
pable on  both  sides.  Both  feet  felt  cold  to  touch,  no 
difference  being  noted  between  the  two.  No  evidence 
of  diabetes. 

Histamine  studies: 

Right  Left 

Wheal  Flare  Wheal  Flare 


Knee  11  3 3 

Mid-leg  2 2 2 2 

Dorsum  foot  10  3 3 


On  releasing  vasoconstriction  by  the  Landis  test 
there  was  a drop  of  one  degree  in  the  skin  tempera- 
tures of  both  feet,  instead  of  the  marked  rise  ob- 
served when  the  peripheral  vessels  are  competent. 
The  patient’s  age,  with  a history  of  cold,  numb  feet 
and  marked  fatiguability  suggested  arteriosclerosis 
obliterans.  This  is  confirmed  by  generalized  scler- 
osis and  the  palpation  of  thickened  peripheral  vessels 
with  faint  pulsations.  Histamine  studies  on  the  left 
limb  showed  a good  response  while  the  cutaneous  nu- 
trition of  the  right  foot  is  poor.  The  Landis  test 
shows  almost  no  response  with  the  removal  of  the 
vasoconstricting  influence  and  further  proves  that  the 
process  is  on  an  occlusive  basis. 

Diagnosis:  Arteriosclerosis  obliterans  with  moder- 
ately severe  organic  obstruction  of  the  vessels. 

Case  II.  Mr.  V.  P.,  age  61.  Referred  from  the 
Medical  OPD. 

CC.:  1.  Cramps  in  the  legs,  especially  at  night,  1 
year.  2.  Intermittent  claudication,  1 year. 

P.  I.:  One  year  ago  the  patient  developed  precordial 
pain  and  dyspnoea.  At  same  time  cramps  in  the  legs 
appeared  and  became  rapidly  more  severe.  A diag- 
nosis of  coronary  disease  was  made  and  on  digitalis 
his  cardiac  complaints  disappeared.  The  symptoms 
referrable  to  his  legs  have  persisted  and  he  can  now 
walk  only  short  distances  without  claudication.  Pain 
awakens  him  at  night  and  he  obtains  relief  only  by 
massaging  his  limbs.  The  feet  are  always  cold  and 
the  complaints  have  become  more  troublesome  in  the 
left  limb. 

P.  X.:  General  examination  shows  moderate  gen- 
eral sclerosis. 

E.  K.  G.  shows  evidence  of  coronary  disease.  B.  P. 
130/90.  No  oedema  of  the  ankles.  Skin  of  the  feet  is 
slightly  thick  and  sensitive.  Definite  color  changes 
on  altering  the  position  of  the  limbs.  Both  feet  feel 
cold,  the  left  more  than  the  right.  Urine  studies 
negative. 

Histamine  studies: 

Right  Left 

Wheal  Flare  Wheal  Flare 


Knee  3 1 3 1 

Leg  3 1 3 1 

Dorsum  2 1 2 1 
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These  indicate  that  the  cutaneous  nutrition  is  still 
fairly  adequate.  Ueleasing-  the  vasoconstrictor  influ- 
ence caused  the  temperature  of  the  right  foot  to  rise 
4 degrees,  the  left  3 degrees,  but  neither  foot  ap- 
proached the  temperature  of  33  degrees  considered 
the  normal  level  of  peripheral  dilatation. 

Diagnosis:  Arteriosclerosis  obliterans  of  the  peri- 
pheral vessels,  more  marked  in  the  left  limb,  with 
very  slight  vasospasm. 

Case  III.  Mr.  O.  H.,  age  51. 

CC.:  1.  Cold  left  foot — 2 years.  2.  Very  marked  in- 
termittent claudication — 2 years.  3.  Cramps  in  both 
legs — 2 years. 

P.  I.:  Definite  history  of  angina  pectoris  with  cor- 
onary disease  for  two  years.  During  this  time  the 
feet  have  felt  cold,  especially  the  left.  Cramps  and 
intermittent  claudication  have  steadily  become  more 
marked  features.  Activity  limited  to  a few  blocks  in 
summer  and  one  block  in  winter. 

P.  X.:  Arcus  senilis.  Moderate  general  arterioscler- 
osis. E.  K.  G.  shows  evidence  of  coronary  disease. 
Slight  oedema  of  the  ankles.  Both  feet  cold  on  pal- 
pation, especially  the  left.  Definite  color  changes  on 
altering  the  position  of  the  limbs.  Neither  the  popli- 
teal, posterior  tibial  or  dorsalis  pedis  arteries  palpable 
on  either  side.  X-ray  examination  shows  no  calcifi- 
cation of  the  peripheral  vessels.  No  glycosuria. 

Histamine  studies: 

Right  Left 

Wheal  Flare  Wheal  Flare 


Knee  3 3 3 3 

Leg  2 1 2 1 

Dorsum  2 2 2 2 


On  releasing  vasoconstriction  by  the  Landis  test 
the  temperature  of  the  right  great  toe  arose  from  26 
degrees  C.  to  31  degrees  C.  and  the  left  from  26  to  30 
degrees  C.  While  this  represents  a very  definite  ele- 
vation in  skin  temperature,  indicating  the  presence  of 
vasospasm,  neither  limb  reached  the  normal  level  of 
vasodilatation.  One  may  conclude  that  there  is  both 


vasospasm  and  a moderate  degree  of  occlusive  vascu- 
lar disease  present. 

Diagnosis:  Moderate  arteriosclerosis  obliterans, 

more  marked  in  the  left  limb,  associated  with  definite 
spasm. 

Case  IV.  Mr.  G.,  age  79. 

Pt.:  Refeired  from  Medical  Service  for  examina- 
tion. 

P.  I.:  Pt.  admitted  with  dry  gangrene  of  right  foot 
and  ankle  following  a blister.  Diagnosis  of  arterio- 
sclerosis obliterans  with  dry  gangrene.  The  popliteal 
artery  was  readily  palpable  and  the  limb  successfully 
amputated  below  the  knee.  No  complaints  referable 
to  the  left  limb  but  its  vascular  status  to  be  deter- 
mined. 

P.  X.:  No  oedema  of  the  extremity.  Some  atrophy 
of  disuse.  Dorsalis  pedis,  posterior  tibial  and  popli- 
teal arteries  on  the  left  side  thickened  but  faint  pul- 
sations palpable.  Purine  negative  for  sugar.  X-ray 
shows  calcification  in  the  left  femoral  and  tibial  ar- 
teries. B.  P.  148/84. 

Histamine  studies: 

Right  Left 

Wheal  Flare  Wheal  Flare 


Above  Knee  2 0 10 

Leg  2 0 10 

Dorsum  2 0 limb  off 


Releasing  vasoconstriction  by  the  Landis  test 
caused  the  skin  temperature  of  the  left  foot  to  rise 
from  26  degrees  to  32  degrees  C.,  almost  a normal 
response.  One  may  conclude  that  in  the  absence  of 
symptoms  referrable  to  the  limb,  fair  histamine  re- 
sponses and  adequate  vasodilatation,  the  circulation 
is  satisfactory  in  the  remaining  limb.  This  well  il- 
lustrates how  the  pathological  process  may  be  far 
more  advanced  in  one  limb  than  in  its  fellow.  ' 

Diagnosis:  Arteriosclerosis  obliterans  with  fair  cu- 
taneous circulation  in  the  remaining  foot  and  vessels 
still  capable  of  vasodilatation. 

(Bibliography  in  Reprints) 


CONTRACEPTION  AND  THE  RHYTHAP= 


REYNOLDS  J.  O'DONNELL,  PhB.  M.  D., 
Columbus. 


Any  discussion  of  the  problem  of  birth  con- 
trol through  the  prevention  of  conception  must  be 
necessity  include  two  phases : one,  the  use  of 
contraceptives ; the  other,  the  consideration  of 
the  sterile  period  in  the  menstrual  month.  The 
problem,  however,  is  not  an  easy  one  in  the  ap- 
proach. Practiced  in  the  sanctuary  of  the  home, 
the  secrecy  precludes  the  possibility  of  any  ac- 
curate estimate  of  the  number  who  are  addicted 
to  the  use  of  mechanical  or  chemical  contracep- 
tive devices.  Investigators  have  shown  that  the 
tendency  towards  small  families  has  become 
more  or  less  fixed  among  American  people.  In 
families  of  the  middle  west,  according  to  Louis 
Dublin  of  the  Metropolitan  Life  Insurance  Com- 
pany. there  is  a reduction  in  family  size  from 
5.4  to  3.3  children  in  the  course  of  one  genera- 
tion, a drop  of  38%  in  the  space  of  relatively 
few  years. 

♦Presented  before  the  annual  meeting,  Nebraska  State  Medical 
Association,  Lincoln,  April  7-8,  1936. 


There  is,  no  doubt,  an  element  of  truth  in 
the  allegation  that  there  are  some.  im]3elled  by 
an  inherent  selfishness  in  their  desire  for  a life 
of  ease,  who  shirk  the  responsibility  of  a family ; 
or  owing  to  the  hankering  after  economic  inde- 
pendence and  a greater  degree  of  leisure  foster 
an  aversion  to  restrictions  entailed  by  family 
life. 

There  are,  however,  a countless  number  who 
either  for  reason  of  health  or  the  demands  of 
])resent  day  education,  or  of  economic  distress 
insist  upon  curtailing  the  family  by  spacing  the 
advent  of  children  according  to  their  reasoned 
wishes.  For  these  people,  as  also  for  those 
whose  religious  beliefs  forbid  the  use  of  con- 
traceptives, or  who  have  a personal  aversion  to 
their  use,  a way  out  of  their  dilemma  is  found  in 
the  theory  of  the  rhythm  of  sterility  and  fertility 
in  woman.  Authorities  are  quite  convinced  of 
the  existence  of  this  phenomenon,  the  realization 
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of  which  has  been  brought  about  and  emphasized 
by  the  researches  of  Doctors  Ogino  of  Japan 
aii(!  Knaus  of  Austria. 

'V'ears  ago  and  for  much  the  same  reasons, 
otliers  sought  a justifiable  means  of  limiting  the 
size  of  their  families.  They  were  advised  to 
follow  the  suggestion  of  Capellman  who  s])eci- 
fied  the  middle  of  the  menstrual  cycle  as  the 
“Safe  Period”  or  “Period  of  Sterility."  The  re- 
peted  failures  of  the  application  of  this  rule  led 
to  the  widespread  belief  that  at  no  time  in  the 
menstrual  cycle  was  a woman  sterile.  Recent 
findings  contradict  the  statement  of  Capellman  ; 
for,  what  was  known  as  the  period  of  sterility 
is  recognized  today  as  within  the  period  of  high- 
est degree  of  fertility. 

Latz  was  among  the  first  American  investi- 
gators to  focus  attention  upon  the  newer  find- 
ings and  their  interpretation.  His  monograph 
“The  Rhythm”  based  upon  the  disclosures  of 
Ogino  and  Knaus  is  a detailed  exposition  of 
their  opinions.  His  explanation,  however,  proved 
ratlier  perple.xing  to  the  mind  of  the  average 
layman,  especially  in  the  attempt  at  its  applica- 
tion. 

In  the  newer  theory  the  factors  upon  which 
this  periodicity  is  dependent  are  as  follows : 


1.  Menstruation  is  due  to  the  fact  that  the  ovum 
has  not  been  fertilized. 

2.  There  exists  a definite  relationship  between 
ovulation  and  menstruation. 

3.  Ovulation  occurs  most  often  between  the  12th 
and  the  16th  day  before  the  appearance  of  the  follow- 
ing menstruation.  Hence  the  greatest  likelihood  of 
conception  lies  within  this  period. 

4.  The  sperm  and  egg  cells  detached  from  their 
respective  habitat  have  a limited  time  in  which  to 
live.  For  the  ovum  its  period  of  viability  is  no  longer 
than  24  hours.  For  the  sperm  cell  its  period  of 
fecundation  may  be  three  days  at  the  maximum.  Be- 
cause of  this  possible  prolonged  period  of  fecundibil- 
ity  of  the  spermatozoa,  and  to  allow  for  possible  oscil- 
lations, it  is  recommended  that  the  12th  to  the  19th 
day  before  the  appearance  of  menstruation  be  con- 
sidered as  the  fertile  period. 


Since  the  publication  of  “The  Rhythm”  there 
have  been  various  modifications  of  Latz  original 
formula  in  an  attempt  to  point  out  accurately 
and  denote  more  clearly  the  periods  of  fertility 
and  sterility  in  the  regular  and  irregular  cycles. 
The  following  method  has  proved  effective  in 
eight  cases  over  a period  of  twentv-one  months. 


These  cases  presented  the  following; 


1.  Cycles 

(2)  28  days 

(3)  29  days 
(2)  31  days 
(1)  32  days 


2.  Irregularity 
Regular 
One  day 
1-3  days 
1-3  days 


Over  the  twenty-one  months  interval 
has  yet  been  reported. 


3.  Abstinence 

6 months 

7 months 

8 months 
8 months 

no  pregnancy 


A method  I have  found  practical  is  as  follows ; 
The  wife  may  use  a “Record  Calendar  for  Har- 
ried People”  published  by  the  Latz  Foundation 
in  Chicago.  This  booklet  arranged  each  month 
of  the  year  has  space  allotted  for  the  recording 
of  all  necessary  data.  An  ordinary  calendar  set 
aside  for  the  purpose  is  quite  satisfactory.  If, 
after  six  months  of  total  abstinence  from  all 
marriage  relations,  the  cycle  is  found  to  be  with- 
in 21  to  32  days,  a Slide  Rule  is  used  for  further 
determination. 


SuDE  Rcue  ok  Ljkl 


Figure  A. 

“The  Slide  Rule”  (Figure  B)  is  a very  simple  contrivance 
which  can  be  adjusted  to  coincide  with  the  menstrual  cycles  of 
most  women.  Although  we  are  told  that  physiologically  the 
fertile  period  is  limited  to  four  days,  on  the  slide  rule  this 
period  is  placed  at  eight  days  to  make  it  more  dependable.  If 
abstinence  from  all  relations  is  practiced  during  the  period 
marked  fertile  on  the  rule,  pregnancy  is  impossible  in  practically 
all  cases.  The  only  exception  would  be  where  the  spermatozoa 
remained  viable  and  fecund  for  a period  longer  than  three  days. 
On  the  other  hand  those  desiring  children  can  facilitate  concep- 
tion by  having  relations  during  the  periods  marked  fertile. 


The  Slide  Rule  consists  of  four  scales  “A”  the 
shaft;  “B”  the  carriage;  “C”  the  black  portion 
for  the  fertile  period  and  for  the  days  irregular; 
“D”  for  cycles  of  21  to  32  days.  The  rule  must 
be  set  to  accommodate  tbe  peculiarities  of  the 
menstrual  cycle  in  each  individual  case ; for 
example,  the  left  sliding  portion  scale  “D"  is 
set  at  the  twenty-eight  day  mark  for  the  twenty- 
eight  day  cycle,  or  at  the  25  or  31  day  mark  for 
the  25  or  31  day  cycle.  It  can  be  used  for  cycles 
from  21  to  32  days.  The  rule  is  cylindrical  and 
has  etched  on  the  shaft  the  calendars  for  the  28- 
29-30-31  day  months.  After  the  instrument  is 
set  to  coincide  with  the  cycle  of  the  individual, 
the  carriage  of  the  rule  is  rotated  to  the  month 
in  question.  If,  for  instance,  the  month  is  .April, 
the  carriage  is  rotated  to  the  30  day  month  and 
there  the  month  is  indicated.  The  left  edge  of 
the  carriage  is  .set  to  coincide  with  the  first  day 
of  tile  woman’s  last  period.  Then  by  reading 
along  the  margin  of  the  rule  one  can  tell  imme- 
diately the  period  during  which  the  woman  is 
fertile  and  sterile.  Some  women  however  are 
not  always  regular.  Their  cycle  may  usually  be 
28,  but  now  and  then  there  may  be  a delay  of 
a day  or  more.  There  is  on  the  rule  a second 
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sliding  portion,  scale  “C”  to  meet  the  problems 
of  those  who  are  irregular  up  to  four  days.  By 
adjusting  this  second  sliding  portion  as  the  case 
demands,  whether  it  be  1-2-3-4  irregular  marks, 
the  fertile  period  is  lengthened  to  accommodate 
for  this  irregularity.  For  example,  if  a woman 
has  twenty-eight  day  cycles,  but  occasionally  is 
two  days  irregular,  adjust  the  left  sliding  por- 
tion, scale  “D,”  to  the  twenty-eight  day  mark, 
adjust  the  right  sliding  portion,  scale  “C,”  to 
2 days  irregular,  and  then  if  her  period  begins 
today,  April  8th,  move  the  carriage  to  the  num- 
ber 8 in  the  30  day  month.  Lock  the  rule  with 
the  attached  set  screw.  Along  the  carriage  mar- 
gin is  indicated  when  conception  is  probable,  pos- 
sible or  impossible. 

As  with  every  other  rule  there  are  certain 
conditions  essential  to  its  success  or  failure.  It 
is  absolutely  necessary  for  an  accurate  deter- 
mination of  the  periods  of  fertility  and  sterility: 

1.  That  the  wife  keep  accurate  records  each  month 
of  the  exact  day,  date,  and  hour  of  the  appearance  of 
menstruation. 

2.  That  the  exact  number  of  days  be  recorded  from 
the  appearance  of  the  flow  to  the  day  of  the  next 
flow  exclusive:  note  should  be  made  of  all  factors 
which  in  the  meantime  might  alter  the  sequence, 
namely,  fatigue,  violent  emotion,  cohabitation  and  ill- 
ness. 

3.  That  the  particular  married  couple  absolutely 
refrain  from  any  marriage  relations  for  a period  of 
at  least  six  months.  Should  there  be  marked  varia- 
tions, observation  and  continued  abstinence  covering 
a longer  period  would  be  imperative. 

Column  “3”  Figure  A shows  the  periods  of 
abstinence  maintained  in  each  instance.  The  two 


28  day  cycles  were  sufficiently  regular  to  war- 
rant the  use  of  the  Slide  Rule  following  the 
minimum  6 month  period  of  abstinence.  The 
others,  particularly  the  31  and  32  day  cycles,  1 
to  3 days  irregular,  showed  no  further  variance 
over  an  8 month  period  of  observation  and  ab- 
stinance.  Hence  it  was  deemed  satisfactorj-  to 
resume  relations  and  the  Rule  was  adjusted  the 
first  day  of  menstruation  to  the  31  or  32  day 
cycle ; 3 days  irregular.  Should  conception  oc- 
cur, however,  further  observation  for  the  time 
would  obviously  be  futile  until  after  confinement 
and  until  menstruation  has  again  begun  and  the 
cycle  been  reestablished.  I might  add  that  Latz 
in  the  October  1935,  issue  of  the  Journal  of  the 
American  Medical  Association,  states  that  at 
least  80%  of  all  women  are  regular  enough  to 
apply  the  rhythm,  once  the  cycles  are  determined. 

This  natural  conception-control  theory  may 
bring  about  a diminution  in  the  number  of  vio- 
lations of  tbe  natural  law  and  the  laws  of  nature 
and  incidentally  eliminate  the  serious  dangers 
inherent  in  the  use  of  various  devices  sold  for 
the  purpose  of  contraception.  It  suggests  more- 
over a natural  and  legitimate  method  of  regulat- 
ing offspring,  whether  the  reasons  be  physiolo- 
gical, psychological,  economic  or  social.  It  af- 
fords knowledge  of  the  natural,  morally  defensi- 
ble, and  hygienic  method  of  birth-control.  To 
practice  it  is  perfectly  licit,  provided  the  order 
of  nature  is  not  disturbed  and  will  not  be  in- 
terfered with  should  pregnancy  intervene  con- 
trary to  expectations. 

(Bibliography  in  Reprints) 


THE  \y\LUE  OF  THE  TRUE  LATERAL  VIEW  OE  THE  DUODENUM* 

A.  F.  TYLER,  B.  Sc.,  M.  D., 

Omaha. 


The  use  of  the  opaque  meal  has  raised  gastro- 
intestinal diagnosis  to  a high  plane  of  scientific 
accuracy.  In  the  diagnosis  of  ulcer  of  the  duo- 
denum, positive  findings  should  run  at  least  98 
per  cent. 

The  multiple  films  of  Cole  coupled  with  his 
diagnostic  ability  are  hard  to  duplicate.  In  gen- 
eral practice,  however,  it  is  seldom  possible  to 
employ  such  a costly  procedure. 

Haudek  and  others  have  depended  largely  on 
the  fluoroscopic  method,  while  Carman  was  an 
advocate  of  the  combination  of  fluoroscopy  and 
films.  Tbe  Carman  method  we  have  followed 
for  many  years. 

♦Read  at  the  Midsummer  Radiological  Conference,  Denver, 
August  5,  1936. 


In  spite  of  all  care  we  could  exercise  and  cou- 
pled with  re-examination  after  atropine  or  bella- 
donna, there  was  a certain  percentage  of  duodenal 
cases  which  we  were  only  able  to  classify  as  “ir- 
ritable duodenum.”  We  felt  that  there  must  be 
an  ulcer  which  we  were  not  able  to  visualize. 

As  soon  as  more  powerful  radiographic  equip- 
ment was  available  we  began  the  routine  examina- 
tion of  the  duodenum  in  the  true  lateral  position. 
Much  to  our  satisfaction,  we  found  it  possible  to 
show  a definite  ulcer  crater  in  practically  all  these 
patients  who,  without  this  examination,  would 
have  been  put  in  the  class  of  “irritable  duoden- 
um.” 

This  position  makes  it  possible  to  visualize  in 
silhouette  the  anterior  and  posterior  walls  of  the 
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Fig.  1 Fig.  2 

Fig.  1 : Case  No.  44122 — Radiograph  in  antero-posterior  plane  in  which  the  duodenal  cap  is  entirely  concealed  by  the 
stomach. 

Fig.  2:  Same  patient  in  true  lateral  plane  showing  a penetrating  ulcer  on  anterior  aspect  of  the  first  portion  of  the  duo- 
denum. 


Fig.  3 Fig.  4 

Fig.  3:  Case  No.  45668 — Radiograph  in  antero-posterior  plane  which  fails  to  show  any  permanent  defect  of  the  duodenal 

cap. 

Fig.  4:  Same  patient  in  true  lateral  plane  showing  a penetrating  ulcer  on  the  proximal  posterior  aspect  of  the  first  por- 
tion of  the  duodenum. 

duodenum.  After  seeing  the  first  routine  films,  the  obli(|ue  will  visualize  the  crater  better,  re- 

if  it  is  thought  a slightly  different  angle  toward  examination  may  he  made  in  the  desired  position. 
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A very  small  percentage  of  duodenal  ulcers  are 
found  in  the  thin  visceroptotic  type  of  patient 
where  the  fluoroscopic  image  is  brilliant.  The 
greatest  number  of  duodenal  ulcers  is  found  in 
the  robust  or  stout  individual  where  the  fluoro- 
scopic view  in  the  true  lateral  is  well  nigh  impos- 
sible. The  duodenum  is  high  up  under  the  liver 
and  often  directly  behind  the  stomach  so  that  it 
cannot  even  be  seen  in  the  antero-posterior  view. 
The  oblique  position  helps  .some  but  often  does 
not  clear  up  the  problem.  In  these  patients  the 
true  lateral  view  has  its  greate.st  value. 

The  fluoroscopic  image  alone  has  the  disad- 


vantage that  the  attending  physician  has  no  rec- 
ord, while  by  using  the  true  lateral  position  for 
exposure  of  the  film  one  has  a permanent  record. 
This  record  can  be  demonstrated  to  the  attend- 
ing  physician  and  can  be  used  to  compare  with 
later  films  to  record  progress  in  healing  during 
treatment. 

The  position  we  have  found  most  satisfactory 
is  to  place  the  patient  on  the  table  with  the  right 
side  down,  focusing  through  the  duodenum  which 
lies  normally  in  a plane  slightly  posterior  to  the 
stomach.  The  exposure  must  not  be  longer  than 
Yi  second,  second  being  preferable.  The  short 
exposure  gives  a sharp  image  without  movement. 


RfhEXTGEX  DIAGXOSIS  OF  ESOPHAGUS* 

ANDERS  I>.  OVERGAARD,  M.  D.,  E.  A.  C.  R., 
Omaha. 


The  roentgen  diagnosis  has  long  been  recog- 
nized as  a very  valuable  addition  in  the  study  of 
abnormal  conditions  of  the  esophagus. 

The  roentgen  examination  should  be  made  by 
an  independent  observer  and  not  by  a clinician, 
otherwise,  the  case  is  approached  with  subcon- 
scious prejudice  toward  that  which  has  been 
found  by  the  clinical  methods. 

In  a normal  esophagus  we  find  a straight 
tube,  and,  as  the  patient  swallows,  each  indi- 
vidual bolus  can  be  seen  rapidly  descending  the 
esophagus  and  entering  the  stomach  without  de- 
lay. Each  bolus  follows  the  other  in  orderly 
succession  and  equally  spaced  as  to  distance. 
When  one  finds  that  the  individual  bolus  tend 
to  run  together  that  generally  means  that  there 
is  some  constriction  and  the  point  of  slowing  up 
should  be  carefully  studied.  In  the  normal  esoph- 
agus there  are  two  points  where  the  lumen  is 
slightly  narrowed,  one  behind  the  sternoclavicular 
articulation  and  the  other  at  the  bifurcation  of  the 
trachea.  Elsewhere  the  lumen  is  of  the  same 
size.  This  narrowing,  however,  is  so  slight  that 
the  speed  of  the  descent  of  the  food  is  not  affected 
in  the  least.  AMien  the  passage  of  the  barium 
bougie  is  delayed  it  is  generally  due  to  one  or 
two  causes,  namely  spasm,  or  an  actual  stricture 
from  a lesion  within  or  pressure  from  a mass 
without.  Spasms  may  be  of  two  kinds.  First: 
evanescent  where  there  are  short  temporary 
spasms  which  vary  as  to  position.  In  the  same 
individual  several  may  be  seen  occurring  at  dif- 
ferent positions.  They  are  of  no  significance, 
for  there  is  no  pathological  basis  for  them.  Sec- 

*Read  before  the  Denver  Radiology  Club,  August  6.  1936,  and 
the  Omaha-Douglas  County  Medical  Society  in  September  22, 
1936. 


ond  : cardiospasm,  which  takes  place  at  the  cardiac 
end  of  the  esophagus  and  is  more  or  less  perma- 
nent. This  spasm  is  so  persistent  and  so  com- 
plete that  it  produces  marked  dilation. 

The  use  of  roentgen  ray  has  become  very  im- 
portant as  an  aid  in  diagnosis  of  lesions  of  the 
esophagus.  From  an  early  date  cardiospasm  has 
been  recognized  and  a diagnosis  confirmed  with 
the  roentgen  ray.  The  roentgen  ray  examination 
of  the  esophagus  is  one  which  is  attended  with 
the  least  discomfort  to  the  patient  and  one  which, 
furthermore,  usually  gives  a considerable  amount 
of  information.  Stricture  of  chemical  or  trau- 
matic origin,  diverticula,  deviations,  and  instru- 
sions  of  the  esophagus  due  to  neoplasms  are  us- 
ually capable  of  early  diagnosis. 

The  usual  procedures  are  quite  sufficient  for 
the  demonstration  of  pathology  so  very  evident 
in  advanced  cases.  However,  instructing  the 
patient  to  swallow  a thick  mixture,  does  not  al- 
low one  to  demonstrate  the  early  changes  in  the 
esophagus,  as  the  bolus  does  not  completely  fill 
the  lumen.  It  is  evident  that  the  earlier  the  diag- 
nosis of  esophageal  changes  can  be  made,  the 
brighter  are  the  prospects  for  therapeutic  help. 

We  now  have  a method  of  using  bougies  made 
of  soft  gelatin  and  barium.  These  are  cut  to 
various  sizes,  and  the  patient  allowed  to  swallow. 
The  fluoroscoi)e  is  used  to  note  the  passage  of 
the  bougies,  and  films  can  be  made  to  record  the 
exact  point  in  the  esophagus  that  obstruction  oc- 
curs. The  advantages  of  these  bougies  over  bar- 
ium filled  capsules,  is  that,  if  an  obstruction  is 
met,  the  patient  can  swallow  a little  warm  water 
which  will  liquify  the  gelatin  and  allow  it  to  pass 
down  into  the  stomach.  When  a capsule  meets 
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an  obstruction  it  is  often  hard  to  dislodge,  and 
tlie  patient  suffers  considerable  discomfort.  \’ery 
early  changes  of  the  esophagus  are  thus  able  to 
he  recognized.  Thus  carcinoma  of  the  e.sophagus 
can  he  found  early.  Conversely,  ]>atients  com- 
plaining of  esophageal  discomfort  can  he  thor- 
oughly examined  with  larger  bougies  and  a nega- 
tive diagnosis  can  be  returned  with  greater  cer- 
tainty than  by  other  methods. 

Hrown  and  McCarthy  have  made  a special 
study  over  a number  of  years  of  the  esophagus 
and  find  such  abnormal  conditions  as : Thoracic 
deformities.  pleuro])u’monary  afflictions,  mitral 
valve  lesions,  aort'c  valve  lesions,  general  enlarge- 
ment of  the  heart  with  or  without  aortic  dilata- 
tion, congenital  heart  disease,  dilatation  of  the 
aorta  with  or  without  aneurysms,  pericarditis 
with  or  without  effusions. 

The  esophagus  occupies  a midway  jiosition 
relative  to  the  anterior  and  posterior  thoracic 
walls,  dividing  the  chest  into  two  equal  parts. 
The  heart,  ascending  aorta,  and  the  anterior  half 
of  the  arch,  descending  aorta,  spine,  and  po.sterior 
sulci  are  located  in  the  posterior  half. 

Manges  and  Clerf  in  their  .study  of  the  short 
esophagus,  present  a more  interesting  as  w'ell  as 
luore  complex  set  of  problems.  There  is  interest 
for  the  internist  who  believes  the  condition — per- 
haps under  another  name — is  a medical  one  from 
the  viewpoint  of  treatment : there  is  interest  for 
the  surgeon  wdio  feels  it  is  a surgical  problem 
when  definite  .symptoms  exist ; there  is  interest 
for  the  esophagosco])i.st  who  sees  the  ulcer,  when 
present  and  perhaps  does  something  to  improve 
the  situation,  and  dilates  strictures  that  are  some- 
times found,  and  he  also  has  de'^inite  interest  from 
a diagnostic  point  of  view  when  he  encounters 
gastric  mucous  membrane  before  the  esophago- 
scope  reaches  the  level  of  the  diaphragm  ; and 
there  is  something  of  real  interest  for  the  roent- 
genologist who  will  make  a thorough  study  of  the 
esophagus,  as  well  as  the  stomach,  when  he  finds 
the  opportunity. 

The  complexity  ap])ears  when  we  consider  the 
diagnostic  problems  and  the  terminology  used  in 
the  literature  to  describe  the  condition  that  exists 
when  the  e.sophagus  is  congenitally  .short. 

I^rior  to  the  use  of  the  roentgen  ray,  hernia  of 
the  diaphragm  w'as  diagnosed  infrequently.  Xow, 
we  believe  that  if  complete  roentgen  study  of  the 
esophagus,  as  well  as  the  stomach,  had  been  made 
in  all  of  the  cases  reported,  many  of  these  would 
be  listed  as  cases  of  congenitally  short  e.sophagus. 
We  are  certain  it  would  be  so  if,  in  addition  to 


complete  and  careful  roentgen  study,  a thorough 
esophagoscopic  examination  had  been  made  in 
each  case  with  this  thought  in  mind.  We  feel, 
too,  that  the  term  "hernia  of  the  diaphragm"  or 
“hiatal  hernia"  should  not  be  applied  to  the  con- 
genitally short  esophagus  because  it  implies  that 
the  stomach  was  in  the  abdomen  at  one  time  and 
later  herniated  through  the  diaphragm.  The  evi- 
dence is  strongly  in  favor  of  the  belief  that  the 
co.idition  is  due  to  maldevelopment  of  the  esoph- 
agus. The  ])ortion  of  the  stomach  found  above 
the  diaphragm  probably  never  has  been  in  the 
abdomen.  It  is  not  a hernia  in  a true  sense.  It 
is  more  nearly  proper  to  speak  of  the  condition 
as  “thoracic  stomach,"  but  even  this  term  we 
feel  should  apply  only  when  the  entire  stomach 
is  in  the  chest. 

Most  individuals  with  diverticula  complain  for 
months  or  years  prior  to  the  time  they  seek  re- 
lief. The  early  symptoms  are  vague  and  obscure  ; 
usually  there  is  noticed  a dryness  and  scratchy 
feeling  in  the  throat,  producing  a cough,  with  a 
clearing  and  spitting  of  the  mucus  from  the  throat 
due  to  the  irritation,  which  gradually  becomes 
worse.  The  increasing  irritation  requires  relief 
and  the  ordinary  cough  medicines  are  used  with- 
out result.  Later  there  is  a feeling  of  pressure 
or  a choking  sensation,  eructation  of  gas  after 
eating,  a sticking  sensation  in  the  throat,  with 
regurgitation  of  undigested  food.  As  the  diver- 
ticulum increase  in  size,  the  more  carefully  must 
the  patient  swallow.  Sometimes  he  cliscovers 
that  by  exerting  pressure  externally  with  the 
fingers  or  by  assuming  a certain  position  it  be- 
comes less  difficult  to  swallow.  Food  retained 
in  a diverticulum  decomposes,  causing  an  offen- 
sive breath. 

It  is  im])ortant  to  inspect  the  chest  for  a visi- 
ble sac.  Pressure  on  the  recurrent  laryngeal 
nerve  may  cause  hoarseness.  There  may  be 
marked  difficulty  in  swallowing,  often  associat- 
ed with  fullness  and  pain  in  the  lower  sternal 
reg'on.  Finally  a total  obstruction  occurs,  fol- 
lowed by  loss  of  weight  and  strength. 

The  radiological  examination  has  ])roven  to  be 
the  most  valuable  asset  at  our  disposal,  by  the  use 
of  the  barium  bougie,  and,  in  difficult  cases,  an 
esophagoscopic  examination  in  order  to  differen- 
tiate a carcinomatous  seat  or  ulceration  of  the 
sac.  The  radiological  examhiation.  using  the  bar- 
ium meal,  has  proven  to  be  the  most  important 
factor  in  establishing  the  diagnosis.  Diverticula 
are  usually  situated  on  the  lateral  or  ]iosterior 
wall  of  the  eso])hagus,  and  are  seen  in  the  fluoro- 
scopic .screen  as  barium-filled  sacs,  smooth  in 
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outline,  with  a rounded  and  broadened  base,  un- 
less there  has  been  food  retention  or  adhesion, 
in  which  case  there  will  be  irregularity.  A sac 
fills  and  overflows  at  the  opening;  often  a fixed 
level  line  shows,  especially  when  the  patient  is 
examined  in  the  upright  position.  When  the 
muscles  of  deglutition  contract  there  is  a small 
amount  of  retained  matter  forced  out.  By  exam- 
ining in  the  right  anterior  oblique,  the  normal 
esophagus  can  be  seen  clearly  throughout,  but  all 
angles  and  positions  should  be  observed. 

Carcinoma  of  the  esophagus  is  more  common 
in  elderly  men  after  the  age  of  .-)l)  years.  Women 
are  usually  affected  after  the  age  of  40  years. 
While  its  usual  location  in  the  male  patient  is  in 
the  lower  third  of  the  esophagus,  in  the  female 
it  may  occur  in  any  location,  with  a large  number 
of  the  ca.ses  arising  from  post-cricoid  growths. 

The  first  and  most  prominent  symptom  ob- 
served in  carcinoma  of  the  esophagus  is  a stead- 
ily increasing  dysphagia  which  is  later  associated 
with  regurgitation.  The  secretion  of  a stringy, 
tenacious,  frothy  mucus  occurs  which  is  at  first 
white  and  odorless  and  later  blood-stained  and 
foul.  With  involvement  of  the  respiratory  sys- 
tem, symptoms  referable  to  these  organs  are 
noted. 

The  roentgen  examination  of  the  esophagus  is 
of  great  value  in  the  diagnosis  of  carcinoma. 
Fluoroscopic  e.xamination  shows  that  the  passage 
of  the  barium  column  is  stopped  in  the  region  of 
the  lesion.  If  the  obstruction  is  not  complete 
the  bariumized  fluid  then  will  be  seen  to  pass 
slowly  through  the  fine,  tortuous  passage  pro- 
duced by  the  growth.  A moderate  degree  of  dila- 
tation will  be  noted  in  the  region  just  above  the 
stricture,  terminating  in  a cone,  directed  down- 
ward. 

Dysphagia  is  about  the  only  feature  that  carci- 
noma of  the  esophagus  and  cardiospasm  have  in 
common.  Cardiospasm  occurs  in  younger  indi- 
viduals and  frequently  in  individuals  having  a 
nervous  disposition.  It  may  appear  after  a severe 
shock  or  as  a sequel  to  some  illness.  The  patient 
usually  complains  of  regurgitant  vomiting  rather 
than  dysphagia.  Roentgen  examination  of  cardio- 
spasm shows  evidence  of  a dilatation  of  the  esoph- 
agus. which  may  be  enormous,  and  which  termi- 
nates abruptly  at  or  near  the  cardia.  While  the 
obstruction  may  be  .complete,  more  commonly 
after  the  barium  column  has  reached  a sufficient 
height  to  e.xert  sufficient  pressure  the  barium 
meal  may  be  seen  passing  into  the  stomach. 
There  may  be  evidence  of  an  irregular  peristalsis 
which  fails  to  advance  the  column. 


Kjellberg  points  out  the  difficulty  of  diagnosis 
or  foreign  bodies  in  the  esophagus  by  the  x-ray 
when  they  are  of  low  opacity.  He  states  that 
obstruction  (if  the  body  is  large),  residual  coat- 
ing of  barium  around  the  foreign  body,  entrance 
of  small  air  bubbles  through  breaks  in  the  mu- 
cosa, local  swelling  of  the  surrounding  soft  tis- 
sues, and  dilatation  of  the  esophageal  wall  are 
aids  to  diagnosis. 

I.  Case  No.  13373:  Male,  age  42  years,  patient  of 
Dr.  Rubendall.  Gives  a history  of  over  seven  years 
of  difficulty  in  swallowing.  When  he  is  at  home,  and 
in  his  usual  work,  he  is  nearly  free  from  any  dis- 


Fig.  1 : Spasm  Entire  Esophagus. 

(Barium  Bougies) 

comfort,  but  when  he  is  away  from  home  or  anything 
out  of  the  usual  occurs,  he  has  great  difficulty  even 
in  swallowing  cold  v ater  on  a dry  hot  day.  These 
roentgenograms  show  how  the  barium  bougies  are 
arrested  in  different  parts  of  the  esophagus.  By  the 
fluroscopic  screen  these  bougies  may  be  observed 
regurgitating  the  entire  length  of  the  esophagus.  He 
seems  to  have  complete  control  in  bringing  these 
bougies  up  at  any  time.  Diagnosis:  Spasm  Entire 
Esophagus. 

II.  Case  No.  15973:  Male,  age  58  years,  referred  by 
Dr.  .1.  Dewey  Bisgard.  Address:  Harlan,  Iowa.  Oc- 
upation:  Plumber.  Diagnosis:  Esophageal  diverticu- 
lum. 

Summary  History:  Patient  is  chronic  alcoholic.  For 
one  year  has  noted  difficulty  in  swallowing,  this  hav- 
ing become  progressively  worse.  Food  would  stick 
in  his  neck  and  a few  minutes  later,  would  come  up 
in  his  throat,  causing  a choking  sensation  and  a 
paroxysm  of  gagging  and  coughing.  Swallowing  air 
would  cause  a regurgitation  of  gas  into  the  back  of 
his  throat  and  cause  a curious  sound.  There  has  been 
no  pain  but  he  has  i oticed  a disagreeable  taste  and 
halitosis.  This  has  become  progressively  worse,  so 
that  he  has  restricted  his  food  intake  and  has  lost 
about  15  pounds  during  the  past  six  months.  Appe- 
tite is  good. 

Examination,  essentially  negative,  except  for  x-ray 
where  ingestion  of  barium  shows  a iarge  diverticulum 
of  the  esophagus  extending  posteriorly  from  opposite 
the  upper  border  of  the  thyroid  cartilage  into  the 
mediastinum. 

May  25,  1935,  operation,  Immanuel  Hospital.  With 
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local  infiltration  anesthesia  supplemented  at  the  end 
with  gas,  an  incision  was  made  along  the  anterior 
border  of  the  left  sterno-ckido-mastoid  muscle.  The 
posterior  belly  of  the  omohyoid  muscle  was  divided, 
the  carotid  sheath  dissected  laterally,  the  thyroid 


gland  and  trachea  mesially.  The  middle  thyroid  vein 
and  inferior  thyroid  artery  were  ligated  and  divided. 
The  pre-tracheal  fascia  was  excised  and  the  esopha- 
gus exposed.  Extending  posteriorly  the  diverticulum 
was  easily  recognized  while  the  iiatient  swallowed  by 
distending  with  air.  It  was  readily  dissected  from 
its  bed  and  delivered  into  the  wound.  The  muscle 
fibres  of  the  constrictor  pharyngeae  stretched  out 


three  silk  sutures  to  the  sternal  hyoid  and  sterno- 
cleido-mastoid  muscles,  being  anchored  high  up  so 
that  its  lumen  was  directed  downward  to  the  point 
where  it  joined  the  esophagus.  The  wound  was  closed 
roughly  about  it.  Except  for  some  laryngeal  edema, 
and  tracheitis,  his  convalescence  was  uneventful. 

.July  20,  1935:  Second  stage.  Local  anesthesia.  Scar 
of  previous  operation  was  excised  over  a part  of  its 
extent  around  the  protruding  fundus  of  the  diverticu- 
lum. This  was  dissected  free  from  the  surrounding 
sutures  down  to  its  junction  with  the  esophagus. 
The  purse  string  suture  was  then  laid  around  its 
neck,  the  sac  oiiened  to  be  sure  that  the  esopha.gus 
was  not  being  narrowed,  purse  string  tied  tightly  and 
the  diverticulum  excised.  Mucous  surfaces  were  then 
approximated  with  a few  interrupted  sutures,  and 
a cuff  of  mucosa  and  serosa  which  had  been  dissected 
off  the  cuff  was  sutured  over  it.  The  skin  was  closed 
roughly  over  a Penrose  wick. 

III.  Case  No.  12894:  Male,  age  52  years,  patient  of 
Dr.  Glen  Miller.  History  shows  thit  he  has  difficulty 
in  swallowing  for  the  past  month.  Marked  loss  of 
weight.  Roentgenograms  show  definite  filling  defect 
in  lower  third  of  esophagus.  This  is  a definite  can- 
cer. Patient  died  in  about  six  weeks  with  complete 
obstruction  of  esophagus  during  last  period. 

IV.  Case  No.  15843:  Male,  age  65  years,  patient  of 
Dr.  IM.  C.  Andersen. 

March  1,  1935:  History  shows  a healthy  appearing 
white  man  complaining  of  increasing  difficulty  in 
swallowing  food  during  the  last  three  months.  If 
he  chews  the  food  thoroughly  and  does  not  hurry,  he 
has  very  little  difficulty.  However,  if  he  hurries,  he 
is  only  able  to  swallow  a couple  of  mouthfuls  and 
in  about  fifteen  minutes  he  vomits  it  up  again  undi- 
gested. He  has  no  pain  but  he  has  a sensation  that 
food  stops  at  the  level  of  the  ensiform  cartilage. 
He  has  lost  about  thirty  pounds  during  the  last  three 
months,  but  gives  one  the  impression  of  a man  in 
general  good  health  in  spite  of  the  loss  of  weight. 

Physical  examination  was  entirely  negative  except 
for  a slight  secondary  anaemia.  H.  K.  809f,  Red 
Cells,  4,000,000. 

X-ray  Findings:  Barium  bougies  show  dilatation 

of  cardiac  end  of  esophagus  with  some  retention  of 


Fig.  3 Fig.  4 Fig.  5 

Fig.  3 : Cancer  Lower  Third  of  Esophagus, 
fig.  4:  Cancer  Cardiac  End  of  Esophagus. 

Fig.  5 : Nickel  in  Upper  Part  of  Esophagus. 


over  the  diverticulum  were  dissected  off  and  the  in- 
ferior angle  was  dissected  down  to  the  esophagus  un- 
til it  formed  an  oblique  angle.  The  sac  was  freed 
carefully,  posteriorly,  anteriorly,  and  superiorly.  It 
was  then  brought  out  of  the  wound  and  anchored  with 


barium.  No  saw  tooth  deformity  between  esophagus 
and  stomach  demonstrated. 

March  15,  1935,  x-ray  recheck:  Fluoroscope  shows 
barium  bougies  hesitating  at  cardiac  end  of  esophagus 
and  then  passing  into  stomach. 
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April  8,  1935,  has  been  eating  grapefruit  and  lemons 
and  thinks  he  feels  stronger,  however  he  has  lost  five 
pounds  in  weight. 

•Inly  9,  1935,  oesophagoscopy  by  Doctor  Cassidy 
shows  a definite  cancerous  growth  at  lower  end  of 
the  esophagus.  Section  taken  for  microscopic  exam- 
ination. Patient  failed  gradually,  losing  weight  con- 
tinually. He  was  finally  unable  to  swallow  water  and 
died  Xovember  20,  1935. 

V.  Child  four  years  old  swallowed  a nickel  which 
shows  by  roentgenogram  to  be  in  the  upper  part  of 
esophagus. 
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METASTATIC  CARCINOMA  OF  THE  CHOROID: 

REPORT  OF  TWO  CASES=^ 

CHARLES  M.  SWAB,  M.  D., 

(Krom  Department  of  Ophthalmology,  Medical  School  Creighton  University,  Omaha) 

Omaha. 


While  .strictly  speaking  a full  and  perfectly 
satisfactory  diagnosis  of  metastatic  carcinoma 
of  the  choroid  can  not  be  made  except  by  histo- 
logical examination,  still  the  history  of  certain 
cases  together  with  the  symptoms  and  various 
objective  findings  leave  little  or  no  doubt  as  to 
the  exact  need  of  the  diagnosis  even  when 
microscopic  studies  are  not  made.  The  two  cases 
which  furnished  the  evidence  for  this  report  are 
of  the  latter  class ; that  is,  although  they  lack 
the  confirmation  of  microscopic  examination,  the 
other  data  are  convincing. 

In  regard  to  similar  cases  it  has  been  stressed 
that  the  life  expectancy  does  not  usually  exceed 
nine  months  after  diagnosis  of  choroidal  carci- 
noma has  been  made ; the  end  result  is  not  alter- 
ed, certainly  not  delayed,  by  an  early  enucleation. 
Since  neither  of  my  patients  developed  glau- 
coma there  was  no  eye  pain ; consequently  there 
was  no  indication  for  removal  of  the  affected 
globes.  Until  physicians  and  laity  alike  are  con- 
vinced that  complete  autopsies  redound  to  the 
benefit  of  all  living  persons  there  will  alwavs  be 
missing  links  in  our  case  reports. 

REPORT  OF  CASES 

Case  1.  Mrs.  F.  G.,  age  56,  consulted  me  on  .June 
8th,  1926,  stating  that  for  the  past  ten  days  she  had 
observed  a cloud  or  haze  in  her  left  eye.  That  day 
for  the  first  time  her  eye  had  been  swollen  and  red. 
Her  past  eye  history  was  irrelevant.  The  notes  re- 
lating to  her  general  condition  were  supplied  by  Dr. 
Adolph  Sachs  who  referred  the  patient  to  me.  An 
Omaha  surgeon  had  performed  a radical  amputation 
of  her  left  breast  for  carcinoma  on  .July  21st,  1923. 
On  March  3rd,  1926,  a diagnosis  of  metastatic  carci- 
noma of  her  right  lung  had  been  made.  During  the 
same  month  x-ray  treatment  of  the  right  lung  had 
been  administered  by  a well  known  radiologist.  Fam- 

♦Presented  before  the  regional  meeting  of  The  American  Col- 
lege of  Surgeons,  Omaha,  March  10,  1936. 


ily  history  was  negative  for  carcinoma.  Routine  lab- 
oratory studies  were  essentially  negative. 

Eye  examination:  V.O.D.  6/6;  O.S.  6/6-1.  The  near 
point  of  each  eye  was  50  cm.  The  muscle  balance  was 
within  normal  limits.  Except  for  a mild,  general 
episcleral  injection  of  the  left  eye,  the  external  ocular 
structures  were  normal.  Fundus  O.D.:  media  clear; 
disc,  vessels  and  retina  healthy.  Fundus  O.S.:  media 
clear;  in  the  region  of  the  disc  there  was  a detach- 
ment of  the  retina  which  appeared  to  bulge  over  the 
nasal  half  of  the  disc.  The  detachment  was  gray  and 
flat;  it  gave  the  impression  of  a choroidal  tumor  in 
the  nasal  border  tissue  endeavoring  to  surround  the 
optic  nerve  head.  The  entire  area  of  detachment  ex- 
tended over  about  four  disc  diameters  of  the  fundus. 

On  June  23rd,  O.S.  exhibited  marked  episcleritis; 
serum  beneath  the  bulbar  conjunctiva;  anterior  cham- 
ber shallower  than  its  fellow;  tension,  18  mm.  per 
Schiotz  and  the  same  as  in  O.D.;  ciliary  body  tender- 
ness at  12  o’clock.  Vision  at  this  time  was  6/15-2. 
The  visual  field  showed  some  contraction  above  and 
below,  with  very  marked  contraction  temporally.  The 
detachment  had  extended  a great  deal  although  it  was 
still  flat.  Transillumination  showed  opacity  in  the 
posterior  nasal  retina.  The  patient  vvas  referred  to 
Dr.  Harold  Gifford  who  corroborated  my  diagnosis. 

When  seen  on  July  2nd,  the  vision  of  her  left  eye 
had  dropped  to  ability  to  count  fingers  at  five  feet. 
The  detachment  of  the  retina  on  the  nasal  side  had 
increased  and  there  was  an  extensive  serous  detach- 
ment in  the  inferior  temporal  quadrant.  There  was 
a persistence  of  the  episcleritis,  the  anterior  chamber 
had  become  shallower  and  now  the  pupil  was  semi- 
dilated.  The  patient  died  on  August  11th,  1926. 

Case.  2.  Miss  R.  R.  was  first  seen  by  me  on  Oc- 
tober 18th,  1926,  in  consultation  with  Dr.  Adolph 
Sachs.  She  was  under  observation  at  the  time  for 
metastatic  carcinoma  of  the  lung.  Her  past  history 
had  been  uneventful  until  1922,  when  she  had  a thy- 
roidectomy; a tumor  of  the  thyroid  was  encountered 
and  proved  to  be  a carcinoma.  Operation  was  fol- 
lowed by  x-ray  treatments.  In  January.  1926,  she 
developed  the  first  symptoms  of  lung  metastasis; 
four  months  later  she  was  treated  by  deep  x-ray  for 
the  lung  involvement.  About  four  months  before  1 
saw  her,  the  patient  observed  imperfect  vision  of  the 
left  eye.  At  first-  it  was  only  a slight  blur;  then  a 
short  time  later,  it  was  observ'ed  that  part  of  an 
object  was  not  clear  while  the  remainder  was  in 
sharp  focus.  During  the  intervening  three  weeks 
there  had  been  a slow  but  steady  loss  of  vision. 
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Eye  examination:  V.O.D.  4/5;  O.S.  4/9-2.  Except 
for  pallor  of  the  conjunctivae  and  icterus  of  the 
sclerae,  the  external  ocular  structures  were  normal. 
Fundus  O.D.:  media  clear;  disc,  vessels  and  retina 
healthy.  Fundus  O.S.:  there  was  a large  protruding 
detachment  of  the  retina  in  the  superior  nasal  quad- 
rant. In  some  places  the  detached  retina  was  heavily 
pigmented:  elsewhere,  it  had  the  usual  gray  color. 
There  were  no  folds  in  the  detachment  although  fluc- 
tuation could  be  demonstrated.  The  disc  was  entirely 
obscured  by  the  overhanging  detachment.  Transil- 
lumination exhibited  marked  reduction  of  the  light 
beam,  \\hthin  two  and  one-half  weeks  time  the  de- 
tachment had  become  much  larger  and  almost  the 
entire  nasal  half  of  the  retina  was  opaque  on  transil- 
lumination. Death  occurred  on  December  14th,  1926. 

DISCUSSION 

While  most  of  the  general  data  pertaining  to 
the  subject  have  been  presented  in  the  recent 
reports  of  Davis^-\  Goldstein  and  Wexler^^^ 
DeLong^^\  Idndson(^\  and  iNIcDannald  and 
Payne a brief  resume  will  be  given  here  to 
reactionalize  some  of  the  findings  in  my  cases. 
Carcinoma  of  the  choroid  is  to  he  regarded  as 
secondary  or  metastatic.  Acceptance  of  Ida 
Mann's research  on  the  pigment  epithelium 
between  the  retina  and  choroid  places  it  as  a 
retinal  structure,  emhryologically.  Since  no  part 
of  the  choroid  niai'  be  considered  to  have  an 
ectodermal  origin,  it  possesses  no  cell  structure 
which  is  capable  of  giving  rise  to  a carcinoma, 
differing  in  this  respect  from  the  iris  and  ciliary 
body. 

Breast  cancer  is  the  most  common  cause  of 
metastatic  carcinoma  of  the  choroid.  Since  car- 
cinoma of  the  breast  is  essentially  limited  to  fe- 
males it  necessarily  follows  that  choroidal  meta- 
stasis is  encountered  with  much  greater  fre- 
quency in  females  than  in  males.  The  American 
Encyclopedia  of  Ophthalmology^'^)  states  that 
from  all  sources  choroidal  carcinoma  occurs 
twice  as  frequently  in  females.  As  the  preced- 
ing statement  would  infer,  metastases  occur 
from  other  organs  than  the  breast ; among  these 
may  be  cited : lungs,  liver,  stomach,  thyroid,  kid- 
neys, testes,  ovaries,  mediastinal  lymph  nodes, 
suprarenal  glands,  prostate  and  uterus.  The 
usual  age  range  is  from  thirty  to  fifty-eight 
years.  It  is  generally  stated  that  about  one-third 
of  the  cases  are  bilateral. 

Judged  by  the  statistics  which  are  usually 
quoted  carcinoma  of  the  choroid  is  a very  rare 
condition,  1 in  o0,000  according  to  Idithoff**)  ; 

in  300,000  cases  reported  bv  Sattler^®). 
DeLong^))  explains  that  the  metastases  are  ac- 
counted for  by  emboli  containing  cancer  cells 
that  get  into  the  blood  stream  and  by  means  of 
th's  vehicle  are  implanted  in  another  organ.  It 
is  frequently  stated  that  the  right-angled  origin 


of  the  ophthalmic  artery  from  the  internal  coro- 
tid  accounts  for  the  rarity  of  metastasis  in  the 
eye.  Since  the  central  artery  of  the  retina  like- 
wise has  a right-angled  origin  from  the  ophthal- 
mic artery  it  is  less  frequently  involved  as  a car- 
rier of  the  embolus  than  is  the  case  of  the  short 
ciliaries  which  arise  at  more  acute  angles.  Rea- 
soning from  this  anatomical  basis  would  postu- 
late the  metastatic  focus  in  the  choroid  in  the 
viciiv'ty  of  the  optic  disc ; this  is  supported  by 
abundant  clinical  evidence. 

Once  the  metastasis  in  the  choroid  has  taken 
place  the  new  focus  grows  rapidly.  Its  growth 
is  usually  one  of  lateral  extension  rather  than  in- 
crease in  thickness.  There  are  instances,  how- 
ever, in  which  the  retina  becomes  detached  over 
a large  area.  This  may  be  due  to  serous  ex- 
travasation from  the  choroidal  vessels  as  well  as 
from  the  upheaval  of  the  neoplasm.  It  has  been 
pointed  out  by  numerous  observers  that  patients 
wdth  metastatic  carcinoma  of  the  choroid  seldom 
live  over  nine  months  after  the  condition  has  been 
diagnosed. 

SUMMARY 

1.  Neither  of  my  cases  was  proved  histologi- 
cally although  both  were  solid  tumors  accord- 
ing to  the  usual  clinical  interpretations. 

2.  The  history  of  both  patients  revealed  pri- 
mary carcinoma : of  the  breast  in  one.  of  the  thy- 
roid in  the  other. 

3.  Both  patients  had  metastatic  lung  involve- 
ment. 

4.  In  each  case,  only  the  left  eye  was  affect- 
ed. 

0.  One  lived  for  six  months  after  eye  symp- 
toms occured  : the  other  died  within  2pj  months 
after  visual  symptoms  appeared. 
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Professor:  "What  combination  dissolves  gold 
(juickest?” 

Student ; "The  marriage  ceremony.” 
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The  meeting  of  the  Councilors  was  held  at  the 
Hotel  Cornhusker  in  Lincoln,  January  18,  1937  at  2:00 
P.  M.  The  meeting  was  called  to  order  by  President 
E.  L.  Brush.  The  following  members  were  present: 
Drs.  Overgaard,  Hompes,  Boyer,  Brush,  Davis,  King, 
Conrad,  Rork,  Cooper,  Selby,  Covey  and  Fonts.  In 
addition  to  these  the  following  guests  were  present: 
Drs.  H.  .1.  Lehnhoff,  F.  A.  Long,  R.  B.  Adams,  Morris 
Nielsen,  E.  S.  Wegner,  James  Kelly,  K.  S.  J.  Hohlen, 
E.  W.  Hancock,  A.  F.  Tyler,  Harold  S.  Morgan.  The 
following  members  of  the  Phelps  County  Society  were 
present:  Drs.  P.  A.  Sundbury,  M.  B.  Wilcox,  Theo. 
Peterson,  H.  W.  Shreck  and  F.  A.  Brewster.  Mr.  INI.  C. 
Smith  was  also  present. 

The  first  order  of  business  was  the  election  of  the 
President.  It  was  moved  and  seconded  that  Dr. 
Homer  Davis  of  Genoa  be  elected  I'resident  of  the 
Council  for  the  year  1937.  Carried. 

Dr.  A.  P.  Overgaard  of  Omaha  was  reelected  Sec- 
retary. 

Dr.  .1.  J.  Hompes,  newly  elected  Councilor  of  the 
Second  District  was  introduced  to  the  Council  by  Dr. 
Lehnhoff. 

President  Davis  suggested  that  the  Phelps  County 
Medical  Society  matter  be  brought  up  first.  Drs. 
Rork,  Sundbury,  Wilcox,  Peterson,  Shreck  and  Brew- 
ster spoke  at  length  relative  to  the  suspension  of 
the  Phelps  County  Medical  Society.  After  much  dis- 
cussion the  members  of  Phelps  County  were  asked  to 
leave  the  room,  and  the  Council  went  into  executive 
session. 

After  further  discussion  by  the  Council  members 
it  was  moved  and  seconded  that  the  Council  re-instate 
the  Phelps  County  Medical  Society  into  good  stand- 
ing. Motion  unanimously  carried. 

The  motion  was  made  that  the  representatives  of 
the  Phelps  County  Medical  Society  be  brought  into 
the  room.  President  Davis  asked  Dr.  Brush  to  inform 
the  representatives.  Dr.  Sundbury  and  Dr.  Wilcox,  of 
the  action  taken  by  the  Council. 

Committee  reports  were  next  in  order  of  business. 

Dr.  Morris  Nielsen  was  called  upon  to  give  a report 
of  the  Program  Committee.  Dr.  Nielsen  stated  that 
the  Committee  had  no  specific  report  except  that 
everything  was  progressing  very  satisfactorily  and 
promised  a very  good  progi'am  for  this  year. 

Dr.  Nielsen  gave  the  report  of  the  Insurance  Com- 
mittee. It  was  moved  and  seconded  that  the  report 
be  accepted  and  referred  to  the  House  of  Delegates 
and  that  the  Committee  be  instructed  to  go  ahead  and 
draw  up  a contract  whereby  state  members  can  get 
insurance.  Carried. 

In  the  absence  of  Dr.  Bailey,  Dr.  Fouts  gave  a short 
verbal  report  on  the  Public  Policy  and  Legislation 
Committee  outlining  what  work  this  committee  would 
be  expected  to  do  during  the  year.  Dr.  C.  F.  Andrews 
said  the  report  of  his  Sub-Committee  No.  1 on  Public 
Policy  and  Legislation  was  included  in  Dr.  Fouts'  re- 
port. Dr.  Covey,  in  the  absence  of  Dr.  Rowe,  gave  a 
short  verbal  report  on  the  Sub-Committee  No.  2 on 
Planning. 

It  was  moved  and  seconded  that  the  Council  accept 
the  reports  of  these  committees.  Carried. 

A report  of  the  Campai,gn  Committee  was  then 
called  for.  Dr.  Wegner  said  there  was  very  little  to 
report  because  of  the  report  just  made  by  Dr.  Fouts. 
He  expressed  his  appreciation  to  Mr.  Smith  for  his 
work  in  connection  with  the  Campaign  Committee. 

It  was  moved  and  seconded  that  Dr.  Wegner’s  re- 
port be  accepted.  Carried. 

Dr.  Fouts  then  gave  a report  of  the  Medico-Legal 


Advisory  Committee.  It  was  moved  and  seconded 
that  this  report  be  accepted  and  placed  on  file.  Car- 
ried. 

A report  of  the  Cancer  Committee  was  given  by 
Dr.  James  Kelly.  Motion  was  made  that  this  report 
be  accepted,  published  and  recommended  to  the 
House  of  Delegates.  Carried. 

A report  of  the  Fracture  Committee  by  Dr.  .1.  E.  M. 
Thomson  was  read  by  Dr.  R.  B.  Adams.  It  was  moved 
and  seconded  that  this  report  be  accepted,  published 
and  recommended  to  the  House  of  Delegates.  Carried. 

A report  of  the  Tuberculosis  Committee  was  given 
by  Dr.  E.  W.  Hancock.  A motion  was  made  and  sec- 
onded that  this  report  be  accepted,  published,  and  re- 
ferred to  the  House  of  Delegates.  Carried. 

Dr.  Boyer  made  a motion  that  the  members  of  the 
Tuberculosis  Committee  be  commended  for  their  ex- 
cellent work.  Seconded  and  Carried. 

Dr.  Adams  then  gave  his  report.  An  Auditing  Com- 
mittee consisting  of  Drs.  Selby,  Cooper  and  Brush  was 
appointed  to  audit  this  report.  It  was  moved  and 
seconded  that  the  Secretary-Treasurer's  repoit  be  ac- 
cepted and  published  and  referred  to  the  House  of 
Delegates.  Carried. 

Dr.  Overgaard  gave  the  report  on  the  Student  Loan 
Fund  Committee.  This  was  also  referred  to  the 
Auditing  Committee.  A motion  was  made  that  Dr. 
Overgaard’s  report  be  accepted,  published  and  re- 
ferred to  the  House  of  Delegates.  Carried. 

A letter  from  Dr.  J.  D.  McCarthy  regarding  the 
Public  Activities  Committee  was  read  by  Dr.  Davis. 
A motion  was  made  that  this  report  be  accepted  and 
placed  on  file.  Seconded  and  carried. 

A motion  was  made  that  the  Chairman  appoint  a 
committee  of  two  to  formulate  a suitable  motion  to 
present  to  the  House  of  Delegates  to  do  away  with 
this  Committee  in  the  By-Laws.  Seconded  and  car- 
ried. Drs.  Conrad  and  Hompes  were  appointed. 

The  report  of  the  Maternal  Health  Committee  was 
given  by  Dr.  Harold  S.  Morgan.  A motion  was  made 
that  this  report  be  accepted,  published  and  referred  to 
the  House  of  Delegates.  Carried. 

Dr.  Covey  then  read  a resolution  approved  by  the 
Council  of  the  Illinois  State  Medical  Society  at  Peoria, 
Illinois. 

It  was  moved  and  seconded  that  a committee  of 
resolutions  consisting  of  three  members  of  this  body 
look  this  matter  over  and  report  to  the  Council  after 
dinner.  Carried.  The  following  were  appointed:  Drs. 
Covey,  King  and  Boyer. 

Dr.  Brush  reported  that  Dr.  C.  R.  Williams  of 
Wayne  had  been  practicing  unethical  methods.  Dr. 
Brush  suggested  to  Dr.  Williams  that  he  resign  from 
the  State  Society.  This  he  refused  to  do  at  the  time. 
Since  that  time  Dr.  Cooper  had  received  a letter  of 
resignation  from  Dr.  Williams. 

A letter  from  Dr.  W.  L.  Shaw  concerning  birth  cer- 
tificates was  read.  It  was  moved  and  seconded  that 
this  letter  be  referred  to  the  Committee  on  Public 
Policy  and  Legislation.  Carried. 

At  this  point  adjournment  was  taken  for  dinner. 

The  second  meeting  of  the  Council  was  held  at  the 
Hotel  Cornhusker  in  Lincoln,  January  18,  1937,  at 
8:00  p.  m.  The  following  members  were  present: 
Drs.  Overgaard,  Hompes,  Boyer,  Brush,  Davis.  Rork, 
Cooper,  Selby.  In  addition  to  these  the  following 
guests  were  present:  Drs.  Kelly,  Wegner,  Covey, 

Long,  Adams,  and  Mr.  M.  C.  Smith. 

Dr.  Long  gav'e  the  report  of  the  Committee  on 
.lournal  and  Publication.  It  was  moved  and  seconded 
that  this  report  be  accepted  and  published.  Carried. 

]\Ir.  M.  C.  Smith  then  gave  his  report.  It  was  moved 
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and  seconded  that  his  report  he  accepted,  published 
and  referred  to  the  House  of  Delegates,  and  that  the 
secretary  be  commended  for  his  able  and  cooperative 
spirit.  Carried. 

Dr.  Wherry  was  unable  to  be  present  to  give  a re- 
port of  the  Council  on  Medical  Education.  He  had 
asked  Dr.  Overgaard  to  ask  the  Council  to  come  to 
Omaha  for  a special  meeting. 

It  was  moved  and  seconded  that  the  Council  accept 
Dr.  Wherry’s  invitation  to  discuss  this  plan  and  that 
it  be  done  the  11th  of  April  which  is  Sunday.  Carried. 

Dr.  Covey  then  gave  a report  on  the  Committee  on 
Resolutions.  It  was  moved  and  seconded  that  his 
report  be  accepted.  Carried. 

Dr.  Selby  gave  the  following  report  of  the  Auditing 
Committee:  "We  the  undersigned  having  examined 
the  following  documents  setting  forth  the  financial 
status  of  the  Nebraska  State  Medical  Association  to- 
wit:  Medico-Legal  Fund,  .lournal  Fund,  General  Fund 
and  the  Student  Loan  Fund,  find  them  to  be  correct 
to  the  best  of  our  knowledge  and  belief  and  having 
affixed  our  signatures  thereto  as  the  Auditing  Com- 
mittee.” Signed,  Claude  A.  Selby,  A.  L.  Cooper,  and 
E.  L.  Brush. 

It  was  moved  and  seconded  that  this  report  be 
accepted.  Carried. 

The  report  of  the  Committee  for  the  Prevention  and 
Amelioration  of  Deafness  by  Dr.  Claude  Uren  was 
read  by  Dr.  J.  J.  Hompes. 

It  was  moved  that  this  report  be  accepted,  published 
and  referred  to  the  House  of  Delegates.  Carried. 

It  was  mov’ed  and  seconded  that  the  Council  accept 
Mr.  Smith’s  application  to  act  as  executive  secretary 
and  that  the  President  and  Secretary  close  the  con- 
tract with  Mr.  Smith  for  the  coming  year. 

It  was  moved  and  seconded  that  the  Council  ad- 
journ. Carried. 


REPORT  OF  THE  COMMITTEE  OX 
CANCER 

The  committee  carried  on  its  work  this  year,  mainly, 
through  correspondence  but  the  chairman  was  in  per- 
sonal contact  with  every  member  of  the  committee  at 
one  time  or  another  during  the  year. 

The  greater  part  of  the  year’s  work  was  concen- 
trated on  the  sub-committees  activities,  that  is,  at- 
tempting to  secure  from  each  sub-committee  a report 
on  their  particular  assignment.  Although  not  entirely 
successful,  the  important  reports  for  the  coming  year, 
namely,  those  to  be  used  in  connection  with  the  drive 
on  cancer  by  the  State  Federation  of  Women’s  Clubs, 
are  now  ready  for  general  use. 

The  Cancer  Committee  wishes  to  thank  the  mem- 
bers of  the  sub-committees  for  their  timely  cooper- 
ation and  to  emphasize  the  fact  that  it  is  due  to  this 
cooperation  that  the  present  request  from  the  Amer- 
ican Society  for  the  Control  of  Cancer  to  cooperate 
with  the  Women’s  Club  may  be  met  with  so  readily. 

This  request  from  the  American  Society  for  the 
Control  of  Cancer  is  being  made  in  all  states  of  the 
union  as  part  of  a drive  on  cancer  as  it  effects  women 
and  is  to  be  carried  on  through  local  club  units  of 
the  American  Federation  of  Women’s  Clubs.  This 
activity  will  reach  every  small  village  of  the  country 
which  has  any  form  of  a Women’s  Club. 

Their  plan  is  as  follows:  Prom  the  General  Federa- 
tion of  Women’s  Clubs  of  America  they  have  recruited 
a group  of  unpaid  volunteer  workers  to  be  known 
as  the  Women’s  Field  Army.  The  State  Medical  So- 
ciety intends  to  cooperate  earnestly  in  this  work  and 


the  plan  of  organization  outlined  by  the  American 
Society  for  the  Control  of  Cancer  calls  for  this  co- 
operation to  be  under  the  guidance  and  control  of 
the  Cancer  committee  of  the  State  Medical  Society 
which  they  designate  as  the  State  Executive  Commit- 
tee. 

All  matters  pertaining  to  symptoms,  diagnosis,  pre- 
vention and  treatment  are  to  be  left  to  the  regular 
medical  profession  and  this  will  require  a physician 
speaker  at  all  of  these  meetings. 

All  retjuests  for  speakers  are  to  be  referred  to  the 
Cancer  Committee  and  we  have  promised  to  furnish 
speakers  from  the  membership  of  our  society. 

This  undertaking  will  throw  considerable  work  on 
the  Cancer  Committee  but  it  is  the  type  of  work  we 
have  been  laying  a foundation  for  since  our  beginning 
two  years  ago.  We  hope  to  accomplish  our  work 
this  year  in  a satisfactory  manner  but  realize  that  it 
will  take  continued  cooperation  from  all  members  of 
the  society  even  in  the  smaller  centers  to  accomplish 
this  end. 

Our  idea  to  publish  the  sub-committee’s  report  in 
lay  publications  has  not  been  entirely  abandoned  but 
has  been  delayed  to  cooperate  with  the  committee  on 
education  and  hospitals. 

Mr.  Smith  was  making  some  progress  in  this  work 
when  we  were  informed  that  all  such  matters  must 
clear  through  the  above  committee. 

At  the  annual  meeting  a Cancer  Hour  was  again 
featured  during  the  scientific  sessions  with  the  fol- 
lowing program: 


Dr.  Neely,  Lincoln Biopsy 

Dr.  Moon,  Omaha Rectum 

Dr.  Synhorst,  Grand  Island Uterus 

Dr.  Max  Cutler,  Chicago Breast 


The  Cancer  Committee  again  request  that  all  mem- 
bers of  the  association  who  are  interested  in  cancer 
and  wish  to  be  placed  on  a sub-committee  please  noti- 
fy the  chairman  of  the  Cancer  Committee. 

A list  of  sub-committees  have  been  previously  pub- 
lished in  the  State  .lournal. 

The  committee  requests  the  appropriation  of  $100.00 
to  carry  on  the  activities  for  the  coming  year,  so  far 
none  of  the  state  funds  have  been  expended  by  this 
committee. 

The  committee  wishes  to  thank  the  officers  of  the 
society,  Mr.  Smith  and  above  all  Dr.  Long,  for  their 
near  perfect  cooperation  in  the  work. 

•James  F.  Kelly,  Chairman. 


FRACTURE  COMMITTEE  REPORT 

The  committee  feels  that  the  fracture  exhibit, 
among  the  scientific  exhibits  of  the  State  Medical 
Meeting  in  Lincoln  last  year,  was  well  worthwhile, 
as  was,  also,  the  Fracture  Symposium,  rendered  by 
distinguished  out  of  state  guests  without  expense  to 
the  State  Medical  Association.  Four  fracture  papers 
were  presented  during  the  afternoon  of  this  sympos- 
ium, including  "First  Aid,”  by  Dr.  .lohn  Nilsson; 
“Fractures  of  the  Spine,”  by  Dr.  Myron  O.  Henry, 
Minneapolis;  “Colles  P'ractures,”  by  Dr.  Ralph  Carter, 
Green  Bay,  Wisconsin;  and  “Fractures  of  the  Ankle,” 
by  Dr.  Frank  Dickson,  Kansas  City. 

The  Fracture  Committee  has  associated  in  the  post- 
graduate work  of  the  state  society.  Also,  as  soon  as 
the  members  of  the  sub-committee  have  been  elected 
by  the  various  county  societies,  there  will  be  a com- 
prehensive fracture  meeting  at  some  central  point  for 
its  entire  membership  and  guests;  arrangin,g,  at  that 
time,  for  further  activities  in  the  local  county  organ- 
izations. 


,1.  E.  M.  Thomson,  Chairman. 
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REPORT  OF  THE  TUBERCULOSIS 
COM.MITTEE 

The  Tuberculosis  Committee  was  appointed  April  8, 
1936,  in  accordance  with  an  amendment  to  the  By- 
Caws  ad(»pted  April  7,  1936,  and  reading  as  follows: 

■'Chapter  VIII,  Sec.  1 add:  A Tuberculosis  commit- 
tee: all  matters  peitaining  to  tuberculosis  in  relation 
to  public  health  shall  be  referred  to  this  committee. 
It  shall  cooperate  with  any  similar  committee  which 
may  be  set  up  by  various  county  societies  and  when- 
ever feasible  with  organizations  whose  objects  include 
the  study,  control,  eradication  or  treatment  of  tuber- 
culosis from  the  public  health  standpoint.” 

The  committee  adopted  as  its  objectives  the  follow- 
in.g: 

1.  To  cooperate  with  State  Department  of  Health, 
the  Nebraska  Tuberculosis  Association  and  the  Board 
of  Control  in  carrying  out  a survey  of  tuberculosis  in 
Nebraska  by  means  of  a questionnaire, 

2.  To  make  plans  and  set  up  standards  of  proce- 
dure for  the  case  finding  projects  which  aie  to  foilow 
the  present  survey. 


3.  The  cases  located  by  previous  methods,  or  other- 
wise known  to  the  community  were  visited  and  con- 
tacts urged  to  be  examined. 

4.  Skin  testing  surveys  were  conducted  in  high 
schools,  York  College,  State  Reformatory,  and  several 
industrial  groups. 

All  these  procedures  were  carried  out  according  to 
the  standards  set  up  by  this  committee,  adjusted  to 
local  conditions  by  the  County  Medical  Society.  Local 
funds  were  used  entirely  except  for  the  services  of 
]\irs.  Zulauf,  donated  by  the  Board  of  Control,  and 
services  of  one  field  nurse,  whose  salary  was  paid 
by  the  Nebraska  Tubercuolsis  Association  and  whose 
maintenance  was  provided  by  the  Board  of  Control. 
Films  and  educational  mateiial  were  also  furnished 
by  the  Tuberculosis  Association.  This  survey  is  not 
yet  complete,  but  results  to  date  are  shown  in  at- 
tached statements. 

II 

Standards  for  skin  testing. 

A.  Local  skin-testing  surveys. 

a.  The  approval  of  local  medical  society  and  the 
individual  physician  whose  patients  are  being  tested 
must  be  secured. 


3.  To  bring  to  the  profession  and  to  the  public  all 
available  information  regarding  tuberculosis. 

4.  To  keep  all  tuberculosis  work  in  the  state  under 
medical  control  with  a view  to  maintaining  ethical 
and  technical  standards. 

5.  The  immediate  goal  is  to  bring  every  case  of 
tuberculosis  under  medical  care;  the  ultimate  goal  is 
to  make  tuberculosis  a rare  and  unimportant  disease 
in  this  state. 


Progress  toward  these  objectives  is  reported  as  fol- 
lows: 


b.  Skin  testing  to  be  done  by  a properly  qualified 
physician  to  be  paid  a reasonable  fee  either  on  an 
hourly  or  an  individual  test  basis.  Private  physicians 
are  to  be  invited  to  participate  in  the  testing,  either 
actively  or  as  spectators. 

c.  Positive  reactors  are  to  be  referred  to  their 
physicians  for  examination. 

d.  Positive  reactors  are  to  be  examined  roent- 
genologically  in  an  approved  laboratory. 

e.  Physicians  are  to  be  requested  to  bring  the  case 
histories  to  a meeting,  at  which  time  the  skin  tests 
and  x-ray  films  are  to  be  studied  and  recommenda- 
tions made. 


A.  Questionnaire  Survey. 

This  survey  was  undertaken  with  a double  purpose; 
first  to  obtain  information  which  would  assist  the 
Board  of  Control  and  the  State  Planning  Board  in 
judging  the  tuberculosis  problem  in  the  state  and  in 
planning  for  hospitalization  requirements;  second,  to 
make  a real  case  finding  survey  of  the  state,  with  the 
ultimate  purpose  of  controlling  the  disease.  The 
sources  used  were  the  death  records,  state  hospital 
cases,  and  cases  reported  to  the  State  Health  Depart- 
ment. These  sources  were  supplemented  by  question- 
naires to  all  practicing  physicians  and  to  hospitals. 
Returns  were  made  to  the  office  of  the  executive 
secretary  of  the  State  Medical  Association  and  only 
the  statistical  matei  ial  was  released  to  the  State  Plan- 
ning Board.  This  survey  is  not  yet  complete  but  will 
be  in  a short  time.  The  response  was  very  good  but 
the  success  of  the  survey  has  been  largeiy  due  to 
the  efforts  of  our  executive  secretary,  Mr.  Smith, 
without  whom  the  project  would  hardly  have  been 
possible.  The  latest  available  report  on  the  question- 
naire survey,  as  prepared  by  Mr.  Smith,  is  attached. 


B.  Technique  of  skin  testing. 

a.  Intradermal  injection  of  0.00002  mg.  P.  P.  D. 
(First  strength),  to  be  read  in  48  hours.  Those  show- 
ing negative  or  doubtful  reactions  to  be  retested  with 
.005  mg.  (Second  strength),  and  again  read  in  48 
hours. 

b.  First  test  may  be  done  with  1/10  mg.  of  old 
tuberculin,  followed  by  1 mg.  for  the  second  strength. 

C.  X-ray  technic. 

a.  Chiidren  of  under  12  years  should  include  screen 
and  single  P.  A.  exposures,  except  in  those  cases 
where  advanced  pathology  is  indicated  by  the  screen, 
in  these  cases  a lateral  exposure  and  a stereo  be 
required. 

b.  In  adults,  screen  plus  stereo  in  all  cases. 

Ill 

A.  Educational  program. 

a.  The  education  program  will  be  worked  out  with 
the  Council  on  Education. 


B.  York  County  Survey. 

.\ccording  to  our  plan  of  making  a complete  case- 
finding survey,  it  was  decided  to  make  an  intensive 
survey  of  one  county.  York  county  was  chosen  be- 
cause it  was  the  first  suitable  county  to  furnish  com- 
plete information. 

The  procedure  adopted  was  as  follows: 

1.  York  County  Medical  Society  was  consulted  and 
agreed  to  conduct  such  a survey. 

2.  Meetings  were  held  at  which  physicians,  teach- 
ers. school  boards,  selected  representative  citizens, 
and  students,  were  told  about  the  survey  by  means  of 
talks  and  moving  picture  films. 


IV  and  V 

No  report  at  present. 


SECRETARY-TREASURER’S  REPORT 

The  Nebraska  State  Medical  Association  finished 
the  year  1936  with  1,050  members  in  good  standing, 
this  was  69  less  than  in  1935.  In  the  Secretary’s 
opinion  this  was  an  excelient  showing  when  it  is  re- 
membered that  the  dues  had  been  raised  100%.  A 
greater  loss  than  this  had  been  expected.  During  the 
year  also  89  new  members  were  obtained  and  203 
old  members  became  delinquent. 

Financially  the  year  of  1936  was  satisfactory  under 
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existing  conditions.  The  General  Fund  found  it  nec- 
essary to  draw  on  its  reserves  for  $459.99  and  the 
■Journal  Fund  for  $618.03.  The  Medico-Legal  Fund 
was  able  to  increase  its  reserves  by  $311.61.  The  def- 
icit in  the  General  Fund  is  about  what  it  has  been 
each  year  for  the  last  several  years.  That  of  the 
.Journal  Fund  is  about  the  same  as  that  of  1935  and 
about  $400  less  than  in  the  two  or  three  years  previ- 
ous to  1935. 

During  1936  the  usual  plan  of  letters  to  delinquent 
members  and  to  eligible  non-members  was  continued. 

Also  1936  was  the  first  full  year  that  the  office  of 
Executive  Secretary  was  in  existence,  and  in  the 
Secretary's  opinion  it  has  fully  justified  itself. 

The  Annual  Meeting  was  held  in  April  and  again 
followed  the  new  setup.  The  Committee  furnished  an 
excellent  program  and  judging  from  many  comments 
the  meeting  was  one  of  the  best  in  our  history. 

Several  new  committees  were  created  by  the  House 
of  Delegates:  They  are, 

1.  The  Committee  on  Maternal  Health. 

2.  The  Tuberculosis  Committee. 

3.  The  Fracture  Committee. 

4.  The  Committee  for  Prevention  and  Ameliora- 
tion of  Deafness. 

In  addition  to  these  President  Covey  in  his  appoint- 
ments enlarged  the  Committee  on  Medical  Education 
and  Hospitals  so  that  it  could  leadily  talce  on  a new 
program.  These  committees  have  all  been  organized 
and  should  have  at  least  preliminary  reports  at  this 
meeting. 

All  of  the  old  committees  functioned  in  the  usual 
excellent  manner  and  will  have  their  reports  at  this 
meeting. 

Some  time  in  the  summer  of  1936  the  record  of  the 
proceedings  of  our  Association  from  its  beginning  in 
1868  down  to  1898  which  had  been  lost  were  re- 
discovered and  are  now  in  the  possession  of  the  As- 
sociation and  in  safe-keeping. 

R.  B.  Adams,  Secretary. 


GEXERAL  FEND 

STATEMENT  OF  CASH  RECEH^TS  AND 
DISBURSEMENTS 
.January  1,  1936  to  December  31,  1936 


Cash  Receipts: 

Membership  Dues  $10,500.00 

Dues  for  1935 10.00 


Total  Cash  Receipts $10,510.00 

Cash  Transferred  to  other  Funds: 

■Journal  Fund  $ 1,575.00 

Medico-Legal  Advisory  Fund 1,050.00 


Total  Cash  Transferred $ 2,625.00 

Balance  Available  for  General  Fund $ 7,885.00 

Withdrawals: 

Omaha  National  Bank $ 173.81 

Cash  on  Hand  .January  1,  1936 408.51 

Check  transferred  from  .Journal  Fund  to 
General  Fund  21.90 


$ 8,489.22 

Cash  Disbursements: 

Salaries — R.  B.  Adams $ 600.00 

M.  C.  Smith 3,000.00 

Rent  $ 180.00 

Telephone  88.53 

Bank  Charge  7.54 

R.  B.  Adams,  office  expense 111.00 

Secretary  of  State 1.00 

Dr.  F.  A.  Long  (1935  expense)....  100.00 
M.  C.  Smith — expense 2,381.03 


Councilor  expense  312.40 

Dr.  A.  P.  Overgaard 

(Student  Loan  Fund) 200.00 

A.  M.  A.  (Application  Member- 
ship Blanks) 1.50 

Alice  Gary  Gilchrest 147.00 

E.xi>ense  of  Speakers  at  meeting  320.49 

I’rogram  Committee  47.85 

Huse  Publishing  Co. 

(I’rograms)  80.79 

Dr.  B.  F.  Bailey  (Public  Policy 

and  Legislation)  36.15 

First  Trust  Co. 

(Bond — Dr.  Adams)  5.00 

Dr.  E.  S.  Wegner 

(Campaign  Committee)  500.00 

^V.  .Joyce  Ayeres  Agency 

(Multigraphing)  16.00 

Jjincoln  I^rinting  Co. 

(Letterheads  and  Envelopes)  110.91 

Omaha  National  Bank  (Invest- 
ment in  IT.  S.  Sav.  Bond) 3.10 

Dr.  B.  F.  Bailey  (R.  R.  fare  to 

K.  C. — A.  M.  A.  Meeting) 11.65 

A M.  A.  Directories  for  Dr. 

Long  and  Dr.  Adams 24.00 

Capitoi  Engraving  Co 21.90 

Di'.  George  W.  Covey 

(Telephone  calls  and  mileage)  33.80 

A.  M.  A. 

(1000  Membership  cards) 7.85 

Star  Mail  Publishing  Co. 

(1  M 6%  envelopes  Di-.  Long)  5.50 

Rebate  on  Dues: 

.J.  V.  Reilly $10.00 

Total  Disbursements  for  Year  1936 $ 8,364.99 


Balance  Cash  on  Hand  December  31,  1936 $ 124.23 


GENERAL  FUND 

STATEMENT  OF  INVESTMENTS 
.January  1,  1936  to  December  31,  1936 
Investments  on  Hand  January  1,  1936: 

Overdraft — Omaha  National  Bank  $ .92 

Securities  Held  by  Omaha  Na- 
tional Bank  5,720.00 


$ 5,719.08 

Balance  in  Account — Omaha  Loan 

& Bldg.  Assn $ 869.03 

Balance  in  Account — Nebr.  Central 

Bldg.  & Loan 1,194.42 

Balance  in  Account — Conservative 

Savings  & Loan 2,290.10 

Balance  in  Account — United  Sav- 
ings & Loan  Assn 1,157.29 


$ 5,510.84 


Transferred:  $11,229.92 

January  18th,  to  Checking  Ac- 
count   $ 173.81 

February  9th,  Bond  J’urchased.  ..  458.10 

.\ugust  22nd,  Bond  ITirchased 275.00 


$ 906.91 


$10,323.01 

Additions  to  Investmests  During  Year  1936: 


Interest  Credit.s — Omaha  Nation- 
al Bank  $ 265.69 

Jjess  amt.  used  to  purchase  bond..  231.25 


$ 34.44 

Dividends  since  Jan.  1.  1934 148.80 
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Dividend  Credits — Omaha  Doan  & 

Bldg 17.48 

Dividend  Credits  — Conservative 

•Savings  & Loan 36.80 


? 237.52 

From  Checking  Account 3.10 


$ 240.62 


$10,563.63 

Additional  Investments  I’urchased; 

$450.00  U.  S.  Savings  Bond 
$224.00  U.  S.  Savings  Bond 

$281.25  U.  S.  Savings  Bond $ 956.25 


$11,519.88 

Trustee  Fee  $ 10.00 


$11,509.88 

Balance — Omaha  National  Bank $ 26.62 

Securities  Held  by  Omaha  National 
Bank: 

W.  H.  Harms  Loan  6^7^.. $1,000. 00 
Zannie  X.  Marshall  370.00 

■John  O.  Wentworth  6%  2,500.00 
U.  S.  Treasury  Bonds: 


Sf/c  400.00 

2%<7f  100.00 

3%<7f  50.00 

3%<7c  450.00 

3%9fc  300.00 

150.00 

2%%  400.00 

U.  S.  Savings  Bond 450.00 

IT.  S.  Savings  Bond 224.00 

U.  S.  Savings  Bond 281.25 


$6,676.25 


$6,702.87 

Balance  in  Account — Omaha  Loan 

& Bldg.  Assn... $ 712.70 

Balance  in  Account — Nebr.  Central 

Bldg.  & Loan 1,068.22 

Balance  in  Account  — Conservative 

Savings  & Loan 1,868.80 

Balance  in  Account — United  Sav- 
ings & Loan  Assn 1,157.29 


$4,807.01 


Total  Investments  on  Hand  .January  1,  1937. .$11, 509. 88 
Kxplanation  of  Funds  Received  for 
Investments  During  1936: 

Withdrawals  from  Building  & 

Loan  Associations: 

Conservative  Savings  & Loan..$  458.10 
Nebraska  Central  Bldg.  & Loan  275.00 


From  Interest  231.25 

$ 964.35 

Amt.  not  used  shown  in  Balance  8.10 


$ 956.25 


JOURNAL  FUND 

STATEMENT  OF  CASH  RECEIPTS  AND 
DISBURSEMENTS 
January  1,  1936  to  December  31,  1936 
as  compared  to  January  1,  1935  to  December  31,  1935 

1936  1935 

Direct  .lournal  Receipts: 

Advertising  Space  $3,313.46  $3,298.48 

Cuts  195.32  164.08 

Copies  Sold  15.90  13.46 


Subscriptions  to  Journal 30.00 

Dividendt — Cooperative  Advertis- 
ing Agency  292.66 


28.25 


212.83 


Total  Direct  Receipts $3,847.34  $3,717.10 

Share  Dues  Rec’d — General  Fund..$l,575.00  $1,660.50 

Withdrawals: 

Omaha  Bldg.  & Loan  Assn $ 318.23  $ 387.00 

Union  Savings  & Loan  Assn 257.50  377.79 

Standard  Savings  & Loan  Assn...  74.96  83.28 

LTnited  Savings  & Loan  Assn 


Total  Receipts — All  Sources 

Direct  Journal  Disbursements: 

Salaries: 

Dr.  F.  A.  Long $1,200.00 

Rosa  Robertson  28.80 

Margaret  Heebner  12.96 

Olive  Larson  799.59 


$6,073.03  $6,225.67 


$1,100.00 

900.00 


$2,041.35  $2,000.00 

Publication  Expense: 

Huse  Publishing  Company $3,721,75  $3,753.54 

Baker  Engraving  Company 209.81  192.23 

Bank  Charge  3.56  3.19 

Universal  Press  Clipping 

Bureau  42.00  42.00 

Capital  Engraving  Company 21.90  


Total  Direct  Disbursements.. 


$3,999.02 

.$6,040.37 


$4,084.13 

$6,084.13 


Excess  Disbursements  Over  Cash 
Excess  Cash  Over  Disbursements 

Cash  on  Hand — January  1 

Total  Cash  on  Hand — Jan.  1,  1937 
Total  Cash  on  Hand — Jan.  1,  1936 


251.17 

218.51 

251.17 


141.54 

76.94 

$ 218.51 


JOURNAL  FUND 

STATEMENT  OF  INVESTMENTS 
January  1,  1936  to  December  31,  1936 
Investments  on  Hand  January  1,  1936: 

Balance  in  Account — Omaha  Loan  & Bldg. 

Assn $1,591.15 

Balance  in  Account — Standard  Savings 

& Loan  749.55 

Balance  in  Account — Union  Loan  & Sav- 
ings Assn 1,278.07 

Balance  in  Account — United  Savings  & 

Loan  Assn 846.79 

Balance  in  Account — Omaha  National 
Bank: 

Investments  $400.00 

Cash  on  Hand 34.27 

$ 434.27 
$4,899.83 

-\dditions  to  Investments  During  Year: 

Represented  by: 

Dividend  Credits — Omaha  Loan  & 

Bldg $32.00 

Dividend  Credits — LTnion  Loan  & 

Savings  28.58 

Government  Bonds — Omaha  Nation- 
al Bank  11.50 

$ 72.08 

$4,971.91 

Withdrawals: 

Omaha  Loan  & Bldg $ 318.23 
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Union  Saving's  & Loan 

(Stock  Loan)  257.50 

Union  Savings  & Loan  (Int.  on 

Stock  Loan,  Dec.  31,  1936) 5.06 

Union  Savings  & Loan  (Int.  on 

Stock  Loan  of  1935) 5.63 

Standai'd  Savings  & Loan 74.96 


$ 661.38 


Represented  by: 

Cash  Held  by  Omaha  National 


Bank  $ 182.93 

Securities  Held  by  Omaha  Na- 
tional Bank  5,750.00 

Balance  in  Account — United  Sav- 
ings and  Loan 1,157.29 


$7,090.22 


Total  Investments  on  Hand  .January  1,  1937.. ..$4, 310. 53 
Represented  by: 

Balance  in  Omaha  Loan  & Bldg.. .$1,304. 92 
Balance  in  Standard  Savings  & 

Loan  674.59 

Balance  in  Union  Loan  & Savings  1,038.46 
Balance  in  United  Savings  & Loan  846.79 
Balance  in  Account — Omaha  Na- 
tional Bank: 

Investments  $400.00 

Cash  on  Hand 45.77  445.77 


$4,310.53 


REPORT  OF  THE  STUDENT  LOAN  FUND 
COMMITTEE 

This  year  shows  the  largest  number  of  students 
asking  for  help.  One  applicant  did  not  return  his 
application.  One  student  completed  payment  on  his 
loan  ($300.00).  Next  fall  will  have  an  application 
from  the  grandson  of  a pioneer  physician.  The  Ne- 
braska State  Women’s  Auxiliary  gave  us  $200.00  at 
their  annual  meeting.  Received  $200.00  from  the  Ne- 
braska State  Medical  Association.  Hope  that  we  can 
get  our  help  by  September  1,  each  year  as  this  is  the 
time  that  the  students  are  returning  to  college  and 
need  funds. 


.MEDICO-LEGAL  FUND 

STATEMENT  OF  CASH  RECEIPTS  AND 
DISBURSEMENTS 
January  1,  1936  to  December  31,  1936 
Cash  Receipts: 

Share  Dues  Received  from  Gen- 
eral Fund  $1,050.00 

Cash  on  Hand  .January  1,  1936 1,758.16 

$2,808.16 

Cash  Disbursements: 

R.  W.  Fouts,  Salary $ 600.00 


Attorney  Fees: 

H.  A.  Bryant 

(Re  Maude  Wilson  vs. 

Dr.  J.  F.  Lauvetz) 50.00 

(Re  George  M.  Wilson  vs. 

Dr.  J.  F.  Lauvetz) 50.00 


$ 700.00 

R.  W.  Fouts.  expense $ 196.48 

$ 196.48 


Total  Cash  Disbursements $ 896.48 

Balance  on  Hand  December  31,  1936 $1,911.68 


MEDICO-LEGAL  FUND 

STATEMENT  OF  INVESTMENTS 
January  1,  1936  to  December  31,  1936 


Investments  on  Hand  January  1,  1936: 
Cash  Held  by  Omaha  National 


Ra  nk 

s 

24.84 

Securities  Held  by  Omaha  National 

Bank  

Balance  in  Account — United 

Sav- 

5,750.00 

ings  & Loan 

1,157.29 

Total  January  1.  1936 

Interest  Credited  During  Year 

..$6,932.13 

Omaha  National  Bank 

Cash  Transferred: 

$ 

168.09 

$ 168.09 
$7,100.22 

Trustee  Fee  

$ 

10.00 

$ 10.00 

Investments  on  Hand  .January 

1,  1937 

..$7,090.22 

Our  record  shows  that  the  Nebraska  State  Medical 
Association  has  assisted  eleven  students  during  the 
last  six  years. 

F.  A.  Long,  Chairman, 

H.  J.  Lehnhoff, 

A.  P.  Overgaard,  Secretary. 


FINANCLLL  STATEMENT 
STUDENT  LOAN  FUND  1936 


DEBITS 

Jan.  1,  1936 — Cash  on  Hand $293.25 

Jan.  2,  1936 — Int.  and  Loan  No.  4 25.00 

,Jan.  10,  1936— Int.  No.  1 3.00 

Feb.  1,  1936 — Int.  and  Loan  No.  4 25.00 

Feb.  1.  1936— Int.  No.  7 6.00 

Feb.  1,  1936 — Nebraska  State  Medical  Asso- 
ciation   200.00 

Feb.  17,  1936— Int.  No.  6 24.00 

lUar.  7,  1936— Int.  and  Loan  No.  4 50.00 

Apr.  17,  1936— Int.  No.  8 3.00 

May  16,  1936 — Int.  and  Loan  No.  4 50.00 

June  3,  1936 — Int.  and  Loan  No.  4 52.00 

July  13,  1936 — Nebraska  State  Women’s  Aux- 
iliary   200.00 

Sept.  15,  1936— Int.  No.  10 3.00 

Oct.  5.  1936— Int.  No.  8 6.00 

Oct.  12,  1936— Int.  No.  7 12.00 

Oct.  13,  1936— Loan  No.  11 5.00 


Total $957.25 

CREDITS 

Feb.  1.  1936— Loan  No.  8 $100.00 

Feb.  1,  1936— Loan  No.  9 200.00 

Feb.  1,  1936— Loan  No.  7 100.00 

Feb.  1,  1936— Loan  No.  10 100.00 

May  1.  1936— Loan  No.  11 50.00 

June  8,  1936 — Files  1.50 

Sept.  15,  1936— Loan  No.  10 100.00 


Total $651.50 

SUMMARY  OF  NOTES 

Student  I>oan  No.  1 — Note  and  Interest $121.00 

Student  Loan  No.  2 — Note  and  Interest 372.00 

Student  Loan  No.  3 — Note  and  Interest 230.00 

Student  Loan  No.  4 — Paid  in  Full 
Student  Loan  No.  5 — Paid  in  Full 

Student  Loan  No.  6 — Note  and  Interest 412.00 

Student  Loan  No.  7 — Note  and  Interest 294.00 
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student  Loan  No.  8 — Note  and  Interest 200.00 

Student  Loan  No.  9 — Note  and  Interest 203.00 

Student  Loan  No.  10 — Note  and  Interest 200.00 

Student  Loan  No.  11 — Note 45.00 


CO^IAIITTEE  OX  DEAENESS  PREVEN- 
TIOX  AND  AAIELIORATION 

Purpose:  To  stimulate  interest  and  effective  effort 
in  the  field  of  deafness  prevention,  the  conservation  of 
hearing-  and  the  amelioration  of  the  condition  of  the 
hard  of  hearing. 

Activities: 

1.  Acciuainting  physicians  and  the  public  with  the 
problems  of  impaired  hearing. 

2.  Promoting  periodic  hearing  tests  by  modern, 
scientifically  accurate  methods  as  an  important  part 
of  the  school  health  ijrogram  and  advocating  effective 
legislation  to  make  such  tests  possible  for  every  school 
child. 

3.  Arranging  proper  programs  for  elementary 
school  children  with  deficient  hearing. 

4.  Advising: 

a.  The  conservation  of  residual  hearing  under 
medical  guidance. 

b.  The  early  study  of  lipreading. 

c.  The  use  of  a hearing  aid  as  indicated  by 
otological  examination. 

5.  Protecting  the  hard  of  hearing  from  the  impo- 
sition of  fraudulent  cures  and  devices. 

G.  Cooperating  witli  local  and  national  agencies 
engaged  in  improving  the  condition  of  the  hard  of 
hearing-. 

7.  Wide  spread  information,  special  education  as 
to  kind  of  occupation  and  positions  best  fitted  for  the 
hard  of  hearing. 

Uespe’ctfully  submitted, 

.1.  .1.  Hompes, 

E.  E.  Koebbe, 

Claude  T.  Uren,  Chairman. 


.\I5STRACT  OF  THE  REPORT  OF  THE 
.\L\TERXAL  AXD  CHILD  HEALTH 
COALMITTEE  OF  THE  NEBRASKA 
STATE  MEDICAL  ASSOCIATION 

■'Eollowing  the  annual  meeting  of  the  Nebraska 
State  Medical  Society  in  April  1936,  the  Maternal  and 
Child  Health  Committee  of  the  Nebraska  State  Medi- 
cal Association  was  appointed.  The  committee  con- 
sisted of  Dr.  H.  S.  Morgan,  Dr.  E.  W.  Hancock,  Dr.  F. 
D.  Rider  of  Grand  Island,  and  Dr.  E.  C.  Sage,  Chair- 
man. After  meeting  with  Dr.  P.  H.  Bartholomew,  the 
latter  appointed  Dr.  .1.  Warren  Bell  as  Director  of  the 
Division  of  Maternal  and  Child  Health,  the  appoint- 
ment as  of  September  1936.  This  committee  has  met 
with  Dr.  Bell  upon  several  occasions  and  has  estab- 
lished a basis  of  coordination  with  this  new  division 
of  the  State  Health  Department.  Your  committee  has 
arranged  with  Dr.  Bell  for  the  organization  of  a series 
of  “'refresher  courses”  to  be  given  by  a group  of  ob- 
stetricians and  pediatricians.  These  courses  will 
consist  of  24  hours  for  each  locality  and  will  likely 
be  given  in  a series  of  4 hours  per  day  on  6 different 
days.  Dr.  P.  H.  Falls,  Department  of  obstetrics  and 
gynecology  at  the  LTniversity  of  Illinois  was  asked  by 
this  committee  to  assist  in  putting  on  a program  in 
Maternal  and  Child  Health  in  Nebraska.  He  will  talk 
on  the  Management  of  eclamptogenic  toxemia  and 
obstetrical  hemmorrhages. 

So  it  should  be  evident  that  a postgraduate  course 


for  physicians  has  been  set  up  in  obstetrics  and  pedia- 
trics; sponsored  by  the  State  Department  of  Health, 
with  the  assistance  of  the  Federal  Childrens  Bureau 
under  the  Social  Security  Act,  and  the  Nebraska  State 
Medical  Association.  These  talks  will  be  given  to 
the  physicians  at  evening  meetings. 

In  addition,  these  same  lecturers  will  give  a talk 
to  the  lay  public,  on  the  same  subject,  in  the  after- 
noon of  the  day  they  speak  to  the  physicians. 

The  physician  giving  these  two  talks  is  paid  $25.00 
a day  by  the  Division  of  Maternal  and  Child  Health; 
the  physician  also  receives  mileage  at  5 cents  per 
mile,  and  hotel  and  food  expenses,  not  to  exceed  $5.00 
a day.  A separate  letter  is  mailed  to  each  doctor  be- 
fore he  goes  on  one  of  these  assignments,  telling  him 
the  time,  place,  subject  and  these  agreements. 

On  .Ian.  2,  1937  this  committee  met  and  Dr.  Bell 
explained  that  only  $500  was  allotted  in  connection 
with  these  "refresher  courses”  for  the  first  quarter 
of  this  year,  or  for  work  done  in  .lanuary,  February, 
March  and  April. 

If  we  are  to  take  advantage  of  these  funds  these 
lectures  must  be  started  soon.  Requests  for  these 
refresher  courses  from  County  medical  societies  or 
Councilor  districts  must  come  to  Dr.  Bell  or  they  will 
not  be  given.  It  is  our  understanding  that  Mr.  M.  C. 
Smith  already  has  several  requests  from  localities  in 
Holt  County  for  such  courses.  In  a letter  from  Mr. 

M.  C.  Smith  dated  Dec.  15,  1936  he  said,  “on  authority 
of  Dr.  Geo.  W.  Covey,  President  of  the  Nebr.  State 
Medical  Association,  we  are  planning  this  week  to 
start  the  mechanics  of  organization  for  these  re- 
fresher courses  in  councilor  districts  over  the  state.” 
The  first  courses  will  be  presented  in  the  districts 
showing  the  greatest  interest.  This  committee  feels 
that  they  should  also  be  given  in  the  districts  show- 
ing the  highest  maternal  mortality  and  the  highest  , 
infant  mortality.  Councilor  in  these  districts  should  I 
see  to  it  that  such  requests  are  made. 

Your  Chairman  attended  a meeting  of  the  General 
Advisory  Committee  of  this  Maternal  and  Child 
Health  Division  on  Dec.  1,  193G,  the  minutes  of  which 
are  attached.  There  are  15  organization  representa- 
tives on  this  General  Advisory  Committee — 6 of  whom 
represent  the  physicians,  dentists,  nurses  and  af- 
filiated medical  organizations.  Through  these  chan- 
nels, the  advance  in  knowledge  in  Maternal  and  Child 
Health  may  reach  the  citizens  of  Nebraska.  This 
General  Advisory  Committee  is  one  of  the  require- 
ments and  provisions  laid  down  in  the  Social  Secur-  I 
ity  Act.  I) 

This  committee  has  made  three  announcements 
through  the  Nebraska  State  Medical  .lournal  to  the 
profession:  first,  of  what  we  hoped  to  accomplish  in 
the  August  number;  second,  announcing  the  appoint- 
ment of  the  Director  of  the  Division  of  Maternal  and 
Child  Health  in  the  November  number  and  third,  an 
editorial  “The  Matei  nal  and  Child  Health  Program  is 
Under  Way”  in  the  February  1937  number. 

At  the  .lanuary,  1937  meeting  of  this  committee  it 
was  voted  to  request  the  State  Department  of  Health  jj 
to  make  changes  in  the  birth  certificates  so  that  in- 
formation  could  be  had  as  to  the  type  of  operative 
deliveries  and  the  length  of  time  patient  had  received  ■ 
prenatal  care;  similar  to  the  birth  certificates  of  Iowa.  ) 
At  present,  we  have  no  specific  data  with  regard  to  ■ 
the  extent  of  prenatal  care  given  by  the  physicians  of 
Nebraska. 

Dr.  Bell  reported  the  purchase  of  an  animatophone  ' 
— a combination  slide  projecting  and  talking  moving 
picture  machine  to  be  used  in  this  program.  To  start 
with  Dr.  Arnold  Geselle’s  films  will  be  jiresented 
showing  the  development  of  the  infant  and  pre-.school 
child. 

This  committee  and  also  the  committee  on  medical 
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education  have  given  their  sanction  to  the  distribu- 
tion of  the  following:  pieces  of  literature. 

“Minimum  Standards  of  Prenatal  Care,"  Children's 
Bureau  Publication. 

“Infant  Care,  the  Child  From  One  to  Six,”  Chil- 
dren’s Bureau  Publication  No.  8. 

“Prenatal  care,”  Publication  No.  4.  lb  S.  Dept. 
Labor,  Children’s  Bureau. 

“Dentistry  and  Public  Health.”  Approved  by  Amer. 
Dental  Assoc.,  and  U.  S.  P.  Health. 

“Tooth  Building  Poods,”  Amer.  Dental  Assoc.  Publi- 
cation. 

This  committee  wishes  to  call  your  attention  to  the 
appointment  of  Dr.  ,1.  E.  Thompson.  Director  of  Den- 
tal Hygiene,  as  of  Dec.  1.  1936:  and  of  two  public 
health  nurses;  Mrs.  Mabelle  INIarkee  and  Miss  Elinor 
Palmquist.  Your  attention  is  called  to  the  amplifi- 
cation of  the  organization  chart  for  the  Division  of 
iSIaternal  and  Child  Health  showing  the  ])ersons  in- 
cluded in  the  staff.” 

Respectfully  submitted. 

Earl  C.  Sage,  INI.  D.  Chairman, 
IMaternal  and  Child  Health  Committee, 
Nebraska  State  Medical  Association. 


REPORT  OF  THE  COMMITTEE  OX 
JOURNAL  AND  PUBLICATION 

During  the  calendar  year  just  past,  more  copy  and 
copy  of  a higher  type  has  been  handled  by  the  Journal 
than  at  any  time  in  its  history  of  twenty-one  years. 

The  patience  of  contributors  has  been  marvellous 
and  is  fully  appreciated  by  the  publication  board  and 
the  editor  who  are  doing  the  very  best  possible  under 
tremendous  handicaps.  Economic  conditions  limit  the 
publication  board  to  forty  reading  pages  per  month. 
However  there  is  light  in  the  darkness  for  with  the 
forthcoming  February  number  the  last  of  the  annual 
meeting  material  will  be  published. 

For  several  j^ears  the  publication  board  has  not 
felt  justified  in  assuming  cost  of  illustration  in  the 
Journal  and  the  contributing  profession  has  reacted 
marvellously  to  the  problem,  by  each  one  assuming 
cost  of  cuts  for  his  particular  article. 

The  thanks  of  the  publication  board  and  of  the 
editor  are  due  to  the  profession  and  particularly  to 
the  executive  officers  and  the  councilors  for  uniform 
courtesy  and  continued  encouragement  of  their  en- 
deavors to  give  them  a journal  worthy  of  a great  pro- 
fession of  a great  state. 

The  report  of  the  .Journal  Fund  in  your  hands  needs 
no  analysis,  but  reference  to  it  shows  the  Receipts 
for  1936  were  ^152.64  less  than  the  receipts  for  1935 
and  that  the  total  Disbursements  were  $44.76  less 
than  in  1935. 

A continued  policy  of  the  strictest  economy  on  the 
part  of  the  publication  board  is  therefore  necessary. 

The  publication  board  therefore  asks  a continua- 
tion of  the  amount  appropriated  in  recent  years — 
$1.50  per  member — for  the  Journal  Fund  for  the  en- 
suing fiscal  year. 

F.  A.  Long,  Chairman, 

R.  B.  Adams,  Bus.  Mgr., 

A.  F.  Tyler. 


EXECUTIVE  SECRETARY’S  REPORT 

During  the  past  year  the  activities  of  your  Execu- 
tive Secretary  have  been  many  and  varied.  The  year 
has  been  spent  in  further  contacting  individual  mem- 
bers and  meeting  with  societies  in  both  county  and 


district  meetings  to  become  better  acquainted  with 
the  membership  of  this  Association,  and  in  study  and 
research  that  the  needs  which  might  be  filled  by  such 
an  officer  may  be  found  and  studied  for  a possible 
solution  to  such  ijroblems.  In  doing  this  he  has  trav- 
elled over  the  state  a little  over  twelve  thousand  miles 
or  slightly  more  than  an  average  of  a thousand  miles 
per  month  during  the  year. 

This,  however,  has  been  only  a small  part  of  the 
activities  of  this  officer  and  it  is  the  purpose  of  this 
report  to  enumerate  these  activties  for  your  consid- 
eration and  approval. 

During  the  early  part  of  the  year  office  equipment 
was  purchased  and  a definite  physical  office  was 
established  in  Curtis,  Neb.  A secretary  was  employ- 
ed during  .Tune  to  assist  in  taking  care  of  detail  work 
which  has  now  become  a part  of  this  office  and  which 
has  seen  an  appreciable  increase  during  the  past  six 
months.  One  of  the  most  important  developments 
during  the  past  year  appears  to  be  the  recognition  of 
the  membership  over  the  state  that  such  an  office 
exists  which  has  precipitated  an  ever  increasing  use 
of  this  office  for  service  of  the  various  individual 
members  and  societies.  At  the  present  time  this  of- 
fice is  handlin.g  a correspondence  of  approximately 
100  letters  weekly  to  individual  members,  together 
with  the  other  large  amount  of  detail  work  which  is 
being  handled. 

SECRETARY’S  REPORTS 

Early  in  the  year  a secretary’s  report  was  estab- 
lished to  be  used  by  the  secretaries  of  the  county  so- 
cieties. This  report  was  printed  in  blank  form  for 
the  county  secretary  to  fill  out  and  mail  to  this  of- 
fice following  their  regular  meetings.  This  report  tells 
us  the  number  of  members  attending  each  meeting 
and  the  number  absent,  by  which  we  may  have  a way 
of  knowing  the  attendance  of  each  society  reporting. 
It  tells  us  also  the  kind  of  program  held,  with  the 
name  of  each  scientific  speaker  and  his  subject.  A 
short  resume  of  the  business  transacted  is  given,  in 
order  that  we  may  know  of  the  various  activities  of 
each  component  society  and  thus  learn  of  ways  and 
means  by  which  we  may  be  of  assistance  to  that  so- 
ciety. There  is  also  a report  made  of  any  new  physi- 
cians moving  into  the  jurisdiction  of  that  society,  or 
of  members  moving  to  another  town,  that  we  might 
have  an  accurate  check  on  the  location  of  all  physi- 
cians in  the  state. 

There  is  also  a place  to  report  any  change  in  eli- 
gibility of  any  physician.  Our  response  has  been 
very  good  on  these  reports,  and  although  some  secre- 
tries  through  lack  of  time  or  for  other  reasons  have 
failed  to  send  these  reports  to  us,  on  the  whole  our 
response  has  been  satisfactory.  A closer  contact  be- 
tween component  societities  and  the  central  office  and 
a knowledge  of  the  activities  of  these  societies  lends 
opportunity  for  closer  organization  and  closer  unity 
of  the  Association. 

TUBERCULOSIS  SURVEY 

This  survey  has  been  one  of  the  major  activities  of 
the  year.  Most  of  the  detail  work  being  handled 
throu.gh  this  office.  The  response  of  the  members  to 
this  questionnaire  type  of  survey  has  heen  more  than 
remarkable,  which  shows  evidence  of  the  willingness 
of  the  membership  to  cooperate  with  such  important 
projects  when  under  the  sponsorship  of  the  State  As- 
sociation. Of  the  93  counties  in  the  state  50  are  now 
reported  complete;  18  have  one  yet  to  repoi't;  9 have 
two  yet  to  report;  4 have  three  yet  to  report:  12  have 
between  4 and  7 to  report  and  only  two  counties  have 
more  than  7 who  have  not  sent  in  their  questionnaire 
or  reported  ‘no  cases.’ 
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THE  PLANNING  BOARD 

Tlie  State  Association  has  been  cooperating-  very 
closely  with  the  Nebraska  State  Planning-  Board,  and 
a planning  board  representing  this  association  has 
been  appointed  by  the  president  to  cooperate  with  the 
State  Planning  Board  in  an  effort  to  keep  a close 
connection  with  it’s  activities  and  to  endeavor  to 
utilize  the  servdce  which  they’  have  to  offer  in  an  ef- 
fort to  learn  of  projects  which  can  V)e  utilized  by  the 
medical  profession  in  better  administering  to  the  peo- 
ple of  the  State  of  Nebraska. 

In  November  the  Executive  Secretary’  made  a trip 
to  Iowa  with  one  of  the  officials  of  the  Nebraska 
State  Planning  Board  to  learn  of  the  activities  of  that 
state  along  planning  lines  as  they  might  concern 
medicine.  This  trip  was  made  at  the  request  of 
President  Covey  to  obtain  information  to  give  to  our 
own  Planning  Committee  to  assist  them  in  making 
future  plans.  It  was  found  that  Iowa  has  been  mak- 
ing a survey’  of  human  health  resources  in  that  state 
with  funds  made  ay’allable  by  the  Iowa  State  Planning 
Board.  The  Planning  Board  of  our  Association  has 
agreed  that  a similar  survey  of  this  state  might  be 
of  great  benefit,  although  an  entirely  different  set  up 
should  be  used  in  case  this  Association  should  attempt 
such  a sury’ey’  on  a comprehensive  scale,  and  has  in- 
structed the  Executive  Secretary  to  find,  if  possible, 
a sponsor  from  some  of  the  Funds  that  such  a survey’ 
may’  be  made.  The  possibilities  of  a comprehensive 
survey’,  conducted  as  your  planning  committee  intends 
it  shall  be  conducted,  if  attempted,  are  unlimited.  By' 
it  can  be  definitely’  shown  and  proven  the  medical 
and  health  needs  of  the  people  of  this  state,  and  the 
high  type  of  medical  service  which  our  people  are 
receiving,  even  under  conditions  which  are,  to  say  the 
least,  most  trying.  It  would  be  the  answer  to  any 
who  might  wish  to  infer  that  the  medical  profession 
is  not  giving  adequate  medical  service  at  all  times. 

It  appears  advisable  to  keep  a close  contact  with  all 
agencies  wherein  any’  activities  concerning  the  prac- 
tice of  medicine  might  develop,  with  the  object  that 
any  such  activities  in  which  the  medical  profession 
may’  participate  will  be  controlled  and  directed  by 
recognized  medical  authorities. 

MEMBERSHIP  FILES 

During  the  past  y’ear  the  Executive  Secretary’  has 
established  a membership  file  from  information  fur- 
nished by’  Secretary’  Dr.  Adams  and  in  cooperation 
with  the  various  county  secretaries.  This  list  has 
l^een  compiled  by’  counties  in  such  a way  that  we  now 
have  a complete  list  of  every  doctor  in  every  county 
in  the  state.  We  have  a record  of  whether  or  not  he 
is  a member,  and  if  not  a member  whether  he  is  eli- 
gible for  membership.  We  also  carry’  a list  of  those 
who  are  retired  and  whether  they’  are  carrying  their 
membership.  This  gives  us  a complete  picture  of  the 
membership  in  each  county’  and  the  possibilities  for 
membership.  Those  who  are  ineligible  for  member- 
ship will  receive  no  promotion  from  this  office,  and 
our  efforts  will  be  directed  toward  those  who  are  eli- 
gible and  should  belong. 

SECRETARY’S  BULLETIN 

Believing  that  if  the  entire  membership  is  acquaint- 
ed with  the  amount  of  work  being  done  each  y’ear  by 
the  central  office  and  by’  the  various  officers  and 
committees,  it  will  bring  a greater  appreciation  of  the 
value  of  membership,  a special  Executive  Secretary’s 
bulletin  has  been  established  during  the  past  year  for 
the  purpose  of  disseminating  information  to  the  mem- 
bership through  the  medium  of  their  county  secre- 
tary’. A certain  amount  of  this  information  could  be 
carried  through  The  Nebraska  State  Medical  .lournal, 
but  since  this  .lournal  is  to  a certain  extent  a public 
journal  and  comes  into  the  hands  of  laymen,  the  bul- 


letin affords  an  opportunity  of  putting  out  informa- 
tion which  cannot  be  carried  in  the  .Journal.  In  other 
words  the  bulletin  is  a confidential  communication 
carrying  information  of  a confidential  nature  to  the 
membership.  It  is  a definite  economy  to  use  the 
mimeographed  bulletin,  rather  than  to  write  personal 
letters  to  each  secretary. 

NEWSPAPER  COLUMN 

A newspaper  column,  which  has  been  named  “Medi- 
cal Facts’’  has  been  established,  the  first  issue  start- 
ing in  weekly  papers  with  their  first  issue  in  Jan- 
uary. This  column  will  be  a means  of  informing  the 
public  on  medical  matters  and  giving  information 
which  should  be  of  a great  deal  of  benefit  to  both 
the  lay’  public  and  the  profession  in  extending  a 
mutual  respect  and  understanding.  Through  this 
medium  the  public  will  receive  information  regarding 
many  illnesses  and  the  advance  in  the  practice  of 
medicine  in  caring  for  these  diseases.  Through  this 
medium  we  hope  to  inform  them  of  the  vast  amount 
of  work  which  their  local  physician  is  doing  to  safe- 
guard their  health,  and  to  build  up  a still  greater  con- 
fidence in  the  medical  profession  by  the  lay  public. 
This  is  not  to  be  the  ordinary  type  of  “Health  Col- 
umn.” There  will  be  no  long  distance  diagnosing  of 
treatment,  and  when  any’  mention  of  treatment  is 
made  at  all  it  will  be  only  the  simple  instruction  to 
call  on  the  family  physician. 

At  the  present  time  this  column  has  been  accepted 
and  asked  for  by’  thirty  weekly’  newspapers  in  the 
state  with  a combined  circulation  of  35,049  and  with 
the  accepted  average  of  414  readers  to  each  copy  of 
weekly  papers  our  message  is  going  to  almost  160,000 
people  weekly.  New  papers  will  be  added  from  time 
to  time.  The  thirty  papers  which  are  now  on  this 
list  are  located  in  twenty-seven  counties  of  the  state, 
and  it  is  our  hope  that  we  may  eventually  have  a 
paper  in  every  county  in  the  state  running  this  col- 
umn. Copy  for  these  press  releases  are  prepared 
under  the  direction  of  Dr.  Covey.  The  press  is  to  be 
commended  for  their  interest  in  the  public  welfare 
in  running  this  column  and  it  is  now  our  duty  to  see 
that  they’  are  not  disappointed  in  the  ty’pe  of  column 
which  yve  send  to  them. 

MEMBERSHIP  CONTEST 

A drive  to  secure  a higher  percentage  of  member- 
ship for  1937  than  the  association  enjoyed  in  1936  is 
now  under  way.  The  president  will  present  a cup 
at  the  annual  meeting  to  the  Councilor  District  with 
the  highest  percentage  of  eligible  membership  in  his 
district  which  is  paid  up  by  March  1st.  A letter  and 
cartoon  yvent  out  to  the  membership  on  this  contest 
during  the  past  week,  copies  of  which  have  probably 
reached  all  of  the  Council  prior  to  this  meeting.  It 
is  planned  to  follow  up  the  idea  of  the  Medical  Derby 
with  subsequent  cartoons,  showing  the  standing  of 
the  various  districts  at  regular  intery’als  until  March 
1st.  yvhen  the  Derby  closes.  Besides  injecting  some 
humor  and  something  of  the  interest  of  competition 
into  the  gaining  of  memberships  we  hope  that  the 
reminders  as  they’  are  sent  out  may  bring  in  a large 
number  of  memberships  much  earlier  than  ordinary. 
The  success  of  the  Derby’  will  probably  depend  to 
some  extent  on  the  activity’  of  the  councilors  in  their 
various  districts  and  we  hope  that  we  may  hay’e 
your  coopeiation  in  this  matter.  The  more  interest 
yy’hich  yve  can  create  in  the  minds  of  ey'ery  physician 
in  the  state  as  to  the  value  of  organization  and  of 
their  oyvn  Nebraska  State  Medical  Association,  the 
more  compact,  stronger  oi’ganization  yve  can  hope 
to  hay’e. 

OUTSIDE  CONTACTS: 

During  the  past  y’ear  y’our  Executive  Secretary 
has  made  and  promoted  a number  of  contacts  -which 
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it  is  hoped  may  be  of  benefit  eventually  to  the  asso- 
ciation. He  attended  the  meeting  of  the  American 
Medical  Association  in  Kansas  City  last  May  and 
there  met  with  Executive  Secretaries  from  other  states 
with  similar  problems  and  received  a great  deal  of 
benefit  from  these  contacts.  In  November  he  attended 
the  Secretary’s  meeting  in  Chicago  where  again  he 
came  in  contact  with  representatives  of  other  societies 
who  have  problems  similar  to  our  own.  An  inter- 
change of  information  on  these  subjects  is  of  benefit 
alike  to  all  organizations. 

There  are  various  questions  coming  up  constantly 
t and  various  organizations  which  need  a constant 
watch  at  all  times,  if  the  best  interests  of  both  the 
' patient  and  medical  profession  is  to  be  protected. 

During  the  past  year  an  attempt  was  made  in  two 
] different  points  in  the  state  to  establish  some  govern- 
ment subsidized  hospitals.  A check  with  Resettle- 
ment Officials  and  with  A.  M.  A.  and  finally  a de- 
cision by  the  attorney  general’s  office  of  this  state 
put  an  end  to  such  a plan.  This  was  an  instance 
which  was  reported  to  the  office  of  the  Executive 
! Secretary  by  a member  out  in  the  state  from  each 
\ of  the  two  points. 

j Instances  of  such  things  as  collection  agencies, 

] name  listing  agencies  and  others  who  would  prey  on 

I the  medical  profession  have  been  reported  to  this 

I office  by  members  who  have  been  involved  and  it  has 

I been  r>ossible  to  make  a check  and  give  them  a de- 

i tailed  report  and  some  assistance  in  settlement  and 

handling  of  these  matters.  These  things,  while  prob- 
ably only  minor  in  scope  so  far  as  end  results  con- 
cerning this  office  might  be  concerned,  are  giving 
evidence  to  the  members  of  some  of  the  service  which 
they  may  expect  from  this  office,  and  showing  them 
something  tangible  as  a value  which  they  may  receive 
for  their  membership  in  the  association. 

I have  three  suggestions  which  I should  like  to  offer 
j for  the  coming  year.  One  of  these  is  that  a check 

I be  made  on  societies  for  a regular  charter  as  a com- 

I ponent  part  of  the  Nebraska  State  Medical  Associa- 

I tion.  In  the  near  future  there  may  be  instances  which 

I will  arise  in  which  it  will  be  important  for  every 

J county  society  to  be  able  to  show  that  they  are  regu- 

' larly  organized  and  in  possession  of  a charter'.  Men- 

j tion  has  been  made  of  this  in  a recent  bulletin  and  we 

have  some  societies  which  have  written  saying  that 
they  do  not  have  a charter.  I would  recommend  that 
all  societies  should  make  this  fact  known  to  the  cen- 
tral office  as  soon  as  possible,  through  their  councilor. 
I would  recommend  then  that  the  matter  be  taken  up 
i before  the  House  of  Delegates  and  a motion  intro- 
duced that  the  Secretary,  Dr.  Adams,  through  the 
president,  be  given  the  authority  to  issue  duplicate 
charters  to  those  societies  who  are  regularly  chartered 
and  who  have  lost  their  charter  or  that  each  society 
not  now  in  possession  of  a charter  be  asked  to  apply 
for  one  to  the  House  of  Delegates  aT  the  next  annual 
meeting,  with  the  result  that  every  component  society 
of  the  association  will  be  in  possession  of  a charter. 

Another  suggestion  which  I would  like  to  make 
j would  be  to  have  a new  form  of  membership  and  dues 
j set  up  on  a basis,  wherein  continued  year  after  year 
membership  may  become  an  honor  as  well  as  one  of 
monetary  value.  My  suggestion  would  be  that  a regu- 
lar basis  of  dues  be  set  up  similar  to  the  one  we  have 
at  present,  but  on  a graduated  scale,  based  on  con- 
I tinuous  membership.  It  would  seem  reasonable  that 
a young  man  just  going  into  practice  should  have  a 
I lower  basis  of  dues,  since  he  likely  graduates  with 

I some  educational  debts  and  with  the  additional  ex- 

I pense  of  getting  established  in  practice  will  likely 

I feel  that  for  a period  of  time  he  will  not  become  asso- 

I dated  with  organized  medicine  until  his  financial 

basis  is  more  firmly  established.  A basis  then  of 
perhaps  the  fifth  to  the  tenth  year  of  practice  should 


be  placed  on  the  regular  basis,  providing  he  has  been 
a member  during  his  first  years  of  practice  at  a re- 
duced rate.  After  being  a member  then,  continuously 
for  fifteen  years  it  might  be  an  advantage  to  lower 
the  dues  rate.  And  after  another  continuous  member- 
ship of  fifteen  years,  the  dues  rate  again  be  lowered, 
and  at  some  stated  period  the  physician  who  has  been 
a continuous  member  for  that  period  of  time  should 
automatically  become  an  honorary  member  for  life. 
Some  such  plan  has  been  in  use  for  some  time  by 
other  organizations  and  it  appears  to  have  its  merits, 
in  that  it  will  promote  continuous  membership,  which 
has  a monetary  value  as  well  as  honorary  distinction. 

I would  also  like  to  suggest  that  internes  be  given  a 
low  rate  of  dues  and  allowed  to  receive  the  State 
Medical  Journal  and  the  social  and  scientific  privi- 
leges of  the  organization.  This  should  also  be  allowed 
for  members  of  the  various  government  institutions, 
some  of  which  do  not  feel  that  they  are  justified  in 
payment  of  full  membership  fees,  since  they  are  likely 
to  be  transferred  at  any  time.  Such  a plan  is  not  in 
any  way  meant  to  be  a raise  of  dues,  but  merely  a 
different  arrangement  of  payment.  A careful  study 
of  existing  records  would  be  necessary  to  formulate 
such  a plan. 

I should  also  like  to  recommend  a closer  cooperation 
between  our  organization  and  other  allied  organiza- 
tions, especially  with  the  Dental  Association.  I would 
recommend  that  this  be  done  on  a basis  of  combina- 
tion committees  for  problems  of  mutual  interest. 

The  past  year  has  been  a very  interesting  one  for 
your  Executive  Secretary  in  this  very  fascinating 
work,  and  it  is  my  hope  that  the  work  accomplished 
during  the  past  year  has  been  of  benefit  to  the  asso- 
ciation and  perhaps  in  a measure  proven  its  value 
and  a justification  for  those  who  have  sought  over 
a long  period  of  time  to  have  such  an  office  estab- 
lished. 

The  fine  spirit  of  cooperation  received  in  almost 
every  instance  has  been  a great  assistance  and  has 
been  greatly  appreciated  by  your  present  officer. 
Especially  has  the  helpfulness  and  suggestions  of  our 
President,  Dr.  Covey,  been  invaluable  and  what  ac- 
complishments there  may  have  been  during  the  past 
year  have  been  due  in  a large  measure  to  his  guid- 
ance and  counsel. 

There  are  many  things  yet  to  be  accomplished  for 
organized  medicine,  but  these  goals  can  and  will  be 
‘ reached  through  a close  association  of  all  members 
and  the  continued  fine  cooperation  of  all  officers  and 
committee  members,  and  an  attitude  of  ever  constant 
vigilance  toward  each  organization  or  project  which 
touches  upon  the  practice  of  medicine  that  it  may  be 
controlled  and  directed  by  those  who  are  qualified 
and  have  their  prime  interests  laid  in  the  mutual 
benefit  of  patient  and  physician. 

Respectfully  submitted, 

M.  C.  SMITH,  Executive  Secretary. 


MEDICAL  PROFESSIOX,  BEWARE! 

“Now  that  yon  are  through  college,  what  are 
you  going  to  do?'’  one  of  his  relatives  asked. 

“I  shall  study  medicine  and  become  a great 
surgeon,”  replied  the  youth. 

“The  medical  profession  is  pretty  crowded  al- 
ready, isn’t  it?”  ventured  the  relative. 

“Can’t  help  that,”  snapped  the  youth.  “I  shall 
study  medicine,  and  those  who  are  already  in  the 
profession  will  have  to  take  their  chances,  that’s 
all.” — Canadian  Doctor. 
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THE  SECRETARY’S  CORNER 


DATE  OF  AXXUAL  MEETING 
The  dates  for  the  next  annual  meeting  are 
Mav  lo-i i-12-ig;,  Paxton  Hotel,  Omaha.  The 
first  day  will  be  Field  Day. 


CALL  FOR  DELIXQUEXT  DUES 
If  your  i<)XJ  dues  have  not  been  paid,  you  are 
now  delinquent  and  your  right  to  Medical  De- 
fense and  the  Journal  has  lapsed.  Send  $io.oo 
plus  your  county  society  dues  to  your  county 
society  secretary  and  have  yourself  reinstated  at 
once.  You  ozve  something  to  organized  medicine 
for  the  protection  it  gives  you.  Locking  the 
garage  after  the  auto  is  stolen,  is  a poor  im'cst- 
ment. 


GUEST  SPEAKERS 

Our  guest  speakers  for  the  annual  meeting  are: 
Dr.  Chas.  Gordon  Heyd,  Neiv  York  City,  Presi- 
dent of  A.  M.  A.:  Dr.  R.  H.  Overholt,  Boston, 
Mass.:  Dr.  C.  M.  Hyland,  Los  Angeles,  Calif.; 
Dr.  Theodore  F.  Riggs,  Pierre,  S.  D.;  Dr.  Harry 
E.  Mock,  Chicago,  Illinois:  Dr.  R.  H.  Jaffe,  Chi- 
cago, Illinois:  Dr.  J.  R.  Reinbcrgcr,  Memphis, 
Tenn.:  Dr.  E.  J.  Huenekens,  Minneapolis,  Minn.; 
Dr.  IP'.  R.  Cubbins.  Chicago,  Illinois. 

Over-centralized  industry  would  not  exist 
without  the  favor  of  the  law ; but  over-central- 
ized government  and  industry  combined  can  exist 
only  when  freemen  have  entirely  abdicated  their 
freedom. — Sentinels  of  the  Republic. 


THE  UNICAMERAL  GRIST 

The  grist  of  the  unicameral  legislature,  per- 
taining to  medicine,  or  of  special  interest  to  the 
medical  profession,  is  still  in  the  offing.  The  Ne- 
braska State  Medical  Journal  goes  to  press  ten 
days  before  publication  date  which  is  the  first 
day  of  the  month  and  manifestly  many  things  leg- 
islative may  happen  in  ten  days.  Since  a monthly 
scientific  journal  cannot  indulge  to  any  extent 
in  possibilities  and  probabilities  and  hopes  and 
wishes  etc.,  there  is  little  to  be  published  about 
medical  laws  and  lawmakers  at  this  time. 

Several  important  matters  of  interest  to  the 
medical  profession  are  before  the  unicameral  body 
at  this  time  and  are  being  diligently  watched  by 
our  legislative  committees.  Perhaps  the  most 
important  is  L.  B.  271,  intended  to  meddle  with 
and  weaken  the  Basic  Science  law  and  should 
be  defeated.  Every  physician  should  contact  his 
senator  urging  defeat  of  the  measure.  L.  B.  118 
provides  that  counties  may  organize  Health  Units. 
This  is  a commendable  measure,  entailing  no 
extra  taxation.  Other  matters  of  more  or  less 
interest  to  organized  medicine  are  bills  to  estab- 
lish educational  requirements  for  chiropractors, 
to  require  basic  science  boards  to  keep  records  of 
all  proceedings,  to  reduce  annual  renewal  fees 
for  chiropractors,  chiropodists,  embalmers  and 
veterinarians,  the  state  highway  safety  bill,  and 
others  now  now  in  mind. 

Every  wide-awake  physician  in  the  State  of 
Nebraska  will  keep  informed  on  the  trend  of 
legislation  of  interest  to  the  medical  profession 
through  his  daily  paper  and  will  bring  his  influ- 
ence to  bear  on  the  senator  from  his  district  as 
events  develop,  to  the  end  that  no  vicious  legisla- 
tion may  result. 


HOUSE  ROLL  4G50 

House  Roll  4G50  in  Congress  to  amend  the 
United  States  Employees  Compensation  Act 
would  allow  osteopaths  to  treat  injured  and  sick 
employees  of  the  Federal  Government  throughout 
the  United  States,  on  a par  with  fully  qualified 
physicians.  An  identical  bill,  S.  1233  has  been 
introduced  in  the  Senate  by  our  own  Senator 
Burke. 

Enaction  of  either  of  these  bills  would  mean 
a lower  quality  of  medical  service  and  would  be 
a definite  step  backward  at  a time  when  the 
medical  profession  is  constantly  endeavoring  to 
raise  the  quality  of  medical  service  which  is  be- 
ing given,  not  only  to  Government  employees  but 
to  the  general  public. 
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You  can  hel])  to  defeat  this  bill  by  immediately 
contacting-  your  Representative  and  Senator  at 
Washington,  D.  C. 


THE  LAW  OF  ADOPTION 

j The  physician  is  frequently  called  upon,  by 
reason  of  his  confidential  physician-patient  rela- 
I tionship  to  offer  advice  on  the  matter  of  adoption 
I of  new-born  l)abes  of  illegitimate  birth,  or  babies 
1 born  to  dependent  mothers,  and  occasionally  by 
childless  couples  who  desire  to  adopt  children.  It 
may  be  interesting  and  useful,  therefore,  to  re- 
fresh our  minds  on  the  laws  pertaining  to  adop- 
tion : 

Section  4^-102,  Compiled  Statutes  of  igsg. 
Adoption  of  Children,  Relinquishment  and  Con- 
sent of  Custodian  of  Child. 

Any  one  of  the  following  classes  of  persons 
may  relinquish  the  custody  and  control  of  a 
minor  child  and  consent  to  its  adoption  in  the 
manner  hereinafter  prescribed,  to-wit : 

hirst.  The  parents,  if  living,  of  a legitimate 
minor  child,  except  as  provided  in  subdivisions 
! three,  five,  six  and  seven  of  this  section. 

I Second.  The  surviving  parent,  if  one  has  died, 

I of  a legitimate  minor  child,  except  as  provided 
in  subdivisions  five,  six,  and  seven  of  this  sec- 
! tion. 

I Third.  If  one  of  the  parents  of  a legitimate 
I minor  child  shall  have  had  the  exclusive  and  ac- 

I tual  custody  or  control  of  such  minor  child  for 

j the  period  of  six  months  last  preceding,  for  the 
support  of  which  the  other  parent  shall  have  with- 
out just  cause  or  fault  contributed  nothing  what- 
ever during  such  period,  the  parent  having  the 
custody  or  control  may  consent  to  its  adoption. 

Fourth.  The  mother,  if  living,  of  an  illegiti- 
mate minor  child. 

Fifth.  Any  person,  or  corporation,  or  associa- 
tion. to  whom  the  custody  or  control  of  any 
I minor  child  shall  have  been  given  by  a written 

' instrument  signed  and  executed  in  the  presence 

of  at  least  one  witness,  by  both  parents,  if  living, 
' of  a legitimate  child,  or  by  the  surviving  parent, 

I if  one  is  dead,  of  a legitimate  child,  or  by  the 

I mother,  if  living,  of  an  illegitimate  child,  may 
consent  to  its  adoption : Provided,  such  written 
instrument  shall  authorize  such  person,  corpora- 
tion or  association  to  procure  the  adoption  of 
said  minor  child  by  some  suitable  person.  Such 
written  instrument  shall  be  acknowledged  by  the 
signer  or  signers  thereof  before  any  officer  au- 
thorized by  the  laws  of  this  state  to  acknowledge 
deeds. 


Sixth.  Any  person,  corporation  or  association 
that  shall  have  had  the  lawful  custody  or  control 
of  any  minor  child  for  the  period  of  six  months 
last  preceding,  for  the  support  of  which  neither 
parent  shall  without  just  cause  or  fault  have  con- 
tributed anything  whatever  during  such  period, 
may  consent  to  its  adoption. 

Seventh.  Any  jierson.  corporation  or  associa- 
tion that  shall  have  been  appointed  guardian  of 
the  person  of  any  minor  child  because  of  the 
cruelty,  neglect  or  unsuitableness  of  its  parents, 
may  consent  to  its  adoption,  provided  that  a de- 
cree of  adoption  shall  not  be  entered  until  the 
court  appointing  said  guardian  shall  have  made 
an  order  authorizing  said  guardian  to  consent 
to  said  adoption.” 

The  consent  of  a minor  child  over  the  age  of 
fourteen  years  is  necessary  to  its  adoption. 

A married  man  or  woman  cannot  adopt  a 
minor  child  without  the  consent  of  the  spouse. 

A person,  or  persons  desiring  to  adopt  a minor 
child  shall  file  in  the  county  court  of  the  county 
where  the  person  desiring  to  adopt  such  child 
resides,  a petition  stating  that  he  freely  and  vol- 
untarily adopts  said  minor  child,  which  petition 
shall  be  signed  and  sworn  to  by  the  person  de- 
siring to  adopt,  and  shall  state  the  terms  and  con- 
ditions on  which  the  adoption  is  desired. 

A written  consent  shall  then  be  filed  by  the 
persons  referred  to  in  Section  43-102  hereinbe- 
fore set  out.  Said  consent  shall  state  that  he 
voluntarily  relinquishes  all  right  to  the  custody  of 
and  power  and  control  over  said  minor  child  and 
all  claim  and  interest  in  and  to  his  or  her  wages 
and  services.  Such  consent  shall  be  executed  as 
provided  by  the  statute. 

Upon  the  filing  of  such  petition  and  consent, 
the  county  court  shall  fix  a time  for  hearing  the 
same  and  may  require  notice  to  be  given  to  all 
interested  persons  by  personal  service  or  by  pub- 
lication, though  no  notice  is  required  upon  the 
minor,  unless  he  be  over  the  age  of  fourteen  years. 
Wherever  possible  personal  service  shall  be  had 
and  the  notice,  if  by  publication,  is  similar  to  that 
in  all  probate  matters,  viz.  for  three  successive 
weeks. 

Upon  the  hearing,  the  person  or  persons  desir- 
ing- to  adopt  and  the  minor  child  must  appear  in 
person.  If  the  court  shall  approve  the  petition 
and  consent  as  filed,  a decree  of  adoption  shall 
be  entered  in  accordance  with  the  terms  and  con- 
ditions of  said  consent  and  petition. 

The  persons  adopting  and  the  minor  child  shall 
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thereafter  sustain  towards  each  other  the  usual 
relation  of  parent  and  child,  and  the  adopted  child 
shall  have  bestowed  upon  him  or  her  equal  rights, 
privileges  and  immunities  of  children  born  in 
lawful  wedlock,  and  shall  have  all  the  rights  and 
be  subject  to  all  the  duties  of  that  relation.  The 
parents  of  said  adopted  child  shall,  thereafter 
stand  relieved  of  all  parental  duties  toward,  and 
all  responsibility  for,  said  minor  child  and  shall 
have  no  right  over  it. 


FUNCTIONING  OF  THE  DIVISION  OF 
MATERNAL  AND  CHILD  HEALTH 

The  work  of  the  Division  of  Maternal  and 
Child  Health  appears  to  have  gotten  a good  start. 
Any  new  work,  or  any  propaganda,  can  not  get 
off  on  a running  start — the  way  must  be  felt — if 
anything  worth  while  is  to  be  accomplished. 

Two  rural  activities  have  been  initiated,  that 
in  Loyd  county  directed  toward  reduction  of  ma- 
ternal mortality  and  a small  program  initiated 
in  Dundy  county  aimed  to  reduce  infant  mortal- 
ity. In  each  county  a program  has  been  worked 
out  in  conjunction  with  physicians  and  dentists 
including  the  teaching  services  of  the  public  health 
nurse.  The  public  health  nurse  in  the  capacity 
of  a home  visitor  representing  the  educational 
Division  of  Maternal  and  Child  Health,  attempts 
to  develop  an  interest  on  the  part  of  the  rural 
population  in  principles  of  hygiene,  of  nutrition 
and  of  immunization.  Prominent  among  various 
health  habits  which  the  public  health  nurse 
stresses  in  her  community  relationship,  are  medi- 
cal and  dental  supervision  during  pregnancy  and 
the  early  years  of  life.  Standard  educational  ma- 
terial about  prenatal  care  and  the  care  of  infants 
is  forming  a substantial  feature  in  the  program. 

In  the  matter  of  dental  education.  Dr.  J.  R. 
Thompson  in  charge  has  appeared  in  a number 
of  towns,  notably,  Hastings,  McCook,  Benkle- 
man,  Grand  Island,  Broken  Bow,  given  talks  and 
presented  films  owned  by  the  Division  on  Ma- 
ternal and  Child  Health,  “Bobby’s  Bad  Molar” 
and  “Ask  Your  Dentist”  and  worked  out  pro- 
grams on  dental  education  with  local  dentists 
and  physicians.  The  Nebraska  Pediatric  Society 
was  consulted  about  the  films  above  mentioned 
and  also  the  films,  “The  Life  of  a Child,”  “Learn- 
ing and  Growth,”  “The  Growth  of  Infant  Be- 
havior; Early  Stages”  and  received  hearty  ap- 
proval. 

Refresher  Courses  now  under  way  in  a num- 
ber of  Councilor  districts  in  the  state  are  spon- 
sored by  the  Division  of  Maternal  and  Child 


Health.  Reports  from  several  sources  are  that 
the  courses  are  well  attended,  well  presented  and 
much  appreciated.  These  courses  are  free  to  the 
profession.  One  wonders  whether  it  might  not 
have  been  better  if  a reasonable  charge  had  been 
made — whether  the  courses  might  not  have  been 
even  more  appreciated  if  a small  financial  obli- 
gation had  been  attached  to  them.  Things  that 
cost  money  are  apt  to  be  taken  more  seriously. 

It  is  stated  on  authority  of  the  Division  that 
numerous  invitations  from  medical  and  dental 
societies  have  reached  the  Division  office  open- 
ing the  way  for  the  development  of  very  useful 
working  relationships.  It  is  believed  that  the 
most  profitable  relationships  not  only  for  the 
community  but  for  the  Division  as  well,  grow  out 
of  joint  meetings  where  doctors  and  dentists  con- 
sider the  same  program  from  the  viewpoint  of 
contributions  they  may  make  to  it. 


MATERNAL  AND  CHILD  HEALTH  ON 
ANNUAL  MEETING  PROGRAM 

Two  years  ago  the  Program  Committee  adopt- 
ed a new  policy  in  order  to  stimuate  interest  in 
the  scientific  portion  of  the  state  program. 

In  line  with  this  policy,  a symposium  has  been 
arranged  for  the  coming  meeting  in  May  on  the 
subject  of  Maternal  and  Child  Health.  This  topic 
should  be  of  especial  interest  at  this  time,  due  to 
the  recent  establishment  by  the  state  department 
of  Health  of  the  Division  of  Maternal  and  Child 
Health  under  the  direction  of  Dr.  I.  Warren 
Bell. 

An  afternoon  will  be  devoted  to  the  subject. 
Doctor  Bell  will  speak  on  the  responsibility  of 
an  official  agency  in  relation  to  the  Maternal  and 
Child  Health  of  the  community.  He  will  outline 
the  aims  and  methods  of  the  department  in  the 
dissemination  of  information,  acting  as  a coordi- 
nating agency  in  interpreting  vital  statistics  in 
relation  to  the  needs  of  different  areas. 

Dr.  James  E.  Reinberger,  Associate  Professor 
of  Obstetrics  at  the  University  of  Tennessee,  will 
speak  on  an  obstetrical  subject  and  Dr.  E.  J. 
Huenekens,  Associate  Professor  of  Pediatrics  at 
the  University  of  Minnesota,  will  be  guest  speak- 
er in  the  pediatric  field.  Papers  on  obstetrical 
and  pediatric  subjects  by  members  of  the  society 
will  complete  the  program. 

Every  effort  is  being  made  by  the  Program 
Committee  to  insure  an  instructive  and  interest- 
ing meeting. 

— M.  E.  Grier,  Omaha, 
for  Program  Committee. 
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MAY  DAY— CHILD  HEALTH  DAY 

The  Children's  lUireau  sponsors  IMay  Day — 
Child  Health  Day  activities  at  the  request  of  the 
State  and  Provincial  Health  Authorities  of  North 
America  and  in  accordance  with  the  Congression- 
al Resolution  of  i\Iay  18,  1928,  authorizing  the 
President  to  proclaim  iMay  Day  as  Child  Health 
Day.  The  slogan  for  the  occasion  is  “Health 
Protection  for  Every  Child.’’ 

The  objective  of  Child  Health  Day  observance 
is  to  promote  the  extension  of  year-round  child- 
health  services  in  ev^ery  community,  including 
services  for  physically  handicapped  children. 

To  promote  efficient  leadship  for  the  observ- 
ance, State  iMay  Day  chairmen  will  be  appointed 
by  State  health  officers  to  plan  the  State  Child 
Health  Day  program  and  to  arrange  for  the  co- 
operation of  organizations  concerned  with  child 
health. 

State  departments  of  education  will  be  asked 
to  cooperate  by  planning  and  directing  school 
Child  Health  Day  programs. 

A program  will  be  worked  out  for  community 
groups  featuring — (L)  an  evaluation  of  child- 
health  services  in  the  community  based  on  a sur- 
vey of  existing  child-health  conditions  and  organ- 
ization to  promote  child  health,  (2)  the  launching 
of  new  local  child-health  projects,  and  (3)  ex- 
hibits or  programs  celebrating  gains  made. 

For  children — as  a clima.x  for  the  year’s  health 
program — festivals,  athletic  contests,  programs, 
exhibits  celebrating  children’s  growth,  vigor,  and 
safety  from  health  hazards. 

It  is  hoped  by  Katharine  F.  Lenroot,  Chief 
of  the  Children’s  Bureau  at  Washington,  that  this 
year,  above  all  others,  general  interest  in  the 
movement  to  better  the  condition  of  children  will 
be  aroused. 

It  is  proper  to  here  state  that  while  the  Divi- 
sion of  Maternal  and  Child  Health  is  participat- 
ing in  the  May  Day  Program  the  work  of  the 
Division  is  educational  rather  than  curative. 


IN  ABERDEEN 

Doctor  (to  Aberdeenian,  whom  he  had  been 
called  urgently  to  see) — What  on  earth  have  you 
been  doing,  Jock?  Why,  your  tongue  is  abso- 
lutely black,  man ! 

Jock — I droppit  a bottle  of  whusky  on  the 
newly  tarred  road  ! 


WOMEN’S  FIELD  .ARMY 

This  year  the  crusade  against  cancer  is  largely 
a woman's  job.  The  .American  Society  for  the 
Control  of  Cancer  has  effected  an  organization 
designated  as  The  ^'ornen’s  Field  Army.  Each 
State  has  its  Commander  and  in  each  of  the  sev- 
eral districts  of  the  State  is  a lieutenant.  The 
slogan  is  “Fight  Cancer  with  Knowledge” — not 
with  guns,  poison  gas  and  bayonets.  Education 
will  be  the  weapon  of  choice  and  this  through 
lectures,  pamphlets,  newspapers,  radio  broadcasts 
and  personal  contacts.  Such  is  the  task  of  the 
Women's  Field  .Army  and  it  is  no  small  under- 
taking. 

The  battlefield  is  the  whole  Nation  with  head- 
qiiarters  in  the  Rockefeller  Center  in  New  AMrk. 
Nebraska  is  asked  to  raise  a fund  of  $3,000  and 
this  will  be  done  through  personal  .solicitations. 
Seven-tenths  of  the  total  amount  raised  will  be 
spent  in  the  locality  in  which  the  money  is  raised, 
and  the  balance  will  go  to  the  national  organiza- 
tion. There  is  no  draft  for  this  war,  enlistments 
are  voluntary. 

Already  there  has  been  much  publicity,  notably 
in  the  March  of  Time,  Life  and  Lortnne.  All 
this  is  directed  by  the  medical  profession.  In 
Nebraska  the  cancer  committee,  with  Dr.  James 
Kelly,  Chairman,  is  cooperating  in  the  movement. 

— Palmer  Findley,  State  Chairman 
American  Society  for  the  Control  of  Cancer. 


MANDELIC  .ACID 

It  is  conclusively  established  that  iMandelic 
.Acid  in  the  treatment  of  certain  infections  of  the 
urinary  tract  is  highly  valuable  when  properly  ad- 
ministered. In  October  of  1931  Clark  and  Helm- 
holz  called  attention  to  the  value  of  ketogenic 
treatment  in  various  urinary  infections,  and  the 
ketogenic  diet  came  to  be  well  known.  However, 
a strict  regime,  a nauseating  diet  of  long  dura- 
tion with  hospitalization  for  optimum  results,  not 
infrequently  establishes  a problem  to  the  patient 
worse  than  the  disease.  The  virtue  of  the  keto- 
genic diet  is  vested  in  the  bacteriostatic  proper- 
ties of  beta-hydro.xybutyric  acid  produced  in  the 
urine. 

Seeking  a simpler  way  to  produce  the  same 
bacteriostatic  properties  in  the  urine,  Rosenheim 
recorded  that  Mandelic  .Acid  passed  through  the 
body  unchanged,  and  when  e.xcreted  in  sufficient 
concentration  in  a urine  with  an  acidity  below  a 
pH  of  5.5,  it  was  sufficiently  bacteriostatic  to  be 
of  practical  value  and  comparable  to  the  use  of 
the  ketogenic  diet. 
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Because  of  commercial  promotion  of  this  agent 
by  many  pharmaceutical  houses  as  a urinary  anti- 
septic sine  qua  non,  this  very  good  drug,  in  not 
a few  instances,  has  been  brought  into  disrepute. 
Mandelic  acid  is  a very  valuable  therapeutic 
agent  in  bacillary  invasion  of  the  urinary  tract. 
It  must,  however,  be  handled  with  the  same  judg- 
ment and  meticulous  care,  with  a full  knowledge 
of  its  indications  and  contraindications  as  any 
other  high-powered  specific  drug  therapy.  A 
thorough  knowledge  of  the  bacteriology  of  the 
urinary  tract  must  be  entertained.  It  must  not 
be  administered  in  the  presence  of  acutely  fulmi- 
nating renal  jiathology ; nor,  must  it  be  given  in 
the  presence  of  obstructive  pathology  of  the  uri- 
nary tract  until  such  obstruction  has  been  re- 
lieved. A full  knowledge  of  the  functional  ca- 
liacity  of  the  kidneys  must  be  had.  A constant 
check  must  be  kept  on  the  pH  of  the  urine.  This 
must  remain  constantly  below  5.5.  To  achieve 
this  it  is  frequently  necessary  to  supplement  the 
mandelic  acid  with  some  acceptable  acidifying 
agent  such  as  ammonium  chloride  or  hydro- 
chloric acid.  Frequently,  mandelic  acid  is  used 
in  supplement  to  the  ketogenic  diet.  Mandelic 
acid  has,  however,  supplanted  the  ketogenic  diet 
in  approximately  75%  of  the  cases.  To  date  lit- 
tle or  no  benefit  has  been  observed  in  treatment 
of  the  coccal  infections. 

Where  properly  indicated,  the  administration 
of  mandelic  acid  has  been,  very  beneficial  and 
has  caused  very  few  symptoms.  Less  than  1% 
of  the  patients  have  had  nausea  or  vomiting. 
-About  10%  have  complained  of  a mild  diarrhea, 
and  occasionally  such  a marked  diarrhea  that  it 
has  been  necessary  to  stop  administration  of  the 
drug.  It  is  most  simply  obtained  and  adminis- 
tered in  the  form  of  an  ammonium  salt  of  man- 
delic acid  of  which  there  are  now  many  prep- 
arations on  the  market,  and  the  optimum  dosage 
is  forty  to  forty-five  grains  four  times  daily. 

For  prescription  this  drug  as  put  up  by  phar- 
maceutical houses  is  relatively  e.xpensive.  A 
number  of  pharmaceutical  houses  are  advertising 
that  they  have  placed  on  the  market  an  ammo- 
nium salt  preparation  of  mandelic  acid  at  just 
half  the  price  for  the  standard  preparation.  The 
joker  lies  in  the  fact,  however,  that  the  cheaper 
jweparation  contains  only  half  the  dosage  per 
ounce  as  the  more  e.xpensive  preparation.  Hence, 
the  proper  dosage  of  the  cheaper  preparation  will 
be  just  as  expensive,  if  not  more  so,  than  the 
one  purchased  at  a higher  initial  price. 

Ostensibly,  to  the  uninitiated  this  form  of  ther- 
ajjy  seems  extremely  simple.  The  physician  has 


only  to  write  a prescription  for  mandelic  acid 
in  some  form,  and  the  patient  is  on  his  way  with 
a cure  assured.  This,  however,  is  not  actually 
the  case.  The  physician  must  be  alert  in  the 
management  of  the  patient.  He  must  check  the 
pH  daily,  or  he  will  be  greatly  disappointed  in 
the  results  he  obtains,  and  a very  valuable  drug 
will  be  discredited  because  of  improper  admin- 
istration. 

— Arbor  D.  Mung-er,  Lincoln. 


AN  ECHO  FROM  FEDERATION  OF 
STATE  MEDICAL  BOARDS 

Last  month  I attended  the  annual  meeting  at 
Chicago,  of  the  Federation  of  State  Medical 
Boards.  Perhaps  two  themes  presented  at  this 
meeting  may  be  of  interest  to  the  readers  of  the 
State  Journal. 

In  a paper  by  Dr.  Harold  Rypins,  representa- 
tive from  the  State  of  New  York,  there  was 
again  reviewed  the  number  of  practitioners  in 
the  United  States.  .As  we  all  know,  the  number 
had  markedly  increased  until  1934.  Since  then 
the  number  has  been  decreasing.  He  gave  sev- 
eral reasons  for  this  decrease  in  numbers.  He  ' 
considered  the  problem  only  from  the  standpoint  , 
of  new  practitioners  entering  the  field.  Some  of 
the  reasons  were  the  following; 

First : The  premedical  requirements  make  it 
more  difficult  for  many  students  to  enter  medical  * 
colleges : therefore  there  are  fewer  graduating. 

Second : The  inspection  of  medical  schools  has  , ^ 
raised  the  standards.  The  curricula  are  more  C 
demanding,  and  fewer  applicants  undertake  the  I 
courses  offered.  j ' 

Third : Alore  attention  is  given  to  limiting  the  ft 
number  of  students  entering  medical  colleges. 

Fourth : The  number  of  American  students  en- 
tering foreign  colleges  is  less.  This  is  because 
these  students  on  graduating  from  a foreign 
school  have  great  difficulty  in  gaining  licensure 
in  the  United  States. 

Fifth;  The  foreign  born  graduate  from  a for- 
eign  school  has  even  more  difficulty  in  gaining 
licensure  in  America. 


The  essayist  concluded  by  saying  that  the  num- 
her  of  physicians  is  really  growing  less — perhaps  ( 
1 5 per  cent  less  in  the  last  two  years ; and  inas-  j 
much  as  the  number  is  decreasing,  there  is  no  [ 
need  for  legislation  to  limit  the  number.  i 


The  second  theme  to  which  was  given  more  | j 
or  less  thought  was  the  “narcotic  problem.”  The  ! ' 
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problem  was  considered  from  two  angles:  (1) 
The  traffic  in  narcotics;  and  (2)  narcotic  addic- 
tion. It  was  developed  that  among  the  laity  one 
out  of  every  one  thousand  was  a narcotic  addict ; 
and  that  in  the  medical  profession  one  out  of 
every  one  hundred  physicians  was  an  addict.  It 
was  forecast  that  this  problem  offered  a new  re- 
sponsibility to  State  Boards  of  Examiners  and 
Licensure. 

H.  .1.  Lehnhoff,  Lincoln. 


SUMMARY  OF  THE  YORK  COUNTY 
TUBERCULOSIS  SURVEY 

I'ollowing  is  a summary  of  an  uncompleted  tu- 
berculosis survey  made  in  York  county,  here  giv- 
en as  a fair  example  of  what  a survey  is  like 
and  what  it  may  be  expected  to  develop.  Similar 
surveys  made  in  every  county  of  the  state  and 
with  a consistent  follow-up  ]3rogram  promise  un- 
told possibilities. 


Groups 

No. 

Tested 

Nega- 

tive 

Posi- 

tive 

% 

Reactors 

X-Ray! 

Students  (Grade 
and  H.  S.) 

..  973 

852 

121 

14.2 

94 

Teachers  

..  106 

60 

46 

43.3 

37 

College  Students 

..  115 

66 

29 

25.3 

28 

Reformatory 
Inmates  

51 

23 

28 

54.9 

27 

Gillen  Bakery  .. 

..  10 

4 

6 

60. 

0 

Fairmont 

Creamery  

..  17 

16 

1 

5.8 

1 

Others  

..  21 

10 

11 

52.3 

10 

Contacts  

..  109 

62 

47 

43.1 

42 

Others  for  Obser- 
vation X-rays 

11 

Ex-patients — 
X-rays  

— 

— 





5 

1411 

1093 

285 

256 

This  is  a summary  of  Survey  to  Januarv  23, 
1937.  X-rays  have  been  read,  but  more  infor- 
mation is  needed  for  final  reading  before  number 
of  cases  found  can  be  ascertained. 


INSULIN  SHOCK  TREATMENT  FOR 
SCHIZOPHRENIA 

The  amazing  results  already  reported  in  some 
cases  in  which  the  insulin  shock  treatment  has 
been  applied  in  schizophrenia  have  resulted  nat- 
urally in  a certain  amount  of  premature  enthusi- 
asm in  relationship  to  the  use  of  the  method.  It 
has  been  widely  exploited  in  the  press  with  the 
statement  that  it  constitutes  a cure  for  what  has 
formerly  been  considered  an  incurable  disease. 
As  a result,  the  Committee  on  Public  Education 
of  the  American  Psychiatric  Association  has  con- 
sidered it  worth  while  to  issue  a public  statement 
on  the  present  status  of  this  new  method.  The 
statement  says,  in  part:  “It  is  hoped,  and  may 
prove  to  be  a fact,  that  the  so-called  insulin  shock 


treatment  for  dementia  praecox  will  find  a use- 
ful place  among  the  forms  of  treatment  for  de- 
mentia praecox,  but  its  exact  value  has  yet  to 
be  determined  and  it  can  be  definitely  stated  that 
it  is  not  a specific,  nor  by  any  means  a cure  for 
all  cases  of  dementia  praecox It  is,  how- 

ever, at  the  present  time  receiving  careful  study 
in  the  New  York  and  Massachusetts  State  Hos- 
pital systems,  Bellevue  Hospital,  New  York,  and 
other  scientific  centers,  but  it  should  not  be  un- 
dertaken except  by  those  adequately  trained  to 
meet  the  dangers  connected  with  the  treatment." 
[J.  A.  M.  A.,  Feb.  13,  1937,  p.  5G0). 


REPORT  OF  THE  AMERICAN  FOUNDA- 
TION STUDIES  IN  GOVERNMENT 

There  will  soon  be  issued  the  report  of  the 
American  Foundation  Studies  in  Government. 
This  Foundation  made  a nation-wide  survey,  con- 
sulting competent  medical  opinion  throughout  the 
country,  on  the  conditions  of  medical  practice — 
what  changes  the  current  era  warrants  adopting 
for  the  delivery  of  medical  care  to  the  American 
I>eople,  and  what  form  such  changes,  if  any, 
should  take. 

There  was  no  preconceived  idea  behind  this 
stud}'.  There  was  an  honest  effort  to  find  out 
what  the  American  doctor  thought  about  the 
questions 

The  forthcoming  report  is  the  first  survey 
made  by  an  extra-medical  body  which  has  ex- 
clusively consulted  medical  opinion  on  the  mooted 
questions  at  issue.  As  such,  it  is  indeed  wel- 
come  

Our  opportunity  is  now.  Study  the  Report ; it 
was  written  by  your  colleagues.  Then  let  us 
act.  Informed  public  opinion  expects  no  less  than 
that  of  us. 

— N.  Y.  state  .Jour.  Med.,  Feb.  15.  1937. 

(Editorial  Note:  We  are  promised  one  of  the  first 
copies  of  the  Report  and  hope  to  give  our  readers  gen- 
erous abstracts  in  succeeding  months.) 

MEDICO-LEGAL: 

RE\’OCATION  OF  PHYSICIAN’S 
LICENSES 

-A.  license  to  practice  a profession  may  be  re- 
voked or  suspended  when  the  licensee  is  guilty 
of  any  of  the  following  acts  or  offenses : 

1.  Fraud  in  procuring  his  license. 

2.  Immoral,  unprofessional  or  dishonorable 
conduct. 

3.  Habitual  intoxication  or  addiction  to  the 
use  of  drugs. 
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4.  Conviction  of  a felony. 

5.  Use  of  untruthful  or  improbable  state- 
ments in  advertisements. 

().  Distribution  of  intoxicating  liquors  or 
drugs  for  any  other  than  lawful  purposes. 

7.  Wilful  or  repeated  violations  of  this  ar- 
ticle or  the  rules  and  regulations  of  the  Depart- 
ment of  J’ublic  A\’elfare  relating  to  Sanitation, 
Quarantine  and  School  Inspection, 

8.  Continued  practice  while  knowingly  hav- 
ing diphtheria,  scarlet  fever,  small  pox,  measles, 
or  other  contagious  disease  in  a dangerously 
contagious  state. 

9.  Failure  to  pay  annual  renewal  fees. 

Legally  “unprofessional  conduct”  is  any  of  the 

following  acts : 

1.  Solicitation  of  professional  patronage  by 
agents  or  persons  popularly  know  as  “cappers” 
or  “steerers,”  or  profiting  by  the  acts  of  those 
representing  themselves  to  be  agents  of  the  li- 
censee. 

2.  Receipt  of  fees  on  the  assurance  that  a 
manifestly  incurable  disease  can  be  permanently 
cured. 

Division  of  fees  or  agreeing  to  split  or 
divide  the  fees  received  for  professional  services 
with  any  person  for  bringing  or  referring  a 
patient  or  assisting  in  the  care  or  treatment  of  a 
patient  without  the  consent  of  said  patient  or  his 
legal  representative. 

4.  Advertisement  of  any  medicine  or  means 
whereby  the  monthly  periods  of  women  can  be 
regulated  or  the  menses  re-established  is  sup- 
pressed. 

5.  Procurement  or  aiding  or  abetting  in  pro- 
curement of  a criminal  abortion. 

().  \\'ilful  betrayal  of  a professional  secret. 

—XXX. 


YOU  AND  THE  ADVERTISER 
Let  us  keep  these  facts  in  mind:  Advertisers 
make  the  Journal  possible  and  in  order  to  keep 
them  we  must  show  them  immediate  and  tangible 
returns  from  their  outlay.  Consider  Journal  adver- 
tisers whenever  you  buy  anything  and  tell  them 
you  saw  their  ad  in  the  Nebraska  State  Medical 
.Journal.  The  responsibility  is  yours!  The  solic- 
iting representative  gets  the  ads — it  is  up  to  you  to 
keep  them. 
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“Becomes  father  at  92.”  Well — that’s  what 
he  says. 

The  annual  meeting  of  the  Nebraska  Academy 
of  Sciences  will  be  held  at  Lincoln,  May  7-8. 


Thau  of  Boston,  in  an  article  in  Safety  Engi- 
neerUig  December  1930,  advocates  vision  tests 
to  reduce  automobile  accidents. 

The  third  annual  meeting  of  the  American 
Xeisserian  Medical  Society  will  be  held  on  June 
8,  1937,  in  the  Senator,  Atlantic  City. 

St.  Paul.  Nebraska,  will  vote  on  a $25,000 
bond  issue  for  a hospital.  WPA  assistance  is 
counted  on,  if  the  bond  proposition  carries. 

W'hen  John  Lewis  gets  a little  leisure  we  must 
have  him  organize  the  medical  profession  on  an 
eight  hour  basis.  Our  rights  have  been  trampled 
on  for  ages. 

The  Menninger  Clinic,  Topeka,  offers  a six 
day  Neuropsychiatric  Course  for  General  Prac- 
titioners April  19-25,  with  a rather  pretentious 
and  inviting  program. 

A new  building  is  being  erected  on  the  Ingle- 
side  State  Hospital  grounds  the  contract  price  for 
which  was  awarded  for  $264,525.  The  building 
when  completed  will  cost  about  $500,000. 

A tragedy  of  the  first  magnitude  claimed  a 
woman  in  labor  and  the  attending  physician  and 
the  unborn  babe.  Mother  and  physician  died  al- 
most at  the  same  moment  of  heart  attacks. 

An  amazing  new  electric  fan  that,  fly-like  can 
set  on  the  floor,  or  hang  on  wall  of  ceiling  is 
to  be  marketed  the  coming  summer.  Its  blades 
are  of  soft  rubber,  so  can  not  hurt  a child. 

A meeting  of  the  International  College  of  Sur- 
geons, L'nited  States  Chapter,  has  been  definitely 
scheduled  for  New  York  City.  June  1 and  2.  Dr. 
Charles  H.  Arnold,  Lincoln,  is  Secretary  of  the 
United  States  Chapter. 

Films  on  Tuberculosis  for  use  in  medical  or  lay 
meetings  may  be  had  free  of  charge  by  applying 
to  iMiss  Alice  Marshell,  Executive  Secretary, 
Nebraska  Tuberculosis  Association,  Omaha,  Neb. 
Local  medical  societies  take  notice. 

“Ninety-five  per  cent  of  the  fatal  automobile 
accidents  are  caused  by  faulty  brains  rather  than 
faulty  brakes,”  is  such  an  outstanding  fact  from 
The  Bulletin  of  the  Omaha-Douglas  County  Med- 
ical Society,  we  are  proud  to  quote  it  here. 

People  are  not  good  to  themselves  in  illness. 
A farmer’s  wife  going  into  confinement  in  the 
midst  of  winter  will  be  satisfied  with  her  cold 
bedroom,  when  she  might  be  much  more  com- 
fortable in  the  larger  sitting  room  with  a fire. 

Two  Omaha  hospitals  that  had  “fallen  from 
grace”  and  “had  been  churched”  are  again  about 
to  be  “received  in  full  membership”  as  Class  A 
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hospitals  by  the  American  IMedical  Association. 
Economic  hardships  the  past  few  years  was  the 
cause. 

That  medical  editors  are  becoming  syphilis 
conscious  is  evidenced  by  the  fact  that  already 
The  West  Virginia  Medical  Journal  and  The 
Journal  of  the  Indiana  Medical  Association  have 
issued  venereal  disease  numbers,  both  very  cred- 
' itable. 

Bisgard  and  Henske  in  /.  A.  M.  A.,  Vol.  108, 
i No.  7,  Feb.  13,  1937,  report  a case  of  Regional 
Ileitis  in  an  8 year  old  girl.  An  exploratory  op- 
eration revealed  the  diagnosis  and  Penrose  wick 
drainage  was  instituted.  Recovery  after  sixty- 
six  days. 

The  Northwest  Medical  Conference  at  Chicago 
j in  mid-February  was  attended  by  Dr.  J.  D. 
j McCarthy,  Omaha,  who  spoke  on  “Interstate 
, Postgraduate  Courses,’’  and  by  Mr.  M.  C.  Smith, 

I executive  secretary  of  the  Nebraska  State  Medi- 
j cal  Association. 

I An  Omaha  neuropsychiatrist  is  quoted  as  say- 
ing before  a luncheon  club,  “Every  normal  per- 
j son  is  a little  neurotic  and  every  neurotic  person 
j is  very  much  normal,”  which  is  the  equivalent  to 
I saying  that  all  of  us  are  a little  bit  crazy — and 
j it  may  be  true  for  all  that. 

j The  Sectional  Meeting  of  the  American  Col- 
I lege  of  Surgeons  for  Arizona,  Colorado,  Kansas, 
j Nebraska,  New  Mexico,  Oklahoma,  Western 
Texas,  Utah  and  Wyoming,  will  be  held  at  the 
Cosmopolitan  Hotel,  Denver,  April  7,  8,  9,  with 
the  usual  high  class  program. 

We  acclaim  Dr.  J.  A.  Waggener,  Humboldt, 
the  dean  of  the  Nebraska  Medical  profession. 
He  has  been  in  active  practice  sixty-one  years 
and  is  still  active  in  the  profession  and  hale  and 
hearty.  Three  sons  followed  the  father  into  the 
profession.  What  a record  ! 

I It  always  rubs  the  editorial  fur  the  wrong 
i way  to  be  obliged  to  correct  statements  in  a sub- 
I sequent  number  of  the  Journal.  It  is  a fact,  how- 
i ever,  that  the  first  refresher  course  in  Nebraska 
I'  was  begun  in  the  Third  Councilor  District — not 
li  in  the  Twelfth,  as  stated  last  month. 

: I 

The  Women’s  Field  Army  campaign  of  educa- 
i tion  for  the  control  of  cancer,  was  given  a starting 
' boost  by  a meeting  in  Omaha,  March  11,  ad- 
dressed by  Dr.  Frank  Rector,  field  representative 
I for  the  American  Society  for  the  Control  of  Can- 
' cer.  Dr.  Palmer  Findley  and  Dr.  James  F.  Kelly. 

We  regret  to  report  that  a member  of  the  pro- 


fession in  the  western  part  of  the  state  has  been 
convicted  on  his  own  admission  of  committing 
an  abortion.  Dangerous  business,  unlawful  busi- 
ness, unethical  business.  Why  should  any  physi- 
cian risk  life,  liberty  and  standing  among  his 
fellows  for  a few  paltry  dollars ! 

Dr.  Horace  Emerson  Campbell,  graduate  of 
the  Nebraska  University  College  of  Medicine, 
1922,  medical  missionary  in  China,  it  is  reported 
has  discovered  that  the  disease,  Schistosamiasis, 
is  carried  by  parasitic  snails  and  is  conveyed  to 
workers  in  the  wet  rice  fields,  coming  into  contact 
with  these  snails. 

While  the  Universal  Exhibition  is  being  held 
in  Paris,  the  International  Congress  on  Hepatic 
Insufficiency  will  be  in  session  at  Vichy  on  the 
Kith,  17th  and  18th  of  September  1937,  under 
the  presidency  of  a member  of  the  Academy  of 
^k’tdicine,  l^rof.  IMauiice  Loeper,  of  Paris.  It 
will  be  divided  into  two  sections. 

Dr.  Samuel  IMcClenagan,  Omaha,  in  an  appeal 
to  the  supreme  court,  won  an  award  of  $2,700  on 
the  court’s  construction  of  “total  disability.”  The 
supreme  court  held  that  “total  disability”  means 
“such  a disability  as  renders  insured  unable  to 
])erform  the  substantial  and  material  acts  of  his 
Inisiness  or  occupation  in  the  usual  way.” 

We  were  rather  interested  in  the  autobiography 
of  Robert  Taylor  featured  recently  in  the  lay 
press  but  disappointed  when  in  one  breath  he 
stated  his  father  had  practiced  medicine  in  Ne- 
braska and  in  the  next  breath  classed  him  an  os- 
teopath. Osteopaths  do  not  practice  medicine. 
Thev  may  think  they  do,  but  they  are  mistaken. 

The  first  of  the  Refresher  Courses  sponsored 
by  the  Nebraska  Department  of  Health  was  held 
at  Humboldt,  February  9.  The  subjects  discussed 
at  this  meeting'  were  as  follows : “The  Manage- 
ment of  Women  in  Pregnancy,”  by  Harold  [Mor- 
gan, M.  D.,  of  Lincoln  ; and  “The  Care  of  Pre- 
mature and  Newborn  Infants,”  by  C.  G.  Weigand, 
[M.  D.,  of  Omaha. 

Dr.  A.  S.  Pinto,  Omaha,  remains  as  the  only 
unsung  hero  of  Dr.  Walter  Reed’s  notable  ex- 
periments with  yellow  fever  in  Cuba.  Bitten  by 
a mosquito  under  experimental  control,  he  failed 
to  contract  the  disease.  Dr.  James  Carroll  under 
the  same  experiment  died  within  a few  days. 
Dr.  Jesse  W.  Lazear  died  from  the  effects  of 
the  disease  several  years  later.  The  unsung  hero 
is  the  one  who  lives  to  tell  the  tale. 

Weinstein  and  Weiss,  Jour.  Inf.  Dis.,  Jan.- 
Feb.,  1937,  have  demonstrated  that  when  mature 
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white  rats  subsisting  on  a high  protein  diet,  con- 
sisting exclusively  of  raw  chopped  beef,  were 
given  banana  powder,  apple  powder,  or  raisins, 
their  intestinal  flora  was  changed  from  one  in 
which  non-acidnric  bacteria  predominated  to  one 
in  which  L.  acidophilus  was  the  outstanding  or- 
ganism. 

The  vaccination  of  cattle  against  Bang’s  dis- 
ease during  calf  hood  is  a promising  means  of 
combating  this  serious  cattle  malady,  says  Dr. 
J.  R.  Mohler,  chief  of  the  Bureau  of  Animal  In- 
dustry, United  States  Department  of  Agriculture. 
"Yet,”  he  cautions,  “this  procedure  is  still  in  the 
experimental  stage  and  live  stock  owners  should 
hesitate  to  place  faith  in  claims  that  promise  more 
than  scientific  findings  to  date  warrant.” 

An  editorial  in  Southern  M.  J Feb.,  1937, 
says : In  reviewing  recent  studies  on  the  effects 
of  various  drugs  on  vitamins  in  human  tissues, 
this  editorial  points  out  that  acetyl  salicylic  acid 
( aspirin ) causes  a rise  in  the  amount  of  vitamin 
C in  the  urine,  thus  indicating  that  this  drug  di- 
minishes utilization  of  vitamin  C by  the  body. 
Frequent  association  of  scurvy  and  rheumatoid 
arthritis  in  patients  to  whom  salicylates  have  been 
administered  has  been  reported. 

The  only  people  who  have  been  so  concerned 
over  our  derelictions  toward  the  sick  and  afflict- 
ed have  been  the  professional  advisers  and  busy- 
bodies  who  either  are  wealthy,  do  not  have  to 
worry  about  a living,  and  are  quite  willing,  even 
eager,  to  direct  the  destinies  of  the  medical  pro- 
fession, uninvited  and  unsought,  and  the  writers 
of  articles  for  public  consumption,  whose  sole  in- 
terest in  the  matter  is  in  direct  proportion  to  the 
sums  received  for  the  articles. — Milwaukee  Medi- 
cal Times. 

Osier's  Principles  and  Practice  of  Medicine: 
“A  last  word  on  the  subject  of  tuberculosis  to  the 
general  practitioner : The  leadership  of  the  bat- 

tle against  this  scourge  is  in  your  hands.  Much 
has  been  done,  much  remains  to  do.  By  early 
diagnosis  and  prompt,  systematic  treatment  of  in- 
dividual cases,  by  the  prompt  recognition  of  con- 
tact cases,  by  striving  in  every  possible  way  to 
improve  the  social  condition  of  the  poor,  by  join- 
ing actively  in  the  work  of  the  local  and  national 
anii-tuberculosis  societies  you  can  help  in  the 
most  important  and  the  most  hopeful  campaign 
ever  undertaken  by  the  profession. 


Many  of  the  political  speakers  who  make  ad- 
dresses over  the  radio  should  be  taken  off  the 
ether  and  put  under  it. — Providence  News- 
Tribune. 
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Millard  C.  Langfeld,  Omaha;  .lohns  Hopkins  Med- 
ical Scliool,  1898;  located  in  Omaha  since  1899;  first 
as  private  physician,  later  e.stablished  a laboratory; 
assistant  profes.sor  of  medicine  at  Creig:hton  Univer- 
sity Medical  School,  up  to  1910;  from  1919  to  1933, 
laboratory  director  of  the  Cudahy  Packing  company 
at  Omaha;  health  director  of  Omaha,  from  1933  to 
within  recent  months;  author  of  a book  on  contagious 
diseases  for  nurses;  a tireless  worker,  a man  of  out- 
standing ability  and  a good  citizen;  died  Alarch  22, 
1937,  of  cardio-renal  disease,  aged  sixty-four  years. 

A widow  and  two  sons  survive. 

William  A.  Paxton,  Denver  (retired);  Ensworth 
Medical  College,  St.  .Joseph,  Mo.,  1901;  pioneer  phy- 
sician of  Paxton,  X'ebraska;  lived  in  retirement  and 
in  a state  of  semi-invalidism  in  Denver  for  a number 
of  years;  died  March  12,  1937,  aged  about  seventy-five 
years. 

A widow,  two  daughters  and  two  sons  survive. 

Eli  H.  Bradford,  Rock  Island,  111.;  Chicago  Homeo- 
pathic Medical  College,  1886;  practitioner  at  Wayne, 
Nebr.,  from  about  1887  to  1890,  since  then  at  Rock 
Island,  111.;  died  March  3,  1937,  aged  about  seventy- 
six  years. 

A wife  and  son  survive. 


UNITED  STATES  NAVY  MEDICAL  CORPS; 

COMMISSIONS,  INTERNESHIPS, 
POSTGRADUATE  COURSES 

The  Medical  Corps  of  the  United  States  Navy  of- 
fers a number  of  interneships  and  commissions  to 
graduates  of  Class  “A”  medical  schools.  Examina- 
tions will  begin  on  IMay  10,  1937,  and  applications 
should  be  on  file  at  least  one  month  prior  to  that 
date. 

Commissions — Qualified  candidates  who  have  com- 
pleted interneships  in  civilian  hospitals  will  be  com- 
missioned as  Assistant  Surgeons  with  the  rank  of 
Lieutenant  (junior  grade)  and  assigned  to  the  Naval 
Medical  School,  Washington,  D.  C.,  for  a postgrad- 
uate course  of  instruction. 

Interneships — Senior  medical  students  who  qualify 
for  appointments  to  interneships  in  Naval  Hospitals 
will  be  appointed  Acting  Assistant  Surgeons  with  the 
rank  of  Lieutenant  (junior  grade)  for  temporary 
service  during  the  interne  year,  and  upon  satisfactory 
completion  of  interneship  will  be  allowed  to  appear 
for  competitive  examination  for  permanent  appoint- 
ment. Should  an  interne  desire  to  return  to  the  prac- 
tice of  medicine  in  civil  life,  his  appointment  as  an  | 
Acting  Assistant  Surgeon  will  be  terminated  and  he  | 
will  be  honorably  discharged  from  the  Naval  Service. 

Qualifications — Candidates  must  be  United  States 
citizens  between  the  ages  of  21  and  32  years  at  the 
time  of  appointment,  and  pass  a physical  and  profes- 
sional examination.  The  physical  requirements  com- 
prise the  following:  Height — 66  to  76  inches,  inclu- 
sive; robust  physique  and  development;  weight — 
proportionate  to  age  and  height;  hearing — normal; 
vision — not  less  than  12/20  each  eye  unaided  by 
glasses  and  capable  of  correction  to  20/20;  color  per- 
ception— normal;  teeth — not  less  than  20  vital  teeth, 
of  which  there  must  be  4 opposed  incisors  and  4 
opposed  molars. 

Compensation — Officers  of  the  rank  of  Lieutenant 
(junior  grade)  without  dependents  receive  compensa- 
tion of  $2,699  per  year,  while  those  with  dependents 
receive  $3,158  per  year.  There  are  additional  cash 
allowances. 

If  interested,  write  at  once  for  further  particulars 
to 

BUREAU  OF  MEDICINE  AND  SURGERY, 
Navy  Department,  Washington,  D.  C. 
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AUXILIARY  NEWS  NOTES 

The  Medical  Auxiliary  of  Douglas  County  met  De- 
cember 8,  in  the  Tea  Room  of  the  Medical  Arts 
Building,  Mrs.  J.  F.  Hyde  presiding.  The  purpose 
of  the  meeting  was  to  raise  funds  to  finance  the 
making  of  poliomyelitis  serum  to  be  used  in  case 
of  an  epidemic  in  the  summer.  Dr.  Floyd  Clarke 
spoke  regarding  the  responsibilities  of  this  work. 

At  this  meeting  plans  were  made  for  a benefit 
musical  to  be  held  April  the  ninth.  The  meeting- 
having  adjourned,  the  members  of  the  medical  so- 
ciety joined  the  ladies  for  a Dutch  Lunch,  served  by 
the  Auxiliary. 

****** 

A beautifully  appointed  tea  was  given  at  the  lovely 
new  home  of  Dr.  and  Mrs.  J.  C.  Thompson,  Lincoln, 
for  the  members  of  the  Lancaster  County  Medical 
Auxiliary.  Miss  Beth  Miller  gave  a piano  recital 
featuring  the  music  of  Bach,  Chopin  and  De  Bussey. 


AUXILIARY  PRESIDENT  SI’EAKS 
Members  of  Women’s  Auxiliary  to  Nebraska  State 

Medical  Association: 

This  is  to  remind  you  that  our  year  is  drawing  to 
a close.  The  Annual  Convention  will  be  held  at  the 
Paxton  Hotel  in  Omaha  May  11th,  12th,  and  13th. 
Plan  now  to  attend  the  meetings.  I promise  you  an 
interesting  and  entertaining  program. 

Assuming  that  you  do  not  wish  to  miss  out  on  these 
activities  which  include  a lovely  luncheon  and  tea,  I 
urge  you  to  send  your  dues  at  once  to  Mrs.  Elmer 
Hansen,  2425  South  Street,  Lincoln.  Our  fiscal  year 
closes  March  31st,  and  unless  the  State  Treasurer 
has  received  yours  by  that  date  you  are  not  a member 
this  year.  I am  giving  a small  prize  to  the  president 
of  the  County  Auxiliary  having  the  largest  percentage 
of  eligible  members  in  proportion  to  the  County  Med- 
ical Society. 

If  your  husband  has  an  avocation  or  hobby  urge 
him  to  exhibit  it  at  the  State  Convention.  The  ex- 
hibits of  Doctor’s  Hobbies  at  the  convention  last  year 
was  so  thoroughly  enjoyed  by  the  Doctors  that  we 
want  to  give  them  an  even  better  one  this  year. 

Let  us  make  this  the  biggest  and  best  State  Con- 
vention the  Auxiliary  has  ever  enjoyed.  Pay  your 
dues,  come,  and  we  assure  you  of  an  enjoyable  time. 

Mrs.  James  W.  Woodward,  President. 


TUBERCULOSIS  ABSTRACTS 

THE  EARLY  DIAGNOSIS  CAMPAIGN 

For  ten  consecutive  years  the  tuberculosis  associa- 
tions of  the  United  States  have  been  conducting  in 
the  month  of  April  an  annual  publicity  campaign  for 
the  early  diagnosis  of  tuberculosis.  Dr.  Edward  L. 
Trudeau,  the  pioneer  of  the  fight  against  tuberculosis 
in  the  United  States,  went  on  record  at  the  fii'St 
meeting  of  the  National  Tuberculosis  Association  on 
May  18,  1905,  as  follows: 

“The  first  and  greatest  need  in  the  prevention  of 
tuberculosis  is  education;  education  of  the  people,  and 
through  them  education  of  the  state.  It  is  evident 
that  if  every  man  and  woman  in  the  United  States 
were  familiar  with  the  main  facts  relating  to  the 
manner  in  which  tuberculosis  is  communicated  and 
the  simple  measures  necessary  for  their  protection, 
not  only  might  we  reasonably  expect  as  a direct  re- 
sult of  this  knowledge  a great  diminution  in  the  death 
rate  of  the  disease,  but  the  people  would  soon  demand 
and  easily  obtain  effective  legislation  for  its  preven- 
tion and  control. 

“When  a state  has  once  become  well  educated,  and 
not  before,  will  the  other  requisites  necessary  to  the 
control  of  the  disease  be  forthcoming.” 


This  fundamental  principle  is  as  valid  today  as  it 
was  32  years  ago.  The  tuberculosis  associations  of 
the  country  appreciate  the  cooperation  and  leadership 
which  the  medical  profession  has  always  offered. 
Again  the  farsighted  physician  is  urged  to  lend  his 
help  to  this  year’s  campaign. 

The  theme  of  the  1937  E.  D.  C.  (Early  Diagnosis 
Campaign)  is  “Uncover  Tuberculosis  With  Modern 
Methods.’’  For  the  campaign  three  leaflets  have  been 
produced. 

The  first  leaflet  called  “Signals”  deals  with  early 
symptoms  of  tuberculosis  and  the  importance  of  con- 
sulting the  doctor  on  their  first  appearance.  It  is  a 
discouraging  fact  that  in  the  last  ten  years  no  appre- 
ciable increase  has  occurred  in  the  proportion  of 
“early  cases”  admitted  to  sanatoria.  This  is  in  spite 
of  years  of  earnest  educational  efforts  urging  people 
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UNCOVER  IT  BY  MODERN  METHODS 
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to  obtain  medical  advice  on  the  appearance  of  the 
earliest  symptoms  which  are  enumerated  in  the 
pamphlet.  One  of  the  explanations  offered  is  that 
some  of  the  early  spmptoms  are  not  sufficiently  se- 
vere to  prompt  people  to  action.  In  fact  they  are 
often  so  subtle  as  to  be  overlooked  even  by  the  doc- 
tor. Surveys  of  large  numbers  of  sanatorium  patients 
have  shown  that  fatigue  is  often  the  first  and  only 
warning  signal.  Another  danger  sign  which  is  just 
as  often  overlooked  or  disregarded  by  the  patient  is  a 
group  of  symptoms  which  we  commonly  call  indiges- 
tion. A cough  that  hangs  on,  loss  of  weight,  blood 
spitting,  pleuritic  pain,  are  more  likely  to  cause  a man 


or  woman  to  visit  the  family  doctor.  The  physician’s 
greatest  part  in  the  fight  against  tuberculosis  is  his 
willingness  to  investigate  these  danger  signs  at  once, 
bearing  in  mind  that  often  it  is  impossible  to  exclude 
tuberculosis  without  an  x-ray  of  the  chest.  The  files' 
of  tuberculosis  sanatoria  are  filled  with  case  histories 
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showing  that  cases  were  diagnosed  far  too  late.  Not 
only  is  syphilis,  as  Osier  says,  a great  imitator  but 
tuberculosis  also  imitates  the  symptoms  of  many 
other  diseases. 

The  somewhat  out-dated  survey  by  Dr,  Linsly  Wil- 
liams and  Miss  Alice  Hill  has  furnished  data  relating 
to  the  fate  of  about  1,500  tuberculosis  sanatorium  pa- 
tients, A regretably  large  number  of  these  cases  were 


first  diagnosed  as  bronchitis,  pleurisy,  colds,  “conges- 
tion” of  the  lung  and  a great  variety  of  other  diseases 
including  malaria,  cancer,  anemia,  pathological  condi- 
tions of  the  liver,  kidney,  bladder  and  even  rheuma- 
tism. 

Only  the  four  classic  symptoms  of  early  tubercu- 
losis— fatigue,  loss  of  weight,  cough  and  indigestion. 


are  mentioned  in  the  pamphlet.  Care  is  taken  to  make 
clear  that  none  of  these  symptoms  is  pathognomonic 
but  that  any  one  of  them  should  be  considered  as  a 
danger  signal  to  be  investigated  by  the  physician, 
emphasizing  the  advice  that  he  be  consulted  early. 

The  second  booklet  “It  Can  Happen”  deals  with  the 
tuberculin  test  and  is  addressed  to  high  school  groups. 


The  third  booklet  “In  Every  Home"  deals  with  the 
age-old  story  of  contacts. 

It  is  abundantly  recognized  that  the  reason  for 
failure  to  find  early  cases  cannot  result  entirely  from 
the  apathy  of  patients  nor  from  lack  of  vigilance  on 
the  part  of  the  doctor.  Sanatorium  men  recognize  the 
fact  that  more  and  more  cases  appear  where  the 
transition  from  the  “early”  or  “silent”  stage  of  tuber- 
culosis to  the  moderately  advanced  or  far  advanced 
is  relatively  swift  and  only  by  the  barest  chance  is 
the  minimal  case  detected  if  the  fluoroscope  or  the 
x-ray  is  not  used  as  a standard  aid  in  diagnostic 
practice. 
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The  regular  meeting  of  the  Omaha- Douglas  County 
Medical  Society  was  held  February  9.  The  scientific 
program  consisted  of  a case  report  by  Dr.  .1.  P.  Toll- 
man on  Pott’s  Disease,  which  was  discussed  by  Drs. 

.1.  .lay  Keegan,  R.  W.  Fonts,  J.  D.  McCarthy  and 
R.  R.  Best.  This  was  followed  by  a paper  on  the 
“Diagnosis  of  Breast  Lesions  by  Contrast  Roentgeno- 
grams” by  Dr.  N.  F.  Hicken  and  Dr.  Chas.  F.  Moon. 
Discussion  by  Drs.  Harris,  Moon  and  Hicken.  The  | 
next  paper  was  by  Dr.  David  C.  Findley  on  “Personal 
Experiences  With  Obstetrical  Anesthesia  and  Anal- 
gesia.” Discussion  was  opened  by  Dr.  Harley  Ander- 
son and  Dr.  Frank  Murphy.  Following  this  a resolution 
was  read  by  Dr.  Claude  Mason  on  the  death  of  Dr. 
Alfred  Schalek,  long  an  active  member  of  this  society  i 
and  recently  elected  to  honorary  membership.  The  pro- 
gram was  concluded  with  a paper  by  Dr.  Leon  Mc- 
Googan  on  “Protein  Diets  in  the  Treatment  of  Pre-  ’ 
eclampsia.”  | 

The  regular  meeting  of  the  Omaha- Douglas  County  ' 
Medical  Society  was  held  February  23.  President 
Keegan  presided.  The  minutes  of  the  previous  meet- 
ing were  read  and  approved.  Dr.  Keegan  made  an 
announcement  regarding  the  Nebraska  State  Senate  ; 
Bill  No.  118  and  United  States  Senate  Bill  No.  1233. 
Dr.  Keegan  urged  all  members  to  read  the  editorial  on 
page  645  of  the  Journal  of  the  American  Medical  Asso- 
ciation for  February  20,  1937. 

The  scientific  program  consisted  of  a case  report 
by  Dr.  Harley  E.  Anderson  on  “Osteopetrosis  Compli- 
cated With  Pregnancy”  which  was  discussed  by  Drs. 

F.  L.  Simonds,  J.  Jay  Keegan,  Herman  F.  Johnson 
and  George  Robertson.  Dr.  Herbert  Davis  presented 
a paper  on  “Factors  Influencing  Prognosis  in  Cancer 
of  the  Breast.”  The  discussion  was  opened  by  Dr.  E.  C. 
Henry,  Dr.  Max  Emmert,  Dr.  Jas.  F.  Kelly  and  Dr. 
Davis.  Dr.  Frank  Conlin  presented  nine  cases  in  a 
talk  on  “Differential  Diagnosis  of  Some  Upper  Ab- 
dominal Tumors  and  Other  Organic  Enlargements.” 
This  paper  was  discussed  by  Drs.  Tollman  and  Hunt. 

A film  on  Pneumonia  was  presented  through  the  ' 
courtesy  of  the  Lederle  Laboratories  and  Dr.  F.  E. 
Schmidt. 

The  Sixth  Councilor  District  Medical  Society  held  a 
meeting  at  Aurora,  March  22,  with  a good  attend- 
ance. Following  dinner  at  the  Aurora  Hotel  the  fol- 
lowing program  was  presented:  “Acute  Ear  Diseases,” 

G.  Mishler,  M.  D.,  Grand  Island;  “Motion  Picture  j 
Travelogue  On  India,”  J.  J.  Hompes,  M.  D.,  Lincoln.  | 

The  Platte- Loup  Valley  Medical  Society  met  at  the 
Evans  Hotel,  Columbus,  for  dinner,  March  16,  follow- 
ing which  the  following  program  was  presented: 
“Tumors  of  the  Breast,”  Dr.  Herbert  Davis;  “Vener- 
eal Diseases,”  Dr.  Edmund  Zimmerer. 

The  Tri-County  Medical  Society  of  Dodge,  Burt  and 
Washington  Counties,  met  at  the  Pathfinder  hotel,  I 
Fremont,  February  22,  over  a dinner.  About  thirty  ( 
physicians  attended.  The  program:  “Prevention  of  | 
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Goiter  Mortality,”  Dr.  N.  P.  Hickens,  Omaha;  ‘‘George 
Washington’s  Last  Illness,”  Dr.  Andrew  Harvey,  Fl-e- 
mont.  These  were  both  excellent  papers  and  well 
presented. 

The  Sixth  Councilor  District  Medical  Society  met  at 
the  McCloud  hotel,  York,  February  22,  over  a dinner. 
The  program  featured  Tuberculosis:  “Resume  Tuber- 
culosis Survey  York  County,”  R.  E.  Harry,  M.  D., 
York;  “Primary  and  Early  Secondary  Tuberculosis,” 
E.  W.  Hancock,  M.  D.,  Lincoln;  “Pulmonary  Tuber- 
culosis: Case  Presentations,”  Geo.  W.  Covey,  M.  D., 
Lincoln;  Remarks,  John  F.  Allen,  M.  D.,  Omaha. 

The  Phelps  County  Medical  Society  at  a meeting 
held  at  Holdrege,  February,  elected  Dr.  W.  A.  Schreck, 
Bertrand,  president;  Dr.  M.  B.  Wilcox,  Holdrege,  vice 
president;  Dr.  Robert  Best,  Holdrege,  secretary- 
treasurer;  Dr.  K.  P.  Palmer,  Holdrege,  delegate.  This 
completely  reorganizes  the  society,  following  a period 
of  inactivity. 

The  Northeast  Nebraska  Medical  Society  met  at 
Wayne,  March  11,  with  a dinner  at  the  Hotel  Strat- 
ton. The  scientific  program  was  as  follows: 

“Arsenic  Poisoning  Traced  to  Flour,”  Dr.  John 
Buis,  Pender;  “Coronary  Artery  Disease”  (slides  and 
demonstrations).  Dr.  F.  W.  Niehaus,  Omaha;  “Some 
Practical  Aspects  of  Lesions  of  the  Colon  and  Rec- 
tum” (slides).  Dr.  R.  Russel  Best,  Omaha. 

Dr.  E.  L.  Brush,  Norfolk,  Councilor  for  the  Fourth 
District,  was  present  at  the  meeting  and  reported  that 
to  date  35  physicians  had  signed  for  the  Refresher 
Course  for  the  Councilor  District  to  be  given  at 
Wayne  some  time  in  the  future. 

The  Adams  County  Medical  Society  met  March  3 
over  a dinner  and  was  one  of  the  most  interesting 
ever  held  although  but  one  paper  was  presented. 

Dr.  Richard  Young  of  Omaha  discussed  “The  Use  of 
Insulin  Shock  in  the  Treatment  of  Schizophrenia.” 
He  gave  a most  interesting  discussion  based  entirely 
on  the  work  being  done  by  himself  and  his  father. 
The  discussion,  which  followed,  occupied  about  half 
the  time  and  was  engaged  in  by  a number  of  those 
present  and  was  of  a lively  and  interesting  nature. 

In  a personal  communication  the  secretary  writes: 
Our  society,  with  its  forty  members,  is  the  third 
largest  society*,  and  I believe,  one  of  the  strongest 
and  most  active  in  the  state.  I feel  that  we  have 
established  something  of  a record  in  the  way  of 
attendance.  For  about  two  years  we  have  had  an 
average  attendance  of  seventy-five  per  cent  of  our 
members  at  our  regular  monthly  meetings.  This  is 
due  to  two  factors,  which  are  the  usual  important 
factors  in  this  respect,  namely,  dinner  meetings  fol- 
lowed by  good  programs. 

Although  the  response  is  not  great,  each  month 
cards  are  sent  to  about  thirty  or  forty  doctors  in  the 
surrounding  territory  urging  them  to  attend  our 
meetings.  Enough  of  them  respond  each  time  to 
warrant  continuing  this  practice. 

The  Nance  County  Medical  Society  met  at  Griffin’s 
Cafe,  FJillerton,  March  11th.  Following  a dinner  was 
a Round  Table  discussion.  Dr.  A.  P.  Synhorst,  Grand 
Island,  was  the  guest  speaker,  his  subject  being 
“Hematuria.” 

“Doc,  I’se  jest  been  bit  by  a dawg.” 

“Well,  well.  Was  he  a rabid  dog?’’ 

“Nasah,  Doc,  he  was  jest  a plain  old  bird 
dog.’’ — Flame. 

*The  Madison-Six  County  Society  had  60  members  in  1936. 
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Sumner,  Nebraska,  is  asking  for  a physician  to 
locate. 

Dr.  J.  J.  Kiefer,  West  Point,  was  reported  ill  re- 
cently. 

Dr.  E.  E.  Clark,  Ashland,  has  been  seriously  ill  at 
a Lincoln  hospital. 

Dr.  .1.  E.  Olsson,  Lexington,  seriously  ill  for  some 
time,  has  recovered. 

Dr.  J.  S.  White  has  become  camp  physician  at  the 
David  City  CCC  Camp. 

Dr.  .1.  H.  Hall,  aged  Plattsmouth  physician,  has 
been  reported  ill  recently. 

Dr.  C.  B.  Coe,  Wakefield,  has  opened  hospital  fa- 
cilities for  the  community. 

Dr.  W.  J.  Hemphill,  North  Loup,  is  reported  recov- 
ered from  a severe  infection. 

Dr.  A.  C.  Barry,  Norfolk,  recently  told  the  Hi-Y 
boys  the  story  of  modern  medicine. 

Dr.  Ernest  Lennemann,  Dawson,  recently  underwent 
an  operation  in  a Falls  City  hospital. 

Dr.  G.  M.  Andrews,  for  a number  of  years  in  prac- 
tice in  Auburn,  has  moved  to  Nemaha. 

Dr.  and  Mrs.  Chester  Waters,  Omaha,  have  recently 
returned  from  a motor  trip  to  Mexico  City. 

Dr.  J.  H.  Morrow,  Merna,  was  recently  hospitalized 
at  Grand  Island  on  account  of  an  infected  arm. 

Dr.  C.  W.  Pollard,  dean  of  Omaha  obstetricians,  has 
been  elected  to  the  presidency  of  the  local  Red  Cross. 

Dr.  E.  C.  Henry,  well  known  Omaha  surgeon,  has 
been  appointed  special  lecturer  in  surgery  at  Creigh- 
ton University. 

Dr.  .1.  E.  Meyer,  Columbus,  talked  on  “The  Cancer 
Control  Problem”  before  the  local  Chamber  of  Com- 
merce, recently. 

Morphine  and  some  money  and  checks  were  stolen 
from  the  office  of  Drs.  Salter,  Brush  and  Salter,  Nor- 
folk, last  month. 

Dr.  Charles  Moon,  Omaha,  gave  a lecture  in  the 
court  room.  Pawnee  City,  recently,  on  “What  We 
Know  About  Cancer.” 

Dr.  E.  E.  Miller,  Culbertson,  after  five  months’ 
treatment  for  chronic  arthritis  in  Denver,  is  con- 
valescing at  his  home. 

Dr.  L.  H.  Schafer,  Petersburg,  recently  suffered  a 
streptococcic  infection  of  the  hand  which  incapaci- 
tated him  for  some  time. 

For  stealing  a bag  of  instruments  from  Dr.  J.  H. 
Judd’s  car,  Omaha,  a thief  caught  in  the  act  served 
fifteen  days  in  the  Douglas  county  jail. 

Dr.  Howard  Morrison,  a Bradshaw  product,  has  be- 
come associated  with  Drs.  W'herry  and  Haney,  Omaha. 
For  the  past  year  he  was  a student  at  the  Chicago 
Eye  and  Ear  Infirmary. 

Dr.  Kirk  Riley,  a Wisner  product,  for  a number  of 
years  located  at  the  government  hospital  at  Fort 
Lyon,  Colorado,  has  been  transferred  to  a government 
hospital  at  Little  Rock,  Arkansas. 

Dr.  J.  I.  Limburg,  Sr.,  formerly  of  Fremont,  and 
Dr.  J.  I.  Limburg,  Jr.,  formerly  of  Cedar  Bluff,  have 
recently  purchased  a hospital  at  Buhl,  Idaho,  and  have 
moved  there  and  taken  possession. 

The  Mary  Banning  hospital,  Hastings,  has  received 
as  a donation  2,829  acres  of  Nebraska  farm  lands  from 
two  brothers  by  the  name  of  Fi-ahm,  who  also  plan 
to  spend  $25,000  in  building  a nurses’  home. 

Dr.  F.  L.  Wilson,  Stuart,  has  sold  his  hospital  to  a 
Michigan  surgeon  named  Clark  and  will  spend  some 
time  doing  postgraduate  work  after  which  it  is  re- 
ported he  will  locate  in  some  larger  Nebraska  city. 

An  honor  scroll  has  been  awarded  to  Dr.  Victor  E. 
Levine,  professor  of  biology  and  nutrition,  Creighton 
University,  by  the  Columbia  University  Graduate 
School  for  outstanding  contributions  to  the  human 
race. 

Dr.  Ralph  Luikart,  Omaha,  gave  the  last  of  the 
refresher  course  lectures,  March  16,  before  the  Eighth 
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Councilor  District  at  Tecumseh,  his  subject  being 
"Indications  and  Contra-indications  for  Cesarean 
Section." 

Dr.  Russel  Best,  Omaha,  appeared  before  the 
Shawnee  County  Medical  Society,  Topeka,  recently, 
with  a paper  "Some  Recent  Advancements  in  the 
Diagnosis  and  Management  of  Biliary  Tract  Disease.’’ 
The  same  paper  was  given  at  Sioux  City  before  the 
Woodbury  County  Society,  March  25. 


BOOKS  RECEIVED 

AN  INTRODUCTION  TO  MEDICAL  SCIENCE,  by 
William  Boyd,  M.  D.,  M.  R.  C.  P.  (Edin.),  F.  R.  C.  P. 
(Bond.),  Dipl.  Psych.,  F.  R.  S.  (Canada)  Professor  of 
Pathology  in  the  University  of  Manitoba;  Pathologist 
to  the  Winipeg  General  Hospital,  Winipeg,  Canada. 
Lea  & Febiger,  Philadelphia.  Illustrated  with  108 
engravings.  307  pages.  Sixteen  mo. 

LISTER  CENTENARY  CELEBRATION,  AMER- 
ICAN COLLEGE  OF  SURGEONS,  Detroit,  Michigan. 
October,  1927.  Descriptive  Catalogue  Lister  Collec- 
tion. Presented  by  The  Wellcome  Hositorical  Medical 
Museum.  54A.  Wigmore  Street,  London.  W.  Printed 
in  England. 


^rULTIPLE  TUMOR  SYNDROME  IN  TEIE 
M.M.E:  CARCINOM.\  OE  THE  BREAST. 
PLEOMORPHIC  SARCOMA  OF  THIGH 
.\ND  NEUROFIBROMAS  OF  SKIN 

George  G.  Davis.  Henr}’  A.  Hanelin  and  Theo- 
dore C.  iMouzakeotis.  Chicago  (Journal  A.  M.  A., 
■April  18.  19, 30).  observed  a combination  of  neo- 
plasms in  one  individual,  each  having  a different 
site  of  origin  and  location  and  each  presenting  an 
independent  clinical  problem.  It  is  the  combina- 
tion of  a malignant  tumor  of  the  thigh  and  papil- 
lary growths  of  the  skin  with  the  relatively  in- 
frequent carcinoma  of  the  male  breast.  The  case 
is  that  of  a white  man,  aged  57,  who  clinically  and 
pathologically  exhibited  a multiple  tumor  syn- 
drome, each  neoplasm  being  independent  of  the 
other  and  arising  from  different  anlagen ; the 
tumors  were  removed  surgically  and  up  to  the 
present  date  the  patient  has  shown  no  evidence  of 
metastases.  He  appears  to  be  progressing  physi- 
cally under  radiation  therapy.  Carcinomas  of  the 
male  breast  are  responsible  for  1.24  per  cent  of 
the  carcinomas  of  the  breast  in  both  sexes.  Car- 
cinomas are  eighty  times  more  prevalent  in  the 
female  breast  than  in  the  male  breast.  Surgical 
excision  combined  with  postoperative  irradiation 
has  been  found  to  be  the  treatment  of  choice. 
Skeletal  muscle  sarcomas  may  be  derived  from 
any  of  the  contiguous  and  continuous  structures 
anatomically  associated  with  the  muscle ; treat- 
ment here  is  preferably  surgical  excision  followed 
by  postoperative  irradiation.  Neurofibromas  of 
the  skin  are  relatively  benign  neoplasms  and  in 
the  present  instance  did  not  show  any  evidence  of 
malignant  change. 
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ANNOUNCEMENTS  AND  PROGRAM  (Abridged) 

ANNUAL  MEETING  NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Paxton  Hotel,  Omaha  — May  10,  11,  12,  13,  1937 


ANNOUNCEMENTS 

THIRD  ANNUAL  GOLF  TOURNAMENT  AT 
OMAHA  FIELD  CLUB 

May  10,  1937  - 2 P.  M. 

We  want  every  member  of  the  Nebraska  State 
Medical  Association  to  come  to  this  meeting. 
There  will  be  trophies  for  a number  of  events  and 
a lot  of  prizes  for  everybody. 

Trap  shoot  has  been  arranged  at  the  Ak-Sar- 


Ben  Field  on  May  10,  1937,  at  2 P.  M.  Bring 
your  gun  and  take  home  a prize. 

INFORMAL  LUNCHEONS  AND  DINNERS 

Tuesday  Noon Various  Alumni  Luncheons 


Tuesday,  May  11,  G :30  P.  M Dinner 

Wednesday,  May  12,  12:00 Luncheon 

Thursday,  May  13,  12:30 Luncheon 


ANNUAL  BANQUET 

Wednesday,  May  12,  1937  - G :30  P.  M. 


THE  ANNUAL  MEETING  OF 

THh:  W'OMAN’S  AUXILIARY  OF  THE  NEBR.ASK.\  STATE  MF.DICAL  .\SSOCI.\TIO.\' 

PROGRAM 
Tuesday,  May  11,  1937 

Regi.stration  Headquarters Hotel  Paxton 

1(»:00  .A.  M.  Executive  Session — Hotel  Paxton Airs.  J.  M.  Woodward.  Presiding 

12:3)0  B.  M.  Informed  Luncheon Hotel  Paxton 

Style  Show  - Tea Courtesy  Douglas  County  .Au.xiliary 

■) :()()  I*.  .M.  hriends  of  Art Tenth  Floor  Brandeis  Store 
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Wednesday,  May  12,  1937 

9 ;30  A.  M.  Annual  Business  Meeting — Hotel  Paxton Mrs.  J.  M.  Woodward,  Presiding 

1  :00  P.  M.  Luncheon  and  Program Hotel  Fontenelle 

Guest  Speaker:  Dr.  Chas.  Gordon  Heyd,  President  of  the  American  Medical  Assn. 
“The  Woman  s Auxiliary  and  Organised  Medicine.” 

Tickets  $1.00  Per  Plate — Available  at  Headquarters 
()  :30  P.  M.  Banquet — Nebraska  State  Medical  Association Hotel  Paxton 


Thursday,  May  13,  1937 

10:00  A.  M.  Executive  Session — Hotel  Paxton Mrs.  E.  E.  Farnsworth,  Presiding 

11:00  A.  M.  Garden  Tour  — Dutch  Treat  Luncheon 

HOUSE  OF  DELEGATES 


FIRST  SESSION 

Tuesday,  May  11  - 12:30  P.  iM. 
House  Called  to  Order  by  President 
Adoption  of  the  IMinutes  of  the  193G  Meeting 
Election  of  President  Pro  Tern 
Repiort  of  Council 
Report  of  Committees 
Memorials  and  Communications 
New  Business 

Election  of  Committee  on  Nominations 
Announcements 

SECOND  SESSION 
Wednesday,  May  12  - 8:00  A.  M. 
Reading  of  Minutes 


Unfinished  Business 
New  Business 
Announcements 

THIRD  SESSION 

Thursday,  May  13-8  :00  A.  M. 
Reading  of  Minutes 
Report  of  Committee  on  Nominations 
Election 

Unfinished  Business 

BOARD  OF  COUNCILORS 
First  Session — 7 :00  P.  M.,  Tuesday,  May  11 
Second  Session — 


PROGRAM 

Tuesday,  May  11,  1937  - 9:00  A.  M. 

Invocation  Rev.  Emil  G.  Chinlund 

9:00  Opening  of  Meeting. Dr.  J.  Jay  Keegan,  President  Omaha-Douglas  County  Medical  Society 


9:05 

9:25 

9:55 


10:25 

1 0 :45 

11 :15 

1 1 :35 


SYMPOSIUM  ON  MATERNAL  AND  CHILD  FIEALTH 
Dr.  Clayton  Weigand,  Omaha,  Presiding 

- - _..Dr.  J.  Warren  Bell 

“Preve)itive  Medicine  in  Pediatrics  from  the  Standpoint  of  the  Practicing  Physician” 

- Dr.  E.  J.  Huenekens,  Minneapolis 

“The  Responsibility  of  the  Medical  Profession  in  the  Problem  of  Maternal  Welfare” 

- Dr.  J.  R.  Reinberger,  Memphis,  Tenn. 

“The  Value  of  Convalescent  Serum  in  the  Acute  Contagious  Diseases” 

Dr.  C.  M.  Hyland,  Los  Angeles,  Calif. 


Tuesday,  May  11,  1937  - 1 :50  P.  M. 

1 :50  Installation  of  the  President  of  The  Nebraska  State  Medical  Association 

- Dr.  Claude  A.  Selby,  Presiding 

Introduction  of  President-elect,  Dr.  R.  W.  Fonts Dr.  George  Covey 

2:00  Presidential  Address,  Dr.  R.  W.  Fonts Dr.  George  Covey,  Presiding 

2  :20  Address  Program  Committee - Dr.  J.  D.  McCarthy,  Omaha 

2 :30  “Diffuse  Hepatitis” Dr.  Richard  H.  Jaffe,  Chicago,  III. 

3:00  ‘‘The  Management  of  Deep  Neck  Infection” Dr.  H.  N.  Boyne,  Omaha 

3 :30  “Common  Intranasal  and  Sinus” Dr.  E.  E.  Koebbe,  Columbus 
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TUBERCULOSIS  HOUR 

4:00  Re])ort  from  State  Tuberculosis  Survey Ur.  E.  W.  Hancock,  Lincoln 

Report  of  Tuberculosis  Survey  in  York  County Dr.  R.  E.  Harry,  York 

()  ;o0  Round  Table  Dinner 

“The  Treatment  of  Pyelitis,  as  a Complication  of  Pregnancy" - 

Dr.  James  R.  Rcinberger,  Memphis,  Tenn. 

“Breast  Versus  Artificial  Feeding” Dr.  E.  I.  Huenekens,  Minneapolis 

Tuesday,  May  11,  1937  - 8:15  P.  J\I. 

C.^NCER  SYMPOSIUM 
Dr.  J.  E.  Kelly,  Presiding 

“Recent  Studies  on  the  Pathogenesis  of  Cancer  With  Special  Reference  to  Endocrinology” 

Dr.  R.  H . Jaffe,  Chicago,  III. 

“Cancer  of  the  Breast” Dr.  Richard  H.  Ovcrholt,  Boston,  Mass. 

“Fight  Cancer  With  Knowledge’’ — A movie  film  for  laymen Presented  by  Dr.  J.  F.  Kelly 

Wednesday,  May  12,  1937  - 9:00  A.  M. 

Dr.  IMorris  Nielsen,  Presiding 

9:00  “Studies  in  Peritoneal  Immunity” Dr.  H.  B.  IMorton,  Lincoln 

9:30  “The  Importance  of  the  Daily  Variation  of  Blood  Sugar  and  Sugar  Excretion  in  the 

Treatment  of  Diabetes  Mellitus” Dr.  F.  L.  Rogers,  Lincoln 

10:00  “Primary  Carcinoma  of  the  Lung” - Dr.  Richard  H.  Overholt,  Boston,  Mass. 

10  :30  “The  Management  of  Peripheral  Vascular  Disease” Dr.  C.  W.  McLaughlin,  Omaha 

11 :00  “The  Management  of  Gangrene  and  Infection  of  the  Extremities  in  the  Diabetic” 

Dr.  Manuel  Grodinsky,  Omaha 

11:30  “Diagnostic  Interpretation  of  Jaundice” Dr.  Charles  Gordon  Heyd,  Nezv  York  City 

WEDNESDAY  NOON  LUNCHEON 
Dr.  Morris  Nielsen,  Presiding 

12:00  “The  Spirit  of  Organised  Medicine” Dr.  Charles  Gordon  Heyd,  Nezv  York  City 

1 :15  Meeting  of  County  Secretaries. 

Wednesday,  May  12,  1937  - 2:00  P.  M. 

Dr.  A.  L.  Miller,  Presiding 

2 :00  “Chats  With  the  Laity  About  Modern  Medicine” - Dr.  B.  F.  Lorance,  Auburn 

2:30  “Carcinoma  of  Lower  Sigmoid  and  Rectum” Dr.  A.  J.  Schwedhelm,  Norfolk 

3:00  “The  Convalescent  Serum  Center  and  Its  Value  to  the  Community” 

Dr.  C.  M.  Hyland,  Los  Angeles,  Calif. 

3:30  “Early  Prognosis  in  Pneumococcus  Pneumonia” Dr.  W.  Waddell,  Beatrice 

4:00  “Postoperative  Cardiovascular  Complications” Dr.  I.  C.  Munger,  Jr.,  Lincoln 

4:30  “Ruptured  Abdominal  Aorta,  a Clinico-Pathological  Study  of  Five  Cases” 

- Dr.  J.  Marshall  Neely,  Lincoln 

Thursday,  IMay  13,  1937  - 9 :00  A.  M. 

Dr.  Lucien  Stark,  Presiding 

9:00  “Brain  Tumor  Complicating  Pregnancy” Dr.  IMa.x  Emmert,  Omaha 

9:30  “The  Bedside  Recognition  and  Treatment  of  Cardiac  Irregularities” 

— - Dr.  J.  E.  Gardiner,  Omaha 

10:00  “The  Management  of  Cord  Bladder” Dr.  Payson  S.  Adams,  Omaha 

10:30  “Recent  Advances  in  Female  Endocrinology” dV.  C.  S.  Moran,  Omaha 

11:00  “The  Prone  and  Right  Lateral  Positions  for  Grazity  Drainage  in  Perforated 

Appendicitis”  Dr.  Theodore  P.  Riggs,  Pierre,  S.  D. 

11:30  “Certain  \ itamin  Deficiency  States  Encountered  in  Daily  Practice” 

- - Dr.  J.  E.  Meyer,  Columbus 

THURSDAY  NOON  ROUND  TABLE  LUNCHEON 
Dr.  J.  P.  Lord,  Presiding 

12:00  “The  Results  of  Traumatism  to  Bone  Infection” Dr.  Theodore  P.  Riggs,  Pierre,  S.  D. 

“Tumor”  Dr.  Wm.  R.  Cubbins,  Chicago 

“Medico-Legal  Aspects”  Dr.  Harry  E.  Mock,  Chicago 
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Thursday,  May  13,  1937  - 2 ;00  P.  M. 

SYMPOSIUM  ON  TRAUMATIC  SURGERY 
Dr.  John  Duncan,  Presiding 

2 ;0()  “Injuries  to  the  Bony  Spine" Dr.  W.  L.  Sucha,  Omaha 

2:30  "Multiple  Injuries  of  the  Trunk — Chest,  Abdomen  and  Peh'is’ ...Dr.  JV.  R.  Cubbins,  Chieago 

.'poo  "Fractures  of  tlie  Foot" Dr.  J.  E.  M.  Thomson,  Lincoln 

.')  ;.30  "The  Early  Management  of  Acute  Head  Injuries" Dr.  Harry  E.  Moek,  Chicago 

4:00  "Tendon  and  Nerve  Injuries  in  Fractures  and  Dislocations" Dr.  Herman  F.  Johnson 


SCIENTIFIC  EXHIBITS 


Visualization  of  Breast  Tumors 

Technique  of  Proctoscopic  Examination  and 
Hemorrhoidectomy 

R.  Russell  Best  and  N.  F.  Plicken 

Studies  in  Renal  Function 
E.  J.  Kirk 

Cartilaginous  Exostosis  and  Giant  Cell  Tumors 
of  Bone  in  Experimental  Animals 
J.  Dewey  Bisgard 

Hypoglycemic  Shock  Treatment  of 
Schizophrenia 

J.  Alexander  Young  and  Richard  H.  Young 

Clinical  Experiences  in  Artificial  Fever  Therapy 
A.  E.  Bennett,  F.  Lowell  Dunn,  Herman  F. 
Johnson,  C.  A.  Owens,  E.  E.  Simmons 

Kidney  Tumors 

George  Covey.  A.  D.  Munger,  J.  M.  Neely 
( Ivarian  Tumors 

Harold  Morgan  and  J.  Marshell  Neely 

Roentgenographic  Diagnosis  of  Placenta  Previa 
Harley  E.  Anderson 


Endocrine  Dysfunctions 

Frank  Conlin  and  John  C.  Sharpe 

Infection  and  Gangrene  of  the  Extremities  in  the 
Diabetic 

M.  Grodinsky 

IMovies — Treatment  of  Acute  Empyema 
Amputation  of  Breast 
Joseph  A.  Weinberg 

IMotion  Picture — Posterior  Gastrojejunostomy 
F.  C.  Hill 

Treatment  of  Malignancies  of  the  Body  and 
Extremities 

Motion  Picture  in  Natural  Colors 
A.  F.  Tyler  and  F.  L.  Simonds 

Electrocardiographic  Exhibit 
Miles  J.  Brener 

Study  in  Kidney  Function 
E.  J.  Kirk 

Lhuisual  X-ray  Films 

J.  F.  Kelly  and  D.  A.  Dowell 


CO^IMERCIAL  EXHIBITS 

Mead  Johnson  & Company  General  Electric  X-ray  Corp. 

Philip  Morris  Company  Merck  and  Company 

Seiler  Surgical  Supply  Company  Kelly-Koett  X-ray  Company 

PRESIDENT’S  CUP 

Presentation  will  be  made  by  Dr.  George  W.  Covey  to  the  winner  of  the  Medical  Derby. 


REFRESHER  COURSES  MUCH 
APPRECIATED 


Refresher  courses  given  during  the  late  winter 
and  early  spring  in  several  councilor  districts 
were  well  attended  and  highly  appreciated  by 
those  attending.  Report  from  one  district  is  that 
9G  physicians  attended  the  course,  which  is  high- 
ly significant. 

During  the  month  of  April  refresher  courses 
were  being  given  in  Wayne,  Norfolk,  Columbus, 
Fremont,  McCook,  Alliance,  Hastings,  Geneva. 
Refresher  courses  given  in  Iowa  and  other 
near-bv  states  indicate  general  interest  in  the 


work  and  it  is  hoped  that  the  principle  of  the 
refresher  course  will  become  a permanent  annual 
institution  in  Nebraska. 

Medical  teachers,  giving  the  courses  in  Ne- 
braska this  year,  include  H.  E.  Harvey,  H,  S. 
Morgan,  E.  S.  Wegner,  E.  M.  Hansen,  Lincoln ; 
Frank  IMurphy,  L,  O.  Hoffman,  H.  B.  Hamilton. 
E.  R.  Hays,  C.  G.  Weigand,  Palmer  Findley, 
David  Findley,  Floyd  Clarke,  H.  M.  Jahr,  Clyde 
Moore,  Earl  C.  Sage,  Ralph  Luikart,  J.  E. 
Henske,  Charles  Moon,  Omaha. 


DISEASES  OF  THE  THYROID  GLAND* 


CHARLES  H.  ARNOLD,  M.  D.,  and  L.  V.  GIBSON,  M.  D., 
Lincoln. 


The  discussion  of  the  thyroid  gland  and  its 
disease  allows  one  a very  wide  latitude.  It  may 
be  discussed  by  any  physician,  regardless  of  his 
specialty.  There  is  no  system  of  the  body  which 
is  not,  at  times,  affected  and  any  system  may  at 
I times  present  the  most  striking  symptoms.  Thus. 
; the  neurologist,  the  cardiologist,  the  dermatolo- 
I gist,  the  gastroenterologist,  or  even  the  roent- 
genologist. may  find  his  advice  sought  for  symp- 
toms  resulting  from  a disorder  of  this  gland. 

It  is  impossible,  therefore,  in  a general  dis- 
cussion of  diseases  of  the  gland,  to  cover  the  en- 
! tire  subject.  Realizing  that  this  is  so,  and  re- 
alizing that  I am  speaking  to  a general  medical 
audience,  I shall  try  toi  present  such  facts  as  will 
be  of  interest  to  all  and  to  emphasize  the  newer 
conceptions. 

The  hvpothyroid  states  are  at  times  very  easy 
to  diagnose,  and  at  other  times,  are  among  the 
most  difficult.  In  these  conditions  growth  is 
slow,  sexual  activity  is  depressed,  gastric  acidity 
is  lower,  digestion  is  enfeebled,  body  temperature 
is  low,  the  patient  is  sensitive  to  cold,  reflexes 
are  diminished,  and  the  basal  metabolic  rate  is 
low.  In  fact,  it  is  probably  not  too  much  to  say 
that  the  activity  of  every  cell,  tissue  and  organ 
of  the  body  is  functioning  in  low  gear.  The 
patient  is  dull,  cold  and  emotionless.  It  will  be 
noted  that  many  of  these  conditions  are  common 
to  very  many  other  diseases.  This  is  particularly 
true  in  such  conditions  as  chronic  focal  infec- 
tions and  exhaustive  states.  There  are  few 
signs  and  many  symptoms.  The  only  possible 
way  in  which  to  avoid  many  mistakes  is  to  al- 
ways have  the  condition  in  mind  and  suspect  it 
in  vague  disorders  presenting  such  symptoms  as 
fatigue,  depression,  mental  sluggishness,  indiges- 
tion. mental  and  sexual  disorders,  and  anemia. 

I One  must  remember,  too,  that  errors  of  the  basal 
: metabolic  rate  are  usually  on  the  plus  side  and 
again  that  other  states  frequently  give  a lower- 
ed basal  metabolic  rate.  Therefore,  it  is  necessary 
to  check  the  metabolism  by  repeated  tests  and 
it  may  frequently  be  necessary  to  resort  to  a 
therapeutic  test.  There  are  many  hypothyroid 
I cases  which  do  not  fall  into  the  usual  classifica- 
tions of  Myxedema,  Cretinism,  post  operative  or 
i post  irradiation  hypothyroidism,  and  it  is  these 
cases  to  which  I am  particularly  calling  atten- 
tion. 

*Read  before  the  Scotts  Bluff  County  Medical  Society,  Scotts- 
bluff.  Nebr.,  April  24,  1936. 


The  well  marked  case  of  myxedema  with  the 
thick  skin,  especially  of  the  face,  eyelids  and 
supra-clavicular  regions,  the  coarse  features  and 
the  dry  coarse  hair,  are  rarely  missed.  These 
patients  may  also  present  melancholia  and  de- 
pression with  anxiety,  but  the  mood  is  usually 
quiet.  The  diagnosis  of  even  a well  marked  case 
of  cretinism  is  somewhat  more  difficult  and  is 
usually  not  made  until  the  second  year  of  life, 
when  the  damage  has  already  been  done  and 
therapy  is  of  little  avail.  These  children  are 
slow  in  teething,  talking  and  walking,  but  even 
these  symptoms  are  usually  ignored.  It  is  very 
important  to  be  on  the  look-out  for  these  cases 
and  although  they  are  few  in  number,  the  result 
is  very  serious.  Post-operative  hypothyroidism 
produces  symptoms  that  are  somewhat  peculiar 
in  that  the  systems  most  affected  by  the  hyper- 
thyroidism are  usually  most  severely  affected  by 
post-operative  hypothyroidism.  Thus  a patient, 
extremely  nervous  before  operation,  with  post- 
operative hypothyroidism  exhibits  emotional  in- 
stability, fears,  anxieties,  depression,  nervous  ex- 
haustion and  psychasthenia.  Headaches  and 
neuralagia  are  also  common.  iMyocardial  degen- 
eration may  be  the  chief  lesion.  In  other  cases 
the  gastro-intestinal  tract  presents  the  chief  symp- 
toms. In  this  connection,  I may  say  that  35% 
of  all  post-operative  thyroid  patients  have  achlor- 
hydria. 

Hyperthyroidism  presents  exactly  the  op- 
posite picture  in  that  all  of  the  cells  of  the  body 
function  with  an  unusual  activity.  The  usual 
symptoms  of  hyperthyrodism  are  too  well  known 
to  require  emphasis.  The  patients  are  usually 
active,  the  face  is  flushed  and  they  give  the  im- 
pression of  being  excited.  The  heart  rate  is.  of 
course,  increased  and  the  force  and  contraction 
is  also  increased,  giving  an  elevated  systolic  and 
a low  diastolic  pressure.  The  appetite  is  good 
and  the  digestion  is  increased,  but  in  spite  of 
this,  there  is  usually  a loss  of  weight.  Emotion- 
alism is  prominent,  irritabilitv.  delirium  and 
mania  may  follow.  The  skin  is  moist,  soft  and 
pliable  and  vascular.  There  is  an  increased  libi- 
do. Amenorrhoea  or  dy.smenorrhoea  are  fre- 
quently present.  Pregnancv  usuallv  does  not 
occur  late  in  hyoerthvroidism. 

While  we  think  of  the  diagnosis  of  hyj)erthv- 
roidism  as  being  fairly  apparent,  such  is  not  al- 
ways the  case.  I wish  to  mention  the  following 
conditions. 
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1.  Conditions  in  which  the  history  and  phy- 
sical findings  are  in  doubt  but  the  basal  meta- 
bolic rate  is  normal.  This  is  a very  common 
condition  in  patients  who  have  been  taking 
iodine.  The  history  may  recount  all  the  major 
symptoms  of  hyperthyroidism  and  yet  the  basal 
metabolic  rate  is  normal.  Here  one  must  be 
guided  to  a great  extent  by  the  history. 

2.  Nervous  states  with  symptoms  similar  to 
hyperthyroidism.  Among  such  states  are  meno- 
pause, neuroses,  psychoses,  chorea,  cerebral  ar- 
terial sclerosis,  post-encephalitic  states,  and  oc- 
casionally syphilis.  In  evaluating  symptoms  oc- 
curring at  the  time  of  the  menopause,  one  must 
remember  that  not  only  does  the  menopause  pro- 
duce symptoms  closely  simulating  hyperthyroid- 
ism. but  also  that  this  is  a period  when  hyper- 
thvroidism  very  frequently  becomes  manifest.  I 
wish  also  to  mention  especially  here,  neurocir- 
culatorv  asthenia,  which  is  also  known  as  nerv- 
ous exhaustion,  or  irritable  heart.  This  condi- 
tion presents  excitability,  fatigue,  tachycardia, 
tremor,  sweating,  loss  of  weight,  and  it  may  and 
frequently  does,  occur  in  persons  with  enlarge- 
ment of  the  thvroid  gland.  This  usually  occurs 
in  young  persons  from  15  to  25  years  of  age. 
The  mental  attitude  is  however,  quite  different 
from  that  of  hynerthyroidism.  The  patient  with 
this  latter  condition  is  usually  rather  optimistic, 
while  the  one  with  neuro-circulatorv  asthenia  is 
discourasred  and  complains  of  manv  vague  svmo- 
toms.  The  annetite  in'  hvperthyroidism  is  much 
increased,  while  in  neuro-circulatorv  asthenia, 
the  appetite  is  usually  txior.  There  is  much 
more  variation  in  the  pulse  in  neuro-circi’lHtory 
asthenia,  it  frequentlv  being  in  the  eighties  re- 
clinin".  and  jumping  quicklv  to  150  and  100 
when  the  patient  arises.  In  hvperthvroidism  th" 
skin  is  warm,  moist  and  pink,  while  in  neuro- 
circulaton*  asthenia,  it  is  moi.st  and  cold  and  fre- 
quentlv there  is  a cyanosis  and  mottling.  At  times 
dermographia  is  well  marked,  pupils  are  dilated 
and  epigastric  pressure  may  produce  pupillary 
dilatation.  In  a young  patient  in  whom  fatigue 
is  a prominent  symptom,  the  complaints  many, 
and  the  appetite  poor,  the  diagnosis  of  hvperthy- 
roidism must  be  made  with  extreme  caution. 

3.  Tachycardia : This  .symptom  is  frequently 
found  in  tuberculosis  or  focal  infection,  in  par- 
oxysmal tachycardia  and  auricular  fibrillation. 
The  differential  dia.gnosis  between  tuberculosis 
and  hyperthyroidism  is  frequently  difficult  in  its 
early  .states.  It  is  well  to  note,  too,  that  a fair 
percentage  of  patients  with  hyperthyroidism  de- 
velop auricular  fibrillation  and  the  differential 
diagnosis  is  most  important. 


4.  High  basal  metabolic  rate  in  conditions 
other  than  hyperthyroidism.  This  is  found  in 
many  other  conditions  and  in  such  conditions  as 
severe  hypertension  and  organic  heart  disease,  it 
may  introduce  an  element  of  difficulty  into  the 
diagnosis. 

5.  Weight  loss  with  obvious  causes. 

The  thyroid  gland  is  the  principal  agency  for 
controlling  the  metabolism  of  the  body.  It  con- 
trols the  permeability  of  every  cell  of  the  body 
and  it  is  the  state  of  permeability  of  the  cells  that 
govern  the  functional  activity.  The  work  of  the 
thyroid,  therefore,  consists  in  the  maintenance  of 
normal  activity  of  the  cells  of  the  body.  This  in- 
fluence of  the  thyroid  is  solely  through  the  effect 
of  iodine.  In  order  to  understand  the  physiology 
and  pathology  of  the  thyroid,  it  is,  therefore, 
necessary  to  study  the  metabolism  of  iodine. 

Not  only  does  the  functioning  of  the  gland  vary 
with  the  amount  of  iodine  present,  but  the  struc- 
ture also  varies  directly  with  the  iodine  content. 
Thus  in  the  normal  gland,  there  is  about  .77  mlgr 
of  iodine  per  gram  of  fresh  thyroid,  while  in  the 
colloid  goitre  there  is  about  .45  mlgr  and  the 
amount  decreases  through  the  various  stages  of 
hyperplasia  until  in  the  marked  hyperplasia  there 
is  only  about  .02  mlgr  of  iodine  per  gram  of  fresh 
thyroid.  If  iodine  is  given  to  a person  with  a 
normal  thyroid,  there  is  a slight  increase  in  the 
iodine  content  but  there  is  no  change  in  the  struc- 
ture of  the  gland.  The  findings  in  the  case  of 
the  colloid  goiter  are  practically  the  same  as  in 
the  normal  gland.  In  the  h)^perplastic  gland,  how- 
ever, if  iodine  is  given,  there  is  an  immediate 
increase  in  the  iodine  content  and  a rapid  return 
of  the  gland  to  the  colloid  state.  If  iodine  is  with- 
held from  the  normal  gland,  there  is  a gradual 
decrease  in  the  iodine  content,  while  if  iodine  is 
withheld  from  the  hyperplastic  gland  there  is  a 
slow  increase  in  the  iodine  content  and  a very 
gradual  return  to  the  colloid  state. 

It  is  interesting  in  this  connection  to  note  that 
Halstead  noted  compensatory  hyperplasia  follow- 
ing the  removal  of  one  lobe  of  the  thyroid.  On 
the  basis  of  subsequent  experiments  he  denied 
this.  Marine,  however,  in  analyzing  Halstead’s 
experiments  explains  his  inability  to  confirm  his 
first  experiment  on  the  basis  that  in  his  first 
series  he  had  not  used  iodine  in  the  preparation 
of  his  field,  whereas,  he  did  so  in  his  subsequent 
experiments. 

We  may  say,  therefore,  that  three  conditions 
can  cause  hyperplasia  of  the  thyroid : 

1.  Removal  of  a larg-e  part  of  the  grland. 
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2.  Iodine  deficiency. 

3.  Pre-natal  thyroid  insufficiency  induced  by  hypo- 
thyroidism in  the  mother  or  iodine  deficiency  in  the 
mother. 

In  Other  words,  the  thyroid  gland  reacts  just 
as  other  organs  of  the  body.  There  is  hyper- 
trophy to  compensate  the  deficiency.  If  the  gland 
throughout  the  life  course  receives  a sufficient 
amount  of  iodine,  there  is  never  a deficiency  and 
there  is,  therefore,  never  the  stimulus  for  hyper- 
plasia. The  thyroid  being  the  regulator  of  the 
metabolism  of  the  body,  it  follows  that  in  periods 
of  increased  demands,  there  is  need  of  increased 
secretion.  This,  we  know  to  be  true  from  the 
hyperplasia  which  frequently  develops  during 
pregnancy  and  at  puberty.  The  same  stimulus 
to  increased  production  of  active  secretions  may, 
however,  occur  and  result  in  hyperplasia  from 
dietary  deficiency  of  iodine.  It  will  also  be  read- 
ily seen  that  in  such  periods  of  distress  as  those 
mentioned,  the  need  for  iodine  is  greater  and  may 
need  to  be  supplied  in  unusual  ways.  If  hyper- 
plasia of  the  gland  once  results,  the  giving  of 
iodine  in  sufficient  quantities  will  cause  the  hyper- 
plasia to  disappear  and  the  gland  to  revert  to  the 
colloid  state.  This,  apparently,  is  as  near  to  the 
normal  as  such  a gland  can  ever  come.  The  giv- 
ing, therefore,  of  moderate  quantities  of  iodine 
to  the  normal  gland  produces  no  change  in  the 
structure  and  no  change  in  the  basal  metabolic 
rate.  The  quantity,  therefore,  of  iodine  within  a 
considerable  range  in  the  diet,  or  otherwise,  does 
not  effect  the  functioning  of  the  gland  or  the 
structure.  It  apparently  can  use  and  store  iodine 
in  almost  any  quantity  down  to  a certain  minimum 
beyond  which  hyperplasia  is  produced. 

It  might  be  added  here  that  the  endemic  goiter 
regions  of  the  world  are  the  great  water  sheds, 
the  valleys  of  the  Alps,  the  Carpathian  and  the 
Pyrenees  mountains  in  Europe,  the  Himalayas  in 
Asia,  the  Andes  in  South  America,  and  the  Rocky 
mountains  and  the  Great  Lakes  regions  of  the 
Lhiited  States,  and  that  in  these  areas,  the  iodine 
in  the  drinking  water  is  low.  It  thus  becomes 
clear  that  it  is  the  iodine  deficiency  in  these  re- 
gions that  stimulates  the  thyroids  of  the  inhabi- 
tants to  undergo  compensatory  liyperplasia. 

It  has  long  been  known  that  adenomata  do  not 
react  to  iodine  as  do  the  diffuse  hyperplasias.  The 
more  undifferentiated  the  adenoma,  the  more  dif- 
ficult it  is  to  predict  the  reaction.  Thus  the  least 
differentiated  foetal  type  will  react  much  more 
irregularly  than  the  simple  adenoma.  There  is 
no  question,  however,  but  the  iodine  does  in- 
fluence these  tumors.  Graham  showed  in  his 
e.xperiments  on  the  metamor])hosis  of  tadpoles 
that  adenoma  possesses  the  property  of  taking  up 


iodine  and  metabolising  it  as  does  the  normal  thy- 
roid, though  not  so  readily  and  not  in  the  same 
degree.  He  thinks  that  the  reason  these  tumors 
do  not  react  as  the  diffuse  hyperplasias  is  that 
they  have  a less  adequate  blood  supply  and  that 
innervation  is  wanting.  As  a result  they  are  less 
sensitive  to  changes  in  the  body  as  a whole,  or  to 
chemical  changes  in  the  blood.  In  support  of  this, 
it  is  known  that  when  iodine  is  given  to  patients 
■vvdth  a hyperplastic  adenoma,  the  first  part  to 
undergo  involution  is  the  periphery  where  the 
blood  supply  is  best.  On  the  other  hand,  the 
argument  that  the  nerve  supply  is  absent,  is  of 
less  consequence,  since  transplanted  thyroid  tis- 
sue is  known  to  undergo  hyperplasia  and  involu- 
tion in  response  to  normal  needs  just  as  the  nor- 
mal gland.  The  stimulus  for  the  growth  of  the 
adenomata  apparently  comes  with  the  stimulus 
for  over-growth  of  the  gland  as  a whole. 

Richter  in  his  clinic,  showed  that  adenomata 
react  practically  the  same  way  as  do  cases  of 
exophthalmic  goiter,  although  the  reduction  of 
the  basal  metabolic  rate  was  not  quite  so  great. 
Jackson  calls  attention  to  the  danger  of  producing 
a toxic  symptom  in  non-toxic  adenomata,  by  the 
giving  of  iodine,  and  he  states  that  an  adenoma 
never  becomes  toxic  before  the  age  of  30  unless 
iodine  is  given.  He  cites  many  cases  to  prove 
his  contention. 

At  Lahey’s  clinic  a case  of  iodine  hyperthyroid- 
ism has  never  been  noted.  It  would  seem  from 
all  available  evidence  that  iodine  should  not  be 
given  to  non-toxic  adenomata  but  that  it  should 
be  used  in  the  usual  way  in  the  preparation  of 
toxic  adenomata  for  operation. 

The  use  of  iodine  in  the  treatment  of  thyroid 
disorders  is  not  new.  Rogers  of  Salerno  recom- 
mended the  use  of  ashes  of  sponges  and  seaweed 
in  the  treatment  of  goiter  before  1200.  There 
are  other  isolated  instances  of  its  use.  In  1868, 
Trousseau  mistakenly  gave  a jiatient  with  ex- 
ophthalmic goiter  tincture  of  iodine  instead  of 
tincture  of  digitalis  and  noted  a marked  improve- 
ment not  only  in  the  patient's  general  condition, 
but  in  the  pulse  rate.  He,  however,  discounted 
the  effect  of  iodine  in  producing  the  improve- 
ment. Kocher,  in  the  early  part  of  this  century, 
condemned  the  use  of  iodine  and  his  influence  was 
so  great  that  ])ractically  no  use  was  made  of  it. 
It  is  entirely  to  Plummer  that  we  are  indebted 
for  the  use  of  iodine  in  the  treatment  of  toxic 
goiter.  Pie  published  his  work  in  about  1923  and 
placed  its  use  on  a firm  foundation. 

Iodine  should  be  given  during  periods  of  great- 
est stress  in  larger  amounts  than  is  obtained  in 
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food  and  water.  These  periods  are  foetal  life, 
puberty,  pregnancy  and  the  menopause.  It  is 
essential  that  iodine  is  given  the  mother  during 
pregnancy  and  if  there  is  present  hypothyroidism, 
dessicated  thyroid  should  also  be  given.  It  is 
perhaps  advisable  that  all  children  be  given  iodine 
prophylactically.  Kimball  and  Marine  in  Akron 
give  doses  of  two  grams  of  sodium  iodide  in  di- 
vided doses  for  two  weeks  twice  a year.  Marine 
has  suggested  the  use  of  smaller  doses  for  pro- 
phylactic doses  in  children  and  ten  milligrams 
weekly  for  pregnant  women  to  prevent  congenital 
goiter.  The  Swiss  workers  have  used  small 
amounts.  At  the  Cleveland  clinic  10  mlgr.  of 
iodine  is  given  once  a week  throughout  the  year 
to  children  and  to  women  during  periods  of  preg- 
nancy. If  this  is  carried  out.  endemic  goiter  will 
practically  disappear. 

For  the  hyperplasia  of  puberty,  some  cases  will 
respond  to  small  doses  of  iodine  combined  with 
thyroid  extract.  The  reason  for  giving  the  thy- 
roid e.xtract  is  that  it  seems  necessary  that  the 
gland  be  placed  as  nearly  at  absolute  rest  as  pos- 
sible if  a cure  is  to  be  secured.  Iodine  should  be 
withheld  from  all  people  with  adenomatous  goi- 
ter, particularly  in  large  amounts. 

In  toxic  goiter,  iodine  should  be  used  in  prep- 
aration of  the  patient  for  operation.  The  usual 
custom  is  to  give  10  minnums  of  Lugol’s  solution 
three  times  a day  for  a period  of  7 to  20  days 
before  operation.  An  alleviation  is  noted  as  early 
as  four  days  following  the  beginning  of  treat- 
ment. The  ma.ximum  clinical  effect  is  usually 
noted  in  from  7 to  14  days.  The  anatomical  re- 
gression of  the  gland  is  very  much  slower  and  is 
scarcely  ever  noted  before  three  weeks  and  usually 
not  until  6 or  eight  weeks  have  elapsed.  It  is, 
however,  not  necessary  to  delay  operation  until 
the  anatomical  changes  have  become  apparent. 
But  operation  should  be  undertaken  as  soon  as  the 
clinical  condition  seems  to  justify  it.  It  is  here 
to  be  noted  and  emphasized  that  iodine  relieves 
hyperthyroidism  only  temporarily  and  does  not 
cure  it  and  should  be  used  only  in  preparation  for 
surgery.  Hence  it  follows  that  if  operation  is  not 
contemplated  in  the  very  near  future,  iodine 
should  be  withheld. 

The  first  remission  with  iodine  is  always  the 
most  satisfactory.  Repeated  remissions  may  be 
secured,  but  the  second  and  later  ones  are  never 
so  complete  as  the  first,  and  in  some  patients,  a 
state  of  iodine  fastness  is  produced  when  it  is  im- 
possible to  produce  another  remission. 

In  any  amount  and  over  any  period  of  time, 
cure  cannot  be  expected.  Following  operation, 


sufficient  iodine  to  prevent  compensatory  hyper- 
plasia tends  to  prevent  recurrence.  Let  me  again 
emphasize  that  iodine  has  no  effect  on  non-toxic 
adenomata,  except  possibly  to  activate  them  and 
cause  toxic  symptoms  to  appear. 

The  indications  for  surgical  treatment  are  rath- 
er exact.  For  the  simple  goiter  in  children,  no 
surgical  measures  are  required  except  for  de- 
formity and  compression  of  the  trachea,  or  in 
these  cases  in  which  hyperplasia  with  toxic  symp- 
toms is  present.  At  any  age,  a colloid  goiter  or 
colloid  adenoma  in  itself  has  no  surgical  signifi- 
cance, but  if  for  cosmetic  reasons  a patient  wishes 
the  goiter  removed,  the  operation  is  so  safe  the 
patient’s  desire  may  be  gratified. 

There  are  some  conditions,  associated  with  col- 
loid goiter,  however,  in  which  a thyroidectomy 
should  be  advised.  One  of  these  is  in  chronic 
myocarditis  which  cannot  be  accounted  for  other- 
wise. This  is  especially  true  if  the  goiter  is  quite 
large  and  the  e.xtremely  large  blood  vessels  may 
throw  upon  the  heart  a considerable  amount  of 
e.xtra  work,  or  there  may  be  an  interference  with 
the  venous  return,  as  evidenced  by  dilated  veins 
in  the  neck,  chest  and  abdomen.  In  other  cases, 
there  may  be  no  obvious  obstruction,  and  yet  we 
know  from  the  frequent  association  of  colloid 
adenoma  and  myocarditis  that  alleviation  of  the 
symptoms  may  be  expected  to  follow  thyroidec- 
tomy. 

It  is  to  be  remembered  that  in  all  these  cases 
in  which  symptoms  are  produced  by  the  colloid 
goiter,  the  basal  metabolic  rate  is  normal.  In 
contra-distinction  to  the  colloid  goiter,  the  simple 
adenoma  is  distinctly  surgical.  The  operation  is 
relatively  free  of  danger  and  if  left,  about  20% 
become  activated  and  1%  malignant.  The  foetal 
adenomas  are  always  surgical.  It  is  significant 
that  in  about  90%  of  the  cases  of  carcinoma  of 
the  thyroid,  the  neoplasm  is  due  to  the  degenera- 
tion of  a foetal  adenoma  and  inversely  about  10% 
of  all  foetal  adenoma  seen  at  operation  are  can- 
cerous. It  is  usually  possible  to  diagnose  a foetal 
adenoma  in  advance  of  operation.  The  patient 
is  born  with  it  and  it  is  a discreet,  well  rounded 
tumor,  is  separated  from  the  rest  of  the  gland 
and  is  usually  unilateral  and  is  freely  moveable. 

It  seems  safest  and  in  the  best  interest  to  the 
patient  to  remove  any  adenoma  at  any  age.  In 
any  case  in  which  hyperthyroidism  is  present,  op- 
eration is  indicated.  I believe  there  is  no  more 
universally  recognized  medical  opinion  than  that 
hyperthyroidism  is  always  a surgical  condition. 
I know  of  no  internist  of  note  in  the  entire  coun- 
trv  who  recommends  medical  treatment  for  this 
condition. 
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The  almost  universal  opinion  at  the  present 
time  is  that  goiter  results  from  insufficient  intake 
of  iodine.  There  are,  however,  other  factors 
which  are  of  considerable  interest  and  perhaps  of 
some  clinical  importance.  McCarrison  has  shown 
that  goiter  may  be  produced  by  diet.  An  exclu- 
sive diet  of  cabbage  may  cause  goiter  in  rabbits 
in  two  months.  The  potency  of  cabbage  in  pro- 
ducing goiter  varies  greatly.  It  is  greater  in  the 
winter  than  in  the  summer.  Webster  found  that 
irradiated  cabbage  leaves  had  a double  potency 
of  non-irradiated.  In  Conoor,  India,  the  goi- 
trogenic potency  of  cabbage  seemed  to  be  influ- 
enced by  the  rainfall,  being  slight  in  periods  of 
more  or  less  scanty  rainfall.  Goiter  produced 
during  the  rainy  season  diminished  during  the  dry 
season  though  the  animal  continued  to  be  fed 
exclusively  on  cabbage.  Marine  found  cabbage 
j to  be  rendered  non-goitrogenic  by  drying.  He 
finds  the  expressed  juice  of  cabbage  does  not 
contain  the  goiter  producing  substance  while  the 
tissues  do.  The  potency  of  cabbage  cake  from 
which  the  juice  has  been  expressed  is  increased 
by  washing  in  water.  Goiters  produced  in  this 
wa}^  are  hyperplastic  in  type.  They  may  contain 
little  or  no  colloid.  Bran,  when  added  to  an  ex- 
clusive cabbage  diet,  enhances  its  goitrogenic  pot- 
ency while  carrots  and  green  grass  diminish  it. 
Sodium  chloride  enhances  it.  Iodine,  thyroxin 
and  thymol  diminish  or  counteract  it.  The  addi- 
tion of  1.5  mg  of  iodine  to  the  liter  of  drinking 
water  prevents  the  occurrence  of  cabbage  goiter. 
But  even  so,  the  gland  will  still  contain  no  colloid. 
The  goiter  producing  properties  of  cabbage  are 
not  due  to  iodine  deficiency.  Marine  suggests 
that  is  due  to  some  nutritional  factor  acting 
through  the  oxidation-reduction  system  of  the 
body.  Cyanogen  compounds  have  been  suspected 
in  this  connection.  Hyperplastic  goiters  have 
been  produced  in  animals  by  the  subcutaneous 
administration  of  cyanide.  The  merest  traces  of 
cyanide  are  known  to  be  capable  of  causing  pro- 
found depression  of  cell  oxidation  while  the  an- 
i|  oxemia  produced  by  it  is  known  to  produce  thy- 
roid hyperfunction.  The  presence  of  cyanogen 
in  cabbage  is  accordingly  suggestive.  Further, 
the  hyperplastic  goiter  produced  in  rabbits  by 
I cyanide  administration  is  preventable  by  the 
simultaneous  administration  of  iodine. 


thinks  vitamin  A deficiency  more  important  than 
cyanide.  Rats  fed  vitamin  deficient  diets  con- 
taining ground  nut  or  soy  bean  develop  goiter, 
despite  ingestion  of  relatively  large  amount  of 
iodine. 

Other  foods  are  definitely  anti-goitrogenic  in 
their  nature,  as  for  example : certain  vitamins, 
whole  milk,  carrots,  oatmeal,  fresh  green  grass 
and  sprouted  legumes.  This  property  of  these 
substances  appears  to  be  independent  of  their  io- 
dine content.  Thus  oatmeal  has  a low  content  of 
iodine,  but  when  added  to  the  diet  prevents  the 
development  of  cabbage  goiter.  It  also  confers 
on  mice  a high  degree  of  resistance  to  methyl 
cyanide.  McCarrison  also  found  that  unsanitary 
conditions  produce  goiter  in  a high  proportion  of 
animals  on  an  otherwise  sufficient  diet.  He  gives 
four  causes  of  goiter,  apart  from  heredity,  indi- 
vidual idiosyncracy,  puberty  and  pregnancy. 

1.  Increased  demand  on  the  part  of  the  body 
for  the  products  of  the  thyroid  gland,  such  as 
may  be  occasioned  by  an  excess  of  certain  sub- 
stances in  the  food,  as  fats,  lime  and  the  goitro- 
genic agent  in  some  vegetables. 

2.  Faulty  nutrition  of  the  gland  with  depre- 
ciation in  functional  efficiency  of  the  glandular 
epithelium  and  increased  susceptibility  to  the  ac- 
tion of  toxic  and  microbic  agencies,  such  as  may 
be  occasioned  by  deficiency  of  suitable  protein 
and  certain  vitamins. 

3.  The  action  of  toxic  substances  on  the  gland, 
as  some  chemical  poisons,  the  toxins  of  certain 
intestinal  and  other  bacteria  and  the  goitrogenic 
agent  associated  with  unsanitary  condition. 

4.  Lack  or  insufficiency  of  certain  food  es- 
sentials as  some  vitamins,  ascorbic  acid,  iodine, 
phosphorus  and  unidentified  anti-goitrogenic 
substances  in  the  food. 

While  these  observations  are  of  extreme  inter- 
est and  will  perhaps  in  time  be  of  clinical  value, 
at  present  our  main  interest  and  attention  should 
be  focused  on  iodine  deficiency. 

CONCLUSIONS 

1.  The  diagnosis  of  diseases  of  the  thyroid  is 
not  always  easy  and  requires  very  careful  consid- 
eration. 


Soy  bean  and  ground  nut,  both  poor  in  vitamin 
A,  gave  rise  to  goiter  when  they  formed  10%  to 
15%  of  synthetic  diets  deficient  in  vitamins  A 
and  C,  but  containing  iodine.  Sorghum  also  in- 
creased the  size  of  rats’  thyroids  when  it  formed 
20%  of  an  otherwise  neutral  diet.  These  foods 
also  yield  cyanogen  on  hydrolysis.  McCarrison 


2.  Hyperthyroidism  may  be  considered  an 
iodine  deficiency  disease,  although  other  factors 
probably  play  a part. 

3.  In  hyperthyroidism,  iodine  should  be  used 
only  as  preparation  for  operation. 

4.  The  treatment  of  hyperthyroidism  is  only 
surgical. 
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5.  Foetal  adenoma  should  always  be  removed 
and  other  adenomata  when  indications  are  pres- 
ent. 
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THE  SURGICAL  TREATMENT  OF  HYPERTENSION* 
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Omaha. 


In  a previous  publication^^^  in  the  Nebraska 
State  Medical  Journal,  the  surgical  treatment  of 
essential  hypertension  was  discussed  and  an  illus- 
trative case  was  reported.  It  is  the  purpose  of 
this  communication  first,  to  suggest  certain  cri- 
teria for  the  selection  of  suitable  cases  of  hyper- 
tension for  surgical  treatment,  the  rationale  of 
the  surgical  attack,  and  to  report  additional  cases ; 
and  second,  to  discuss  the  occasional  association 
of  hypertension  with  hyperthyroidism. 

Hypertension  is  a common  disease  and  with 
few  exceptions  it  is  entirely  refractory  to  medical 
management.  Its  etiology  in  the  majority  of  in- 
stances is  unknown,  and  by  reason  of  this  ignor- 
ance, the  majority  of  cases  fall  into  a group  clas- 
sified as  essential  hypertension.  There  is  a 
smaller  group  in  which  the  factors  productive  of 
the  disease,  or  at  least  contributory  to  it,  are 
known.  These  are: 

I.  Renal  insufficiency  due  to 

1.  Diffuse  glomerulo  nephritis. 

*2.  Urinary  obstruction,  prostatic,  bilateral 
ureteral  (unilateral  in  case  of  a solitary 
kidney). 

3.  Polycystic  kidneys. 

4.  Widespread  destruction  of  renal  parenchy- 
ma by  suppurative  disease. 

*5.  Protracted  anuria  from  mercurial  or  other 
necrotizing  nephroses,  and  reactive  trans- 
fusions. 

6.  Periarteritis  nodosa  involving  the  renal  ves- 
sels. 

II.  Endocrine  and  miscellaneous. 

*1.  Pituitary  basophilism  (Cushing’s  disease). 

*2.  Tumors  of  the  suprarenal  glands. 

*’*3.  Hyperthyroidism. 

*4.  Intracranial  lesions  with  increased  intra- 
cranial pressure  as  in  fractured  skulls  and 
brain  tumors. 

*5.  Toxemia  of  pregnancy. 

III.  Arterial. 

1.  Arteriosclerosis  (questionable). 

2.  Coarctation  of  the  aorta. 

*3.  Lead  poisoning. 

*4.  Syphilis. 

•5.  Obesity. 


’Read  before  the  annual  meeting  of  the  Nebraska  State 
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In  the  above  tabulation,  one  perceives  etiologi- 
cal factors  (as  starred)  which  frequently  are 
amenable  to  specific  forms  of  medical  and  surgi- 
cal treatment,  but  unfortunately,  cases  falling  in- 
to these  groups  constitute  a small  proportion  of 
the  total  number  of  sufferers  from  hypertension. 

As  stated  previously,  this  paper  is  concerned 
only  with  two  types  of  hypertension:  (1)  the 
large,  important  group,  in  which  the  etiology  is 
obscure,  essential  hypertension,  and,  (2)  hyper- 
tension associated  with  hyperthyroidism. 

HYPERTENSION  AND  HYPERTHYROIDISM 

In  most  cases  of  hyperthyroidism  there  is  a 
moderate  elevation  of  the  systolic  blood  pressure, 
but  the  dyastolic  pressure  is  usually  normal  and 
occasionally  subnormal,  giving  rise  to  an  in- 
creased pulse  pressure.  This  is  recognized  as  a 
normal  physiological  response  to  the  disease  and 
does  not  constitute  hypertension.  There  is,  how- 
ever, a small  .group  of  cases  in  which  the  asso- 
ciated hypertension  is  real.  In  this  group,  not 
only  is  the  systolic  pressure  considerably  higher, 
but  there  is  also  a corresponding  elevation  of  the 
dyastolic  pressure.  These  cases  are  of  two  types. 

1.  There  is  the  occasional  case  in  which  thy- 
rotoxicosis is  responsible  for  the  hypertension  and 
in  which  the  relief  of  hyperthyroidism  by  sub- 
total thyroidectomy  causes  both  the  systolic  and 
dyastolic  pressure  to  fall  to  relatively  normal 
levels.  This  type  is  observed  in  middle  aged  or 
older  patients  who  have  had  an  adenomatous  type 
of  goitre  with  mild  hyperthyroidism  continuously 
or  intermittently  over  a long  period  of  time.  The 
type  is  illustrated  by  Case  I. 

2.  In  the  second  group,  hyperthyroidism  and 
hypertension  exist  incidentally  in  the  same  indi- 
vidual as  separate,  unrelated  diseases.  Appar- 
ently the  severity  of  the  hypertension  is  in- 
creased by  the  thyrotoxic  state  and  may  be  im- 
proved, but  not  cured  as  in  the  former  group. 
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by  relief  of  Iiyperthyroidism.  Despite  sympto- 
matic improvement,  the  blood  pressures,  both  sys- 
tolic and  dyastolic,  are  usually  not  significantly 
lowered  and  the  disease  continues  to  progress. 
Hypertension  of  this  kind  may  occur  in  individ- 
uals with  thyroid  disease  of  any  type,  and  in  ad- 
dition to  treatment  of  the  thyroid  disease,  these 
cases  present  additional  problems.  The  type  is 
illustrated  by  Case  II. 

Case  I.  Mr.  P.,  a laborer,  53  years  of  age,  was  re- 
ferred by  Dr.  E.  J.  Kirk  for  surgical  treatment.  He 
complained  of  irritability,  nervousness,  tremor,  weak- 
ness, intolerance  to  warm  weather,  profuse  sweat- 
ing and  palpitation  and  dyspnoea  on  slight  exertion. 
These  symptoms  had  occurred  in  milder  form  peri- 
odically for  ten  years,  but  had  become  increasingly 
distressing  during  the  past  two  years.  He  had  lost 
25  pounds  in  8 months  and  for  two  months  he  had 
had  some  vertigo  and  frequent  headaches. 

The  essential  findings  upon  physical  examination 
were:  tachycardiac  (110-130),  an  anxious  gaze  with- 
out exophthalmos  or  other  eye  signs;  fine  rapid  trem- 
or, a moderate  sized  nodular  goiter  involving  both 
lobes  and  the  isthmus  and  with  retrosternal  exten- 
sion. slight  cardiac  enlargement,  arteries  not  scler- 
osed, blood  pressure  198/120  mms.  of  Hg.,  B.M.R.  plus 
42,  renal  function  normal  (P.S.P.  70%,  concentration 
to  1028,  urine  negative,  NPN  30  mgms.  %).  On 
September  19,  1935,  subtotal  thyroidectomy  was  done 
after  14  days  preoperative  preparation.  Within  a few 
days  following  operation  the  blood  pressure  had  re- 
ceded to  a normal  level.  Two  months  after  operation, 
the  pulse  rate  was  70-90,  the  B.IM.R.  minus  10,  the 
B.P.  140/85  mms.  Hg.  and  there  was  complete  symp- 
tomatic relief  with  a gain  in  weight  of  ten  pounds. 
On  March  10,  1936,  six  months  after  the  operation, 
the  pulse  was  82,  the  B.M.R.  minus  6,  the  B.P. 
132/85  mms.  Hg.,  and  he  stated  that  he  felt  very  well. 

Case  II.  Mrs.  J.,  a housewife,  age  49,  was  referred 
for  surgical  treatment  by  Dr.  Rodney  W.  Bliss.  She 
had  been  told  six  years  previously  that  she  had  “high 
blood  pressure.”  For  four  years  she  had  had  in- 
creasing nervousness,  weakness,  dyspnoea,  palpita- 
tion, precordial  pain,  and  for  two  years  symptoms  of 
hypertensive  crises.  These  crises  were  characterized 
by  severe  headaches,  vertigo,  confusion,  and  nausea 
and  vomiting.  For  two  years  she  had  had  a sense 
of  constriction  about  the  neck,  frequent  choking  sen- 
sations, and  had  been  aware  of  the  presence  of  a 
goiter.  During  the  same  period,  she  had  lost  30  lbs. 
On  three  occasions,  she  had  had  a transient  hemi- 
plegia of  the  right  side,  the  first  time  ten  months 
previously. 

Examination  revealed  emaciation,  restlessness, 
moist  skin,  widening  of  the  palpebral  fissures,  a fine 
rapid  tremor,  a palpable  small  nodular  goiter  involv- 
ing the  right  lobe  and  isthmus  and  an  equally  en- 
larged left  lobe  which  was  principally  substernal. 
There  was  cardiac  hypertrophy,  auricular  fibrillation 
with  a pulsus  deficit  of  20  or  more,  an  enlarged  pal- 
pable liver,  and  edema  of  both  legs.  The  blood  pres- 
sure was  278/160  mms.  of  Hg.,  the  B.M.R.  plus  60%, 
the  urine  contained  a trace  of  albumen,  the  Mosen- 
thal  gave  sp.  gr.  variations  from  1010-1026,  P.S.P. 
was  55%,  N.P.N.  45  mgms.  %,  and  the  blood  picture 
was  normal. 

After  a prolonged  period  of  bed  rest,  digitalization, 
and  a two  weeks’  period  of  administration  of  Lugol’s 
solution,  the  odema  disappeared,  the  attacks  of  or- 
thopnoea  became  less  frequent  and  less  severe,  and 
the  B.M.R.  fell  to  plus  38  where  it  remained  fixed. 
The  heart  continued  to  fibrillate,  but  the  blood  pres- 


sure was  maintained  at  an  average  lower  level  of 
240/145  mms.  of  Hg. 

On  Nov'ember  29,  1935,  a subtotal  thyroidectomy 
was  done.  The  convalescence  was  rapid  and  without 
important  incident  and  the  patient  left  the  hospital 
two  weeks  after  operation.  At  that  time,  the  pulse 
rate  was  80  to  92,  fibrillation  had  ceased,  attacks  of 
dyspnoea  were  infrequent  and  much  milder.  The 
blood  pressure  was  220/140  mms.  of  Hg.  and  the 
B.M.R.  was  plus  18%. 

Three  weeks  after  discharge  from  the  hospital  she 
developed  an  upper  respiratory  infection  which  was 
followed  by  pneumonia,  a coronary  occlusion  and 
death. 

In  this  case,  the  relief  of  hyperthyroidism  marked- 
ly improved  cardiac  function  but  brought  about  only 
a slight  reduction  of  the  arterial  blood  pressure.  It 
had  been  planned  that  should  the  patient’s  general 
condition  improve  sufficiently,  an  attempt  would  be 
made  to  treat  the  hypertension  by  the  surgical  pro- 
cedure developed  by  Craig  as  described  below. 

ESSENTIAL  HYPERTENSION 

Although  the  cause  of  essential  hypertension, 
the  class  into  which  the  majority  of  cases  fall  is 
not  definitely  known,  the  pathologic  changes  and 
the  mechanism  responsible  for  the  elevation  of 
blood  pressure  are  well  understood.  In  all  cases 
there  is  present  more  or  less  extensive  pathologic 
changes  in  the  arterioles,  an  arteriolosclerosis. 
These  changes  vary  from  hypertrophy  of  the 
muscular  elements  of  the  media  and  hyaline  de- 
generation of  the  intima,  to  complete  degenera- 
tion of  the  muscle  and  other  tissues  with  fibrous 
replacement.  As  a rule,  these  changes  are  not 
universal,  but  they  almost  invariably  involve  the 
kidneys,  where  the  process  is  usually  most  exten- 
sive and  advanced.  The  narrowing  of  these 
smaller  vessels  over  an  extensive  area  increases 
the  peripheral  resistance  which  results  in  an  ele- 
vation of  pressure.  The  cause  of  these  patho- 
logic changes,  although  not  known,  has  been  con- 
jectured, and  upon  these  conjectures  has  been 
formulated  the  various  forms  of  surgical  attack. 
It  was  first  suggested  that  the  disease  was  of 
suprarenal  origin,  that  the  hypertension  resulted 
from  an  over-production  of  adrenalin  and  a hy- 
peradrenalinemia  or  from  an  abnormal  sensitivi- 
ty of  the  vasomotor  mechanism  to  adrenalin  as 
normally  secreted.  Opposed  to  the  theory  of  hy- 
perfunction of  the  suprarenal  glands  has  been 
the  constant  failures  to  demonstrate  hyperplasia 
of  these  glands  or  the  presence  of  an  abnormal 
quantity  of  adrenalin  in  the  blood  streams  of  these 
cases.  Likewise,  tests  of  adrenalin  tolerance 
have  failed  to  show  increased  sensitivity. 

Despite  these  facts,  attempts  have  been  made 
to  reduce  the  quantity  of  circulating  adrenalin  by 
various  surgical  attacks  upon  the  suprarenal 
glands.  Galata(^),  Monier-Vinard  and  Desmor- 
estD),  and  Piere^'*^  treated  cases  by  unilateral 
total  suprarenalectomy,  but  were  not  encouraged 
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by  their  results.  DeCourcy,  DeCourcy  and 
Thus^®^  have  reported  several  cases  treated  by 
sub-total  resection  of  both  suprarenal  glands  with 
benefit  in  some  instances.  Similar  results  have 
been  obtained  from  denervating  these  glands,  as 
devised  by  Crile^®^. 

Following  the  observation  of  Cushing^'^^  that 
basophilic  infiltration  of  the  anterior  lobe  of  the 
pituitary  gland  is  associated  with  hypertension  in 
certain  instances,  cases  of  essential  hypertension 
have  been  treated  with  x-ray  irradiation  over  the 
pituitary  gland.  The  results  thus  far  have  been 
disappointing.  From  an  exhaustive  study  re- 
cently reported.  Scribal®)  failed  to  find  a causal 
relationship  between  basophilic  infiltration  and 
hypertension. 

Equalty  or  more  important  than  the  suprarenal 
glands  in  the  control  of  blood  pressure  is  the 
sympathetic  nervous  system.  To  remove  its  in- 
fluence from  a large  portion  of  the  vascular  bed 
is  the  purpose  of  various  operations  recently  de- 
vised for  the  treatment  of  essential  hypertension. 
Also  there  is  much  evidence  to  indicate  that  es- 
sential hypertension  is,  in  its  beginning,  a vaso- 
spastic disease  brought  on  by  abnormal  activity 
of  the  sympathetic  nervous  system.  As  early  as 
1923  Danielopolu  and  Pende^^^  conceived  the 
idea  that  division  of  the  splanchnic  nerves  would 
permit  dilatation  of  the  large  splanchnic  vascular 
bed.  The  operation  was  performed  upon  five 
cases  by  Piere^^^  and  the  results  were  sufficient- 
ly good  to  encourage  others,  who  have  modified 
the  operation  and  established  it  as  the  most  ef- 
fective therapeutic  measure  available  at  present. 
The  operation  as  performed  by  Peet^^^^^^^^  con- 
sists of  a bilateral  supra-diaphragmatic  approach 
with  resection  of  the  greater  and  lesser  splanch- 
nic nerves,  and  the  lower  dorsal  sympathetic  chain 
including  dorsal  ganglia  10,  11,  and  12,  on  both 
sides.  He  has  operated  over  100  cases.  Sixty- 
two  per  cent  are  symptomatically  relieved  with 
marked  reduction  of  blood  pressure,  and  15  per 
cent  have  normal  blood  pressures  and  no  other 
evidence  of  hypertension. 

Adson(^2)  and  Heuer^^^)  have  treated  a few 
cases  by  section  of  the  anterior  and  posterior 
spinal  roots  from  the  sixth  dorsal  to  the  second 
lumbar  segments  through  an  extensive  laminec- 
tomy wound.  The  magnitude  of  the  operation 
has  discouraged  its  use. 

Craig^^"*^  has  devised  an  operation  which  is 
similar  in  principal  to  that  of  Peet,  but  theoreti- 
cally offers  certain  advantages.  The  splanchnic 
nerves  and  the  upper  portion  of  the  lumbar  sym- 
pathetic trunk  are  exposed  and  resected  through 


a subdiaphragmatic  approach.  In  this  respect  it 
probably  accomplishes  the  same  end  as  the  Peet 
operation,  but  in  addition  it  permits  a more  e.x- 
tensive  denervation  of  the  splanchnic  bed  from 
resection  of  the  first  lumbar  ganglion  and  gives 
an  opportunity  within  the  same  wound  to  explore 
and  resect  a portion  of  the  suprarenal  glands. 

Theoretically,  both  of  these  operations  accom- 
plish three  things.  They  diminish  peripheral 
resistance  through  splanchnic  dilatation,  eliminate 
the  neurogenic  factor  in  the  secretion  of  adrena- 
line and  abolish  vasospasm  of  the  renal  vessels, 
thereby  improving  renal  function. 

The  criteria  for  selection  of  cases  suitable  for 
operation  have  not  become  well  defined.  Theo- 
retically, the  results  should  vary  with  the  degree 
and  extent  of  pathologic  changes  in  the  splanch- 
nic vascular  bed,  because  these  changes  would 
determine  the  extent  to  which  the  component  ves- 
sels were  capable  of  dilating  after  interruption  of 
the  sympathetic  innervation.  So  far,  no  simple, 
accurate  method  to  serve  as  a “yard  stock”  has 
been  devised.  The  degree  of  the  depressing  ef- 
fect of  spinal  anesthesia  upon  blood  pressure  has 
been  suggested  as  a means  of  measurement.  The 
response  of  blood  pressure  to  profound  sedation 
and  to  vasodilator  drugs  are  being  used  and  seem 
to  offer  promise  of  help. 

Good  renal  function  is  an  essential  prerequisite 
and  evidence  of  extensive  renal  damage  a contra- 
indication to  operation.  If  renal  function  is  only 
moderately  impaired,  an  improvement  in  it  usual- 
ly occurs  following  operation. 

Complications  of  hypertension  such  as  coron- 
ary and  cerebral  accidents  and  heart  failure  pre- 
sent unfavorable  signs  for  surgical  intervention. 

Theoretically,  the  best  results  should  be  ob- 
tained in  the  younger  individuals  (under  50  years 
of  age)  in  whom  the  hypertension  is  of  short  dur- 
ation and  uncomplicated,  the  vascular  changes 
not  extensive  or  advanced,  and  the  renal  function 
normal  or  only  slightly  impaired.  Clinical  ob- 
servations reported  thus  far  seem  to  support  this 
contention. 

Cases  of  essential  hypertension  are  classified 
into  three  groups : 

1.  Benign  hypertension  — occurs  in  individuals 
from  40  to  60  years  of  age,  progresses  slowly  and  does 
not  produce  disability  for  a long  period  of  time  or 
greatly  lessen  the  normal  expectancy  of  life. 

2.  Malignant  hypertension — occurs  in  young  indi- 
viduals (from  10  to  40  years  of  age)  and  progresses 
rapidly  to  an  early  fatal  termination.  Duration  of  life 
after  the  onset  of  the  first  symptoms  usually  does  not 
exceed  three  years;  the  average  duration  is  18 
months. 
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3.  Latent  hypertension — occurs  in  persons  of  20  to 
60  years  of  a^e  and  progresses  slowly  for  an  indefi- 
nitely long  period  of  time  like  the  benign  type  when 
suddenly  for  no  obvious  reason,  it  takes  on  the  char- 
acteristics of  the  malignant  form  and  progresses  very 
rapidly. 

Of  these  three  groups,  the  latter  two  should 
respond  most  satisfactorily  to  treatment.  Brief 
summaries  of  three  illustrative  cases  follow : 

Case  3.  G.  S.,  an  unmarried  girl  of  16  was  referred 
by  E>r.  J.  C.  Sharpe.  She  complained  of  dyspnoea,  pal- 
pitation and  precordial  pain  of  one  year’s  duration. 
Her  blood  pressures  were  220  systolic  and  140  dyas- 
tolic  and  her  renal  function  was  only  slightly  impaired 
(urine  concentrating  to  1025  with  ’phthalein  elimina- 
tion of  35%). 

In  July,  1935,  the  Peet  operation  of  supradiaphrag- 
matic splanchnic  denervation  was  done.  There  was 
a prompt  fall  of  blood  pressures  to  normal  levels  and 
relief  of  symptoms.  At  present,  now  nine  months 
after  operation,  the  blood  pressures  are  140  systolic 
and  95  diastolic. 

Case  4.  R.  C.,  a single  woman,  age  23,  was  ob- 
served at  the  University  dispensary.  She  complained 
of  headaches,  spots  before  the  eyes  and  of  swelling, 
blanching  and  coldness  of  the  hands  and  feet  of  six 
months’  duration.  She  had  noted  slight  dyspnoea  on 
exertion  for  three  months. 

Examination  showed  evidence  of  vasomotor  insta- 
bility, cardiac  enlargement  and  blood  pressures  of 
182  systolic  and  130  diastolic.  The  basal  metabolic 
rate  and  renal  function  determinations  were  normal. 

Splanchnic  denervation  has  been  recommended. 

Cases  3 and  4 — represent  the  group  classified  as 
malignant  hypertension.  The  symptoms  were  mild  in 
character  and  of  short  duration  and  the  renal  func- 
tions were  only  slightly  impaired.  They  present  there- 
fore very  good  indications  for  surgical  intervention, 
and  especially  so  in  the  light  of  the  early  fatal  out- 
come of  the  disease  under  all  other  known  forms 
of  medical  management. 

Case  5.  M.  T.,  a married  woman  of  45,  entered  the 
University  Hospital  for  relief  of  hypertension,  dysp- 
noea and  palpitation  of  16  years’  duration.  These 
symptoms  had  become  more  severe  during  the  past 
year,  and  during  this  period  she  had  had  frequent 
hypertensive  crises  characterized  by  severe  head- 
aches, vertigo  and  nausea  and  vomiting. 

She  was  moderately  obese,  had  a small  adenomatous 
goiter,  involving  the  right  lobe,  some  cardiac  enlarge- 
ment and  blood  pressures  of  250  mms.  Hg.  systolic 
and  140  mms.  Hg.  diastolic.  The  basal  metabolic 
rate  was  plus  6,  the  renal  function  was  normal,  the 
blood  Kahn  2 plus  and  the  Wassei'mann  negative. 

This  patient  represents  a latent  type  of  essential 
hypertension  complicated  by  the  presence  of  a non- 
toxic goiter.  It  is  possible  but  improbable  that  the 
goiter  has  more  than  an  incidental  relationship  to 
the  hypertension.  From  the  history,  it  would  appear 
that  the  hypertension  had  progressed  slowly  over  a 
period  of  15  or  more  years,  and  during  the  past  year 
had  become  much  more  severe,  and  taken  on  the 
characteristics  of  the  malignant  form. 

In  view  of  the  positive  blood  Kahn  reaction,  the 
patient  is  receiving  antiluetic  treatment  as  a prelim- 
inary measure  to  a splanchnic  denervation. 

CONCLUSIONS 

1.  Two  cases  of  hypertension  associated  with 
hyperthyroidism  are  reported.  In  one  the  hy- 
pertension was  cured  by  the  relief  of  hyperthy- 


roidism by  subtotal  thyroidectomy,  in  the  other 
the  hypertension  was  uninfluenced. 

2.  Of  the  various  methods  of  surgical  treat- 
ment of  essential  hypertension,  the  operative 
denervation  of  the  splanchnic  bed  has  proved  the 
most  effective.  The  rationale,  indications  and 
limitations  of  this  form  of  treatment  are  dis- 
cussed. The  risk  from  the  operation  is  com- 
paratively insignificant,  and  uncomplicated  the 
procedure  has  no  deleterious  effect  upon  the  pa- 
tient. 
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DISCUSSION 

DR.  GEORGE  W.  COVEY,  (Lincoln):  First  of  all, 
I want  to  thank  Dr.  Bisgard  for  a very  interesting 
paper  on  a subject  which  is  somewhat  new.  In  the 
first  place,  we  must  not  get  the  idea  that  this  method 
of  treatment  has  a very  wide  applicability.  In  the 
second  place,  we  must  maintain  the  position  at  this 
time  that  surgical  treatment  of  hypertension  is  purely, 
so  far  as  we  know,  symptomatic.  It  is  not  a method 
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of  treatment  that  is  attacking  the  root  of  the  disease. 
The  same  thing  may  be  said  about  all  other  methods 
of  hypertension  we  know  of  up  to  this  time. 

Dr.  Bisgard’s  slant  on  the  thyroid  is  a little  bit 
new  to  me.  We  recognize  the  fact  many  cases  of 
hyperthyroidism  have  hypertension,  and  some  few 
are  the  true  hypertension  type.  We  have  recognized 
the  fact  that  sometimes  after  removal  of  the  thyroid, 
the  patient  continues  to  have  hypertension.  The  ques- 
ion  is,  “What  does  the  thyroid  have  to  do  with  a 
true  hypertension?” 

My  thought  is  hypertension  has  occurred  in  cases 
who  w'ould  otherwise  have  had  hypertension.  I think 
that  brings  up  another  point.  The  thing  we  do  know 
about  the  etiology  of  hypertension  is  it  tends  to  be 
familial.  It  does  tend  to  have  an  heredity  factor. 
It  can  be  picked  out  in  children  of  school  age  by  cer- 
tain tests.  It  has  been  demonstrated  this  seems  to 
follow  almost  perfectly  the  laws  of  heredity.  A cer- 
tain percentage  of  children  of  parents  with  hyper- 
tension will  have  hypertension.  The  children  as  well 
as  adults  have  a hyperactive  response  to  everything 
that  goes  on  about  them.  Sooner  or  later  it  shows 
itself  in  changes  in  the  arteriolar  system.  When 
these  occur,  it  is  in  the  individual  who  is  thus  over- 
stimulated.  He  will  have  arteriolar  changes.  This 
is  the  type  who,  when  you  remove  the  hyperstimula- 
tion of  the  thyroid,  will  be  benefited. 

In  regard  to  various  types  of  surgery  done  in  hyper- 
tension. we  think  we  can  dismiss  denervation  of 
the  suprarenal  gland  and  kidney.  It  can  be  brought 
down  to  a surgical  procedure  which  brings  a dilata- 
tion of  a large  vascular  bed.  By  resection  of  the 
splanchnic  nerves  one  gets  the  additional  benefit  of 
denervation  of  various  organs — suprarenal  and  the 
kidney.  This  operation  is  designed  not  to  change  the 
response  of  the  individual’s  vasomotor  system,  but 
to  limit  the  damage  done  by  hyperactive  response,  or 
get  a large  overflow  area  and  vascular  dilatation 
which  takes  care  of  the  hyperactive  response. 

It  is  a very  fine  paper.  It  i's  something  we  should 
all  think  about. 

DR.  L.  D.  McGUIRE.  (Omaha):  I have  done  seveial 
of  these  operations  with  good  results,  except  in  one 
case.  That  was  a case  in  which  the  patient  had  a 
poor  kidney  function  and  a moderate  amount  of 


arteriosclerosis.  He  got  along  nicely  following  the 
operation,  but  two  months  later  died  from  a bad 
kidney.  So  I think  one  should  be  very  careful  that 
the  kidneys  are  in  good  condition  and  the  arteries  not 
too  hard  in  undertaking  this  operation.  However, 
with  somebody  with  good  arteries  and  kidneys,  with 
a very  definite  drop  of  from  260  to  170  in  systolic 
blood  pressure — the  diastolic  does  not  drop  as  much — 
patients  are  more  comfortable,  and  I think  we  ought 
to  keep  it  in  mind  and  do  it  in  younger  patients  with 
good  kidneys  and  good  arteries. 

DR.  .JOHN  C.  SHARPE,  (Omaha):  At  best,  our 
medical  treatment  of  essential,  malignant  hyperten- 
sion offers  very  little.  I must  confess  that  on  seeing 
this  girl  of  fourteen  with  such  a marked  degree  of 
hypertension  that  we  had  very  little  to  offer  her, 
medically,  in  the  way  of  prognosis.  Since  her  opera- 
tion, I have  been  amazed  at  the  pressure  remaining 
as  low  as  it  has.  Her  renal  function,  which  at  the 
time  of  operation  was  impaired,  has  returned  and  re- 
mained within  normal  limits.  We  shall  follow  her 
with  a good  deal  of  interest  through  the  next  few 
years,  because  we  knew  at  the  time  of  the  first  ex- 
amination, that  if  nothing  had  been  done,  her  great- 
est life  expectancy  would  have  been  about  eighteen 
months  to  three  years. 

I do  not  know  what  the  answer  is — whether  it  be 
Crile’s  denervation  or  Peet’s  splanchnectomy.  but  I 
do  think  that  we  should  keep  our  minds  open  as  the 
surgical  treatment  of  hypertension  seems  to  offer 
more  than  our  own  rather  simple  sympomatic  treat- 
ment of  the  past. 

DR.  BISGARD,  (closing):  In  regard  to  Dr.  Covey's 
remarks  about  the  association  of  hyperthyroidism 
with  hypertension,  I think  the  cases  in  which  hyper- 
tension is  caused  by  hyperthyroidism  and  cured  by 
subtotal  thyroidectomy  are  very  uncommon.  In  most 
cases,  the  association  is  merely  incidental  and  we 
can  expect  little  or  no  benefit  from  thyroidectomy. 

Dr.  McGuire  stressed  an  important  point  — that 
splanchnic  section  is  limited  in  its  application  to  a 
group  of  cases,  of  essential  hypertension  with  good 
functioning  kidneys,  in  which  changes  in  the  vessels 
are  not  extensive  and  have  not  become  fixed.  The 
difficulty  lies  in  evaluating  these  factors. 
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I have  been  asked  by  the  program  committee 
to  review  the  literature  on  the  treatment  of  pneu- 
monia. Having  gone  over  the  American,  English 
and  German  literature  dealing  with  this  subject, 
it  was  decided  to  discard  the  German  results  since 
their  methods  differ  considerably  from  American 
and  English.  For  example,  the  end-products  after 
serum  concentration  are  much  different.  Not  all 
statistics  were  included,  but  those  given  represent 
the  average  methods  used  and  their  results. 

You  will  see  by  this  review  the  result  of  any 
method  followed  reduces  the  mortality  and  mor- 
bidity rate — one  as  much  as  70  per  cent.  In  our 
own  country  in  the  crowded  districts  the  mor- 

♦Given  before  the  meeting  of  the  staff  of  St.  Elizabeth’s  hos- 
pital, Lincoln,  Nebraska,  January  14,  1936. 


tality  rate  is  high  while  in  our  vicinity  it  is  rela- 
tively low. 

TYPES  OF  PNEUMOCOCCI 
Harvard  Researched,  published  in  1934,  con- 
clude it  is  difficult  to  find  all  the  organisms  in- 
volved in  pneumonia  and  the  one  recovered  may 
not  be  the  only  one  affecting  the  patient — in  fact 
there  may  be  several  different  organisms.  There 
may  be  the  infective  invader  and  others  which 
are  not  etiologically  concerned  in  the  case.  Then 
there  may  be  concurrent  infections  and  finally  the 
patient  may  have  consecutive  infections.  Thus, 
mixed  infections  many  times  account  for  relapses 
and  complications. 

As  you  know,  32  types  of  pneumococci  have 
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been  isolated  and  there  are,  perhaps,  many  more. 
The  pneumococcus  is  not  auto-infectious — that  is, 
the  organisms  usually  present  in  a person’s  throat 
do  not  affect  him — but  it  is  infectious  when 
pas.sed  from  the  carrier  to  another  host. 

A rapid  typing  method  has  been  developed  and 
it  does  not  take  much  time  to  classify  the  isolated 
pneumococcus.  A loopful  of  sputum,  the  same 
amount  of  type  1 immune  rabbit  serum  and  1 
loopful  of  methylene  blue  solution  are  mixed  and 
examined  microscopically  under  the  oil  immersion 
and  illuminated  with  blue  light.  This  is  repeated 
for  type  3.  The  ‘“swollen  zone”  of  the  pneumo- 
coccus is  the  specific  reaction  which  makes  the 
type  diagnosis. 

MORTALITY  RATE 

In  England,  the  Guys  Hospital  reports  general 
practitioners’  mortality  rate  is  about  10  per  cent 
lower  than  that  of  the  best  hospital  treatment.  It 
is  difficult  to  assess  the  value  of  any  treatment, 
but  home  treatment  is  more  successful  probably 
on  account  of  early  attention,  favorable  environ- 
ment and  the  fact  the  patient  is  not  moved. 

The  collected  statistics  by  Beckman  in  our 
country  are  as  follows  ; 

1.  Private  practice  15  to  25  per  cent  mortality. 

2.  Good  hospital  treatment  25  to  35  per  cent  mor- 
t:ility. 

3.  In  public  institutions  where  alcoholics,  neglected 
and  late  cases  are  cared  for  the  mortality  rate  is  from 
50  to  60  per  cent. 

I have  cared  for  169  cases  of  lobar  pneumonia 
since  coming  to  Lincoln,  Nebraska  in  1916  and 
the  mortality  rate  has  been  3.7  per  cent. 

TREATMENT  WITH  DIGITALIS 

Wynn  collected  the  English  statistics  and  states 
the  death  rate  is  increased  7.7  per  cent  in  those 
cases  treated  with  saturating  doses  of  digitalis. 
Johnson  of  Pittsburgh  found  the  death  rate  to  be 
increased,  while  Cohn  states  there  is  no  change. 
Wyckoff  had  835  cases  electrocardiographically 
controlled  and  his  findings  show  an  increased 
mortality  rate  of  from  5 to  10  per  cent.  Barker 
feels  digitalis  is  of  value  but  gives  no  controlled 
statistics.  Mackenzie.  Wenckebach  and  \'aquez 
think  digitalis  is  valueless  in  any  infection.  How- 
ever, if  auricular  flutter  or  fibrillation  develops, 
then  digitalis  should  be  given  to  the  physiological 
saturation  point.  Since  in  pneumonia  the  princi- 
pal cause  of  vascular  failure  is  vasomotor  paraly 
sis  then  theoretically  digitalis  can  be  of  little 
value.  If  the  patients  are  given  routinely  the 
saturation  dose  of  digitalis,  it  unquestionably  poi- 
sons the  heart  muscle  and  if  only  small  doses  are 


given,  digitalis  is  of  no  therapeutic  value  in  any 
type  of  heart  disease.  Therefore,  it  seems  fair 
to  conclude  the  routine  digitalis  treatment  in  pneu- 
monia is  of  no  value  in  small  doses  and  increases 
the  mortality  rate  when  given  in  the  regularly 
recommended  dose. 

DIATHERMY 

Stewart  ( England ) believes  the  patient  who 
does  not  respond  favorably  after  three  or  four 
treatments  by  diatbermy  presents  an  almost  fatal 
prognosis.  With  temporary  improvement  he 
greatly  increases  the  dosage.  There  are  no  con- 
traindications and  any  other  treatment  can  be 
used  with  it.  20, 000  cases  treated  by  this  method 
were  collected  and  studied.  No  untoward  effect 
followed  this  plan  of  treatment  and  it  reduced  the 
mortality  rate  70  per  cent.  In  England  all  who 
have  studied  its  effects  advocate  its  use.  This 
method  has  a sound  physiologic  basis  and  gives 
the  patient  quite  a measure  of  relief. 

In  this  country  over  10,000  cases  were  collect- 
ed and  it  is  believed  it  gives  enough  relief  and 
decrease  in  symptoms  to  recommend  its  trial  in 
every  case.  About  40  percent  believe  it  reduces 
tbe  mortality  rate  while  the  other  60  per  cent 
have  not  reported  the  death  rate.  An  American 
Medical  Association  report  on  diathermy  says  it 
is  not  accepted  as  specific  treatment  in  pneumonia. 
It  may  be  used  as  a counter-irritant  but  has  no 
advantage  over  less  involved  means.  Binger, 
working  in  the  Rockefeller  Institute  hospital,  be- 
lieves it  does  not  raise  the  lung  temperature  and 
says  any  benefit  received  is  due  to  the  mental  at- 
titude of  the  patient. 

In  my  experience  with  diathermy  in  pneumonia 
I believe  it  reduces  the  pains  and  fever,  increases 
the  well-being  and  promotes  sweating. 

MERCUROCHROME 

In  this  country  this  drug  was  used  in  90  cases 
with  a death  rate  of  8.9  per  cent  while  in  the  90 
control  cases,  32  per  cent  died.  The  average  dose 
was  5 milligrams  per  kilo  of  body  weight. 

OXYGEN 

In  a collection  of  almost  1,000  cases  Bethea 
says  oxygen  is  of  no  value;  Johnson  believes  it 
assists  some  in  recovery ; while  Linnell  thinks  it 
helps  in  recovery  in  tho.se  patients  who  have 
cyanosis. 

Hansen  and  Calhoun  used  5 per  cent  carbon 
dioxide  and  95  per  cent  oxygen  early  in  27  cases. 
Two  of  these  died  (7.4  per  cent  mortality).  The 
gas  was  given  three  and  a half  to  ten  and  a half 
days.  In  14  cases  it  was  given  one  hour  two 
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times  a day  and  in  13  cases,  one  hour  four  times 
a day.  Fifteen  had  positive  blood  cultures.  They 
feel  the  gas  was  the  factor  which  resulted  in  such 
a low  death  rate. 

Recently  it  was  stated  in  the  American  Medical 
.Association  Journal  Queries  that  oxygen  is  fre- 
quently indicated  when  the  pulse  rate  is  over  120. 

PNEUMOCOCCUS  SERUM 

The  British  Research  Council  (1934)  reported 
having  carefully  followed  1,375  cases,  the  ages 
varying  from  20  to  60  years.  964  were  types  1 
and  2 and  348  of  these  were  given  the  Felton  con- 
centrated pneumonia  antibody.  The  conclusions 
are : in  tvpe  1 there  is  a reduced  fatality  in  those 
between  20  and  40  years  and  it  has  no  effect 
in  those  who  have  pas.sed  their  fortieth  year, 
while  in  those  who  recovered,  the  time  of  illness 
was  reduced.  In  type  2 there  was  no  change  in 
the  death  rate. 

In  this  country  Linnell  feels  that  Felton’s  serum 
produced  no  change  in  results  over  those  not  re- 
ceiving serum.  Finland  (Harvard  University) 
found  more  early  recurrences  when  patients  were 
treated  with  Felton’s  serum,  concluding  the  im- 
mune bodies  remained  in  the  blood  for  shorter 
periods  than  in  those  cases  receiving  no  serum. 

Cecil  in  the  Bellevue  Hospital  (1932)  reports 
the  following:  when  Felton’s  serum  was  given 
anytime  after  the  onset  in  239  cases  of  type  1 
the  death  rate  was  dO..")  per  cent,  in  253  controls 
it  was  45.8  per  cent ; when  the  serum  was  given 
within  72  hours  after  the  on.set  in  21  cases  the 
mortality  rate  was  14.3  per  cent  and  in  20  con- 
trols ()5  per  cent.  .All  serums  were  given  intra- 
venously. He  concludes  other  type  serums  are 
of  no  value  but  in  type  3 ’Avery’s  bacterial  enzyme 
may  aid  in  recovery.  Nine  groups  of  physicians 
in  the  more  populated  parts  of  the  country  treat- 
ed 541  cases  of  lobar  pneumonia,  type  1 and  2 
with  Felton’s  serum  and  193  died — the  mortality 
rate  being  35.7  per  cent. 

Belk  and  Sharp  cared  for  130  patients  with  all 
types  of  lobar  pneumonia  by  giving  them  the 
Huntoon  antibody,  the  dose  varying  from  50  to 
1200  cubic  centimeters.  Twenty-two  died  which 
is  a death  rate  of  15  per  cent. 

Bergey  and  Brown  report  144  patients  with 
lobar  pneumonia  of  all  types.  National  concen- 
trated jmeumonia  serum  was  given  to  each  with 
a total  individual  amount  of  from  10  to  110  cubic 
centimeters.  Twenty-eight  died,  a mortality  rate 
of  19.4  per  cent.  Hamilton  used  the  same  line  of 
treatment  in  32  patients,  three  of  whom  died,  re- 
sulting in  a death  rate  of  9.3  per  cent. 


ARTIFICIAL  PNEUMOTHORAX 

This  is  produced  simply  by  injection  of  mea- 
sured amounts  of  air  into  the  pleural  cavity  of 
the  affected  side. 

This  method  was  first  used  by  Friedman  in 
1921,  and  European  clinicians  since  then  have  re- 
ported 50  cases  of  pneumothorax  in  lobar  pneu- 
monia with  47  recoveries  and  three  deaths. 

Behrends  and  Cowper  (1934)  followed  this 
plan  of  treatment  in  11  cases  in  which  series  two 
died — one  having  a septicemia  and  one  a pneu- 
mococcus meningitis.  In  10  the  pneumothorax 
was  easily  induced  while  in  1 with  extensive 
pleural  adhesions  it  was  tried  three  times  and 
finally  a small  amount  of  air  was  introduced. 
Pain,  cyanosis  and  dyspnea  were  promptly  re- 
lieved in  the  10  cases.  The  cough  was  less  severe 
and  the  sputum  decreased  in  amount.  In  all  but 
one  the  temperature  decreased — five  by  crisis  and 
four  lyv  lysis.  No  complications  developed. 

L'ebermann  and  Leopold  induced  unilateral 
lobar  pneumonia  in  36  animals,  treated  18  by  the 
])neumothorax  method  and  18  by  other  methods. 
They  conclude  the  pneumothorax  treatment  pro- 
duces a crisis-like  picture  and  artificially  limits 
the  time  of  the  disease.  Three  of  those  treated 
by  pneumothora.x  and  twelve  of  the  control  group 
died. 

Blake  treated  23  cases  by  injecting  intrapleur- 
ally  1,700  to  2,300  cubic  centimeters  of  air  divided 
into  3 doses  at  four-hour  intervals.  Three  died 
but  in  these  the  treatment  was  started  late,  that 
is,  on  the  fourth  and  fifth  day  and  a septicemia 
was  believed  to  have  been  the  deciding  factor. 

Hines  reports  12  cases  of  pneumothorax  in 
lobar  pneumonia.  Nine  patients  received  im- 
mediate symptomatic  relief  of  pain  and  dyspnea. 
Four  died,  two  of  these  having  a bilateral  pneu- 
monia. 

Holmes  and  Randolph  (1935)  used  this  line 
of  treatment  in  18  cases  of  one-sided  lobar  pneu- 
monia. The  pleural  pains  were  reduced,  the  pa- 
tients felt  better,  the  depth  of  breathing  was  in- 
creased and  the  rate  decreased.  The  toxemia  was 
les.sened  and  a pseudocrisis  developed.  Since  there 
was  no  spread  of  the  disease  in  any  of  these  pa- 
tients, they  feel  it  limits  the  process  and  compli- 
cations are  reduced.  There  was  complete  reso- 
lution in  10  to  14  days  as  shown  in  roentgrams. 
.All  recovered. 

Coglan  ( 1932)  reports  6 cases  with  1 death; 
Isaac  believes  it  is  of  value  in  early  unilateral 
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cases  and  it  relieves  pain;  Johnson  thinks  it  bids 
fair  to  be  effective;  while  Tiich  and  Robertson 
feel  the  mortality  rate  is  reduced,  comfort  in- 
creased and  duration  of  the  disease  is  decreased. 
Jump  (Philadelphia  General  hospital)  thinks  it 
is  of  doubtful  value.  Bullowa  believes  the  “in- 
herent hazards  outweigh  the  advantages  alleged 
by  advocates  of  the  treatment.”  He  regards  this 
treatment  still  in  the  experimental  stage.  He 
says  relief  of  pleural  pain  may  be  accomplished 
by  other  means ; temperature  declines  may  be  sim- 
ply coincidental,  and  the  evidence  is  not  sufficient 
to  show  the  disease  is  shortened.  On  the  other 
hand,  he  states,  pneumothorax  seems  to  increase 
the  frequency  and  severity  of  cyanosis,  especially 
if  bilateral  pneumonia  is  present,  and  it  may  dis- 
place the  mediastinum.  He  feels  when  compared 
with  the  best  serum  treatment,  pneumothorax  is 
second  best.  Bullowa,  however,  has  had  no  ex- 
I perience  with  pneumothorax  treatment  in  pneu- 
monia. 

I I have  had  one  case  of  unilateral  lobar  pneu- 
monia in  which  artificial  pneumothorax  was  in- 
I duced.  I saw  this  patient,  22  years  of  age,  on  the 
second  day  of  the  disease.  The  temperature  was 
j 103.2,  pulse  136,  respiration  36  and  the  white 
! blood  count  was  22,500.  Six  hundred  cubic  centi- 
I meters  of  air  were  injected  into  the  pleural  cav- 
I ity  at  4 p.  m.  The  pleural  pain  stopped  at  once 

I and  the  temperature  started  downward.  He  felt 

I perfectly  well  in  7 hours.  At  eight  the  next  morn- 
i ing,  when  400  cubic  centimeters  of  air  were  in- 
jected, his  temperature  was  99  degrees,  pulse 
1 114,  and  respiration  24.  In  the  afternoon  the 

temperature  rose  to  100  degrees  but  was  normal 
after  that.  The  lung  signs  were  masked  by  the 
air,  so  what  change  developed  is  not  known.  The 
patient  recovered  without  any  complications. 

Pneumothorax  can  only  be  of  value  when  the 
pneumonia  is  unilateral,  the  diagnosis  made  early 
and  the  treatment  started  at  once.  This  is  too 
small  a series  of  cases  to  judge  the  exact  value 
of  this  line  of  treatment  but  it  seems  it  is  worth 
trying  when  the  foregoing  conditions  are  present. 
Pneumothorax  seems  to  attempt  to  follow  the 
mechanism  of  nature  when  a pleural  effusion  ap- 
pears and  collapses  the  affected  lung  by  pressure. 

STIMULANTS 

Stimulants,  such  as  strychnine  and  caffeine 
sodiobenzoate  have  little  place  in  the  treatment 
of  pneumonia  and  when  given  oftentimes  increase 
irritability  and  prevent  sleep.  On  the  other  hand, 
sedatives  are  often  required  to  control  nervous- 
ness and  sleeplessness. 


THE  AUTHOR’S  TWENTY  YEARS’  RESULTS 

I have  practiced  medicine  in  Lincoln,  Nebraska, 
since  1916  and  have  cared  for  169  cases  of  lobar 
pneumonia  with  11  deaths  or  a mortality  rate  of 
3.7  per  cent.  This  is  far  below  that  of  English 
and  eastern  United  States  statistics.  While  the 
line  of  treatment  followed  surely  assisted  in  this 
low  death  rate,  it  is  probable  the  causative  organ- 
isms are  not  as  virulent  in  our  “great  open  spaces” 
as  they  are  in  the  more  densely  populated  dis- 
tricts. These  patients  were  affected  with  all 
types  of  pneumonia  and  were  treated  in  both 
homes  and  hospitals.  The  ages  varied  from  6 
to  72  years. 

Of  the  11  who  died  one  had  a streptococcus 
septicemia  and  lived  69  days  after  the  crisis,  two 
had  tuberculosis,  one  suffered  a collapse  of  one 
lung  in  a bilateral  pneumonia,  while  the  other 
seven  had  no  complications. 

LINE  OP  TREATMENT  IN  THOSE  RECOVERING 


Pneumococcus  antigen  3 

Coles’  pneumococcus  serum 7 

Immune  blood  2 

Artificial  pneumothorax  1 

Oxygen  and  quinin  5 

Felton’s  serum  4 

Quinin  alone  90 

Quinin  and  diathermy 46 


ROUTINE  TREATMENT 

1.  General  care,  sponging,  rubbing,  etc.,  no 
heavy  jacket,  but  a light  flannel  gown  and  warm 
fresh  air. 

2.  Rest  and  conservation  of  strength.  Seda- 
tives may  be  necessary  to  accomplish  this. 

3.  High  carbohydrate  diet  with  dextrose  and 
whiskey.  Reduce  if  abdominal  distension  devel- 
ops. 

4.  Good  bowel  elimination.  Laxatives  if 
necessary. 

5.  Water  in  fairly  large  amounts — 3000  to 
5000  cubic  centimeters  daily. 

6.  Quinin,  the  plan  to  be  described  later. 

7.  For  cyanosis,  oxygen,  one  to  eight  liters 
per  minute  and  add  carbon  dioxide  5 per  cent,  by 
oxygen  tent  method  only. 

8.  For  cough,  codein  to  control  it. 

9.  For  pain  (pleural)  in  the  chest,  mustard 
plasters,  diathermy,  or  finally  codein.  Artificial 
pneumothorax  may  be  added  to  this. 

10.  Tympanites.  Soda  bicarbonate  1 per  cent 
solution  enemas,  reduction  of  carbohydrates  in 
the  diet  and  hot  turpentine  stupes. 
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11.  Dilatation  of  the  right  side  of  the  heart. 
\ enesection  and  in  a few  cases  digitalis  may  be 
valuable. 

12.  Sodium  chloride  0 to  24  grams  daily  to 
replace  chloride  reduction  in  the  blood. 

CAUSE  OP  DEATH  IN  PNEUMONIA 

1.  Bacteremia  which  can  be  combated  only 
with  antipneumococcus  serum. 

2.  Pulmonary  edema  in  which  50  per  cent 
de.xtrose  solution  and  insulin  intravenously  may 
be  of  value. 

3.  Dehydration.  Salt  and  dextrose  solutions 
intravenously  are  indicated. 

4.  Congestive  heart  failure  (rare)  may  re- 
spond to  digitalis. 

5.  Vasomotor  paralysis.  There  is  no  drug 
which  is  specific  in  this  condition  but  epinephrine 
or  eschatin  mav  be  of  value. 


QUININ  TREATMENT  IN  PNEUMONIA 

Twenty-five  grains  of  quinin  bisulphate  are 
given  by  mouth,  repeated  in  6 hours  and  one-half 
this  dose  is  given  at  the  end  of  the  next  6 hours. 
If  the  temperature  is  near  normal,  10  grains  are 
then  given  every  4 to  C hours  until  the  crisis 
appears.  Of  course,  this  plan  must  be  varied  in 
the  individual  case.  If  this  drug  must  be  given 
intravenously,  the  dose  is  reduced  in  amount  and 
if  by  rectum,  it  is  increased.  All  other  routine 
and  special  methods  as  indicated  should  be  used. 

Now,  in  conclusion,  it  seems  the  best  method 
of  treatment  in  lobar  pneumonia  is  one  the  phy- 
sician clearly  understands  and  the  one  he  has  used 
long  enough  to  know  the  indications  and  contra- 
indications as  the  various  symtoms  and  complica- 
tions present  themselves.  Finally,  we  must  real- 
ize either  the  people  of  the  middle  west  have  a 
high  pneumococcus  immunity  or  the  pneumococ- 
cus is  not  as  virulent  as  it  is  in  the  more  crowded 
districts  of  our  country. 


PERIPHERAL  VASCULAR  DISEASE 
IV — Diabetic  Gangrene 

CHAS.  W.  McLAUGHLIN,  JR.,  M.  D., 

F^'om  the  Department  of  Surgery,  University  of  Nebraska  College  of  Medicine, 

Omaha. 


In  a discussion  of  peripheral  vascular  disease, 
diabetic  gangrene  merits  special  consideration  be- 
cause of  the  seriousness  of  the  condition  and  the 
problems  it  presents. 

In  the  pre-insulin  days  coma  was  the  major 
cause  of  death  in  diabetes  mellitus.  Eew  patients 
with  a severe  form  of  the  disease  lived  past  mid- 
life and  surgical  deaths  were  relatively  infre- 
quent. Joslin(^)  found  that  51%  of  a series  of 
1,147  diabetic  deaths  prior  to  1922  were  resultant 
from  coma  while  only  9.8%  could  be  attributed 
to  surgical  complications.  Since  the  general  use 
of  insulin  in  therapy,  this  ratio  has  been  pro- 
foundly altered.  Coma  is  now  responsible  for 
less  than  5%  of  the  diabetic  deaths  while  surgical 
complications,  chief  among  which  is  diabetic  gan- 
grene, are  the  cause  of  death  in  over  half  the 
cases. 

The  Metropolitan  Life  Insurance  Company  re- 
cently tabulated  1,059  diabetic  deaths  occurring 
since  1926.  It  was  shown  that  the  average  age 
of  the  diabetic  at  death  had  been  increased  from 
44  to  61  years  and  the  average  duration  of  the 
disease  increased  from  4.8  to  9 years^^E  Elia- 
son^^)  observed  that  the  average  age  of  patients 
presenting  with  diabetic  gangrene  increased  seven 


years  between  the  years  1926  and  1932  as  a re- 
sult of  improved  therapy. 

McKittrick  and  Root^'^^  note  that  60%  of  the 
cases  of  diabetes  develop  after  the  age  of  40  years 
while  only  25%  develop  between  the  ages  of  25 
and  40.  It  is,  therefore,  apparent  that  the  ma- 
jority of  diabetic  patients  presenting  with  vascu- 
lar disease  of  the  extremities  will  be  seen  during 
the  sixth  decade  of  life. 

The  relationship  between  arteriosclerosis  and 
diabetes  mellitus  is  well  appreciated.  It  has  been 
said  that  the  diabetic  is  as  old  as  his  age  plus 
the  duration  of  his  diabetes.  Pathological  studies 
show  that  the  vast  majority  of  patients  suffering 
with  diabetes  for  a period  of  over  five  years  show 
definite  evidence  of  arteriosclerosis.  Morrison 
and  Bogan^®^  studied  the  lower  limbs  of  324  con- 
secutive diabetics  by  x-ray.  Fifty-three  per  cent 
showed  definite  calcification  and  in  21%  it  ap- 
peared to  be  very  extensive.  Only  6%  of  the 
cases  in  the  third  decade  of  life  showed  x-ray 
evidence  of  calcification  while  in  87%  of  those 
in  the  seventh  decade  the  arteriosclerosis  could 
be  visualized.  In  the  entire  series  91%  of  the 
patients  who  were  known  diabetics  for  a ten  year 
period  had  calcification  in  the  peripheral  vessels 
on  x-ray  examination. 
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The  arterio-sclerotic  process  continues  to  ad- 
vance in  spite  of  therapy  with  the  result  that  the 
diabetic's  vessels  are  usually  ten  years  older  than 
the  patient.  Olmsted has  observed  that  the 
pulsations  in  the  lower  extremities  of  these  pa- 
tients tend  to  disappear  10  to  20  years  younger 
than  in  normal  individuals.  Starr<'^>  in  a study 
of  100  imselected  diabetic  patients  found  that  the 
histamine  response  in  the  lower  limbs  was  mark- 
edly impaired  in  34%,  moderately  impaired  in 
3-1%,  and  normal  in  only  32%. 

Pathologically  the  type  of  sclerosis  seen  in  the 
peripheral  vessels  of  the  diabetic  may  vary  some- 
what from  that  encountered  in  arteriosclerosis 
obliterans.  McKittrick  and  Root^^^  found  that 
the  chief  difference  is  in  the  relative  amounts  of 
intimal  and  medial  change.  In  the  diabetic  limb 
with  obliterative  vascular  disease  there  exists  an 
extensive  amount  of  endothelial  proliferation  and 
fatty  deposition  in  the  intima,  the  vessel  lumen 
being  filled  with  lipoid  packed  cells,  new  connec- 
tive tissue  and  leucocytes.  While  a moderate  de- 
gree of  medial  sclerosis  with  calcium  deposition 
is  a common  finding,  the  striking  feature  is  the 
prominent  intimal  change. 

Clinically  cases  of  diabetic  gangrene  develop 
about  ten  years  earlier  than  gangrene  of  the  se- 
nile type.  Eliason<^)  found  the  average  age  of  a 
recent  group  of  patients  presenting  with  diabetic 
gangrene  to  be  64  years  and  this  is  in  keeping 
with  the  experience  of  other  surgeons.  Males  are 
somewhat  more  commonly  affected  than  females 
probably  due  to  the  additional  amount  of  trauma 
to  which  their  extremities  are  subjected.  The  in- 
cidence of  gangrene  is  definitely  higher  during 
the  winter  months. 

In  a great  many  of  the  cases  of  diabetes  first 
seen  with  a gangrenous  toe  or  foot,  little  history 
of  preceding  discomfort  referable  to  the  extremi- 
ties is  available.  This  is  in  contrast  to  the  cases 
of  arterio-sclerosis  obliterans  who  usually  have 
symptoms  due  to  ischemia  in  the  lower  extremities 
for  some  time  before  the  development  of  gan- 
grene. In  larger  institutions  great  numbers  of 
patients  first  presenting  themselves  with  gangrene 
are  unaware  that  they  have  diabetes  on  admission. 
In  a series  of  175  cases  of  established  gangrene 
admitted  to  the  Philadelphia  General  hospital, 
50%  were  for  the  first  time  found  to  have  glyco- 
suria. The  slow  but  steady  progress  of  the  dis- 
ease permits  the  development  of  a collateral  cir- 
culation which  is  adequate  until  some  form  of 
trauma  occurs  with  its  serious  sequelae. 

In  known  diabetics  with  complaints  of  painful 
feet,  cramps  or  claudication,  a thorough  study  of 


tlie  vascular  status  should  be  carried  out  as  pre- 
viously outlined^^k  The  treatment  of  this  group 
is  the  same  as  for  cases  of  arteriosclerosis  obliter- 
ans with  signs  of  inadequate  peripheral  circula- 
tion. The  great  importance  of  foot  hygiene, 
avoidance  of  trauma  and  respect  for  minor  abra- 
sions must  be  repeatedly  impressed  upon  these 
patients  with  glycosuria,  with  or  without  symp- 
toms referable  to  the  limbs.  Brandaleone,  Stan- 
dard, and  Ralli^®^  have  recently  emphasized  the 
value  of  prophylactic  foot  treatment  in  patients 
with  diabetes  mellitus.  These  authors  found  that 
special  instruction  in  the  care  of  the  feet  reduced 
the  number  of  pedal  infections  requiring  hospital 
admission  from  10%  to  4.6%  and  the  number 
of  amputations  in  this  group  from  32.4%  to 
25.9%.  Careful  supervision  of  the  patients  dia- 
betes with  diet  and  insulin  is  a fundamental  part 
of  the  therapy.  Joslin^^^  has  aptly  said  that  the 
surest  way  to  produce  gangrene  in  the  diabetic  is 
to  keep  the  patient  alive  and  only  half  treat  him. 
In  few  other  conditions  is  such  close  cooperation 
between  the  internist  and  surgeon  necessary  as  in 
the  diabetic  patients  with  impending  or  existing 
gangrene. 

Minor  trauma  resulting  in  a blister,  abrasion, 
or  callus  often  precipitates  the  development  of 
necrosis.  The  danger  of  wearing  improper  shoes 
should  be  fully  appreciated.  Commonly  it  is  noted 
that  one  of  the  toes  has  become  dusky,  cyanotic 
and  painful.  If  the  process  advances  slowly  and 
immediate  care  of  the  foot  is  instituted,  it  may 
be  possible  to  keep  the  lesion  dry.  This  is  a most 
important  detail  in  the  early  management  of  gan- 
grene in  the  diabetic  patient.  Absolute  bed  rest, 
a carefully  regulated  heat  cradle,  sterile  dry 
dressings  to  the  lesion,  and  Buerger’s  exercises 
all  should  be  employed.  The  use  of  moist  dress- 
ings or  ointments  are  to  be  condemned  since  they 
tend  to  macerate  the  part  and  often  convert  a dry 
into  a wet  lesion.  Pain  is  usually  severe  and  may 
require  repeated  doses  of  salicylates  and  codeine 
for  its  relief.  If  the  lesion  remains  localized,  dry 
and  mumifies,  pain  tends  to  disappear,  while  in 
wet  gangrene  with  infection  it  commonly  persists 
and  increases. 

In  the  surgical  management  of  any  diabetic 
with  gangrene  certain  established  principals  must 
be  kept  in  mind.  The  great  majority  of  these  pa- 
tients are  overweight,  have  definite  evidence  of 
coronary  disease  and  are  poor  surgical  risks. 
Conservative  surgery  usually  fails  to  halt  the  ad- 
vancing process  and  multiple  operations  markedly 
increase  the  mortality. 

Amputation  of  a single  toe  using  a racquet  in- 
cision may  be  considered  in  a few  selected  cases : 
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1.  Dry  gangrene  of  a single  digit,  with  or 
without  a palpable  dorsalis  pedis  artery,  provid- 
ing the  foot  is  warm,  has  good  color  and  there 
is  no  associated  pain. 

2.  Osteomyelitis  of  phalanx  of  one  toe  with 
gangrene  but  good  circulation  in  the  foot. 

3.  A chronic  infection  of  a corn  or  callus  on 
one  toe. 

4.  To  obtain  better  drainage  in  an  infection 
limited  to  a single  toe. 

Amputations  of  a single  digit  seem  more  suc- 
cessful when  the  lesion  affects  the  small  or  great 
toe.  It  has  been  our  experience  that  gangrene 
affecting  the  second,  third  or  fourth  toes  usually 
becomes  moist,  is  associated  with  infection  on  the 
plantar  surface  of  the  foot  and  does  poorly  with 
conservative  surgery. 

Major  amputations  are  necessary  in  the  ma- 
jority of  cases  presenting  with  an  established  dia- 
betic gangrene.  The  following  indications  for 
high  amputation  have  been  suggested^'*^ 

1.  Definite  gangrene  of  one  or  more  toes  in  the 
absence  of  a dorsalis  pedis  pulse,  if  all  or  part  of 
the  foot  is  cold  and  of  poor  color,  and  definite  tem- 
perature changes  are  palpable  along  the  leg. 

2.  Beginning  gangrene  with  spreading  infection  in- 
volving the  deeper  structures  of  the  foot. 

3.  Deficient  blood  supply  to  the  foot  without  ac- 
tual gangrene,  in  which  severe  pain  cannot  be  con- 
trolled by  conservative  therapy  after  a period  of 
three  weeks  in  the  hospital. 

4.  Prolonged  sepsis  endangering  the  life  of  the 
diabetic  even  though  the  peripheral  circulation  above 
the  toes  seems  fair. 

In  the  performance  of  a major  amputation  in 
the  diabetic,  either  a Gritti-Stokes  or  a mid-thigh 
procedure  may  be  done.  Amputations  below  the 
knee  are  rarely  if  ever  justified  in  these  cases  be- 
cause of  the  extent  of  the  vascular  disease.  Our 
own  preference  is  for  the  thigh  amputation  be- 
cause of  the  shorter  time  required,  the  assurance 
of  an  adequate  blood  supply  at  this  level  and  the 
fact  that  so  few  of  these  patients  will  require  the 
use  of  a weight  bearing  stump.  The  use  of  a 
tourniquet  is  not  necessary  and  may  cause  dam- 
age by  crushing  calcified  vessels  in  the  thigh. 
Hemostasis  must  be  meticulous  and  in  the  pres- 
ence of  a wet  gangrene  it  is  wiser  to  drain  the 
stump  for  36  hours. 

Spinal  anaesthesia  is  used  almost  exclusively 
for  thigh  amputations  because  of  its  obvious  ad- 
vantages. The  patient  is  given  a glass  of  orange 
juice  covered  by  insulin  early  on  the  morning  of 
operation.  Some  three  hours  later  the  operation 
is  carried  out  under  spinal  anaesthesia.  It  is 
usually  possible  for  the  patient  to  retain  orange 
juice  at  four  hour  intervals  beginning  soon  after 


operation.  This  greatly  reduces  the  danger  of 
the  development  of  a post-operative  acidosis, 
which  may  be  a serious  complication  in  these  pa- 
tients. Within  twenty-four  hours  after  operation 
it  is  usually  possible  for  the  patient  to  again  take 
his  computed  diet.  Blood  and  urine  studies  for 
sugar  should  be  done  frequently  during  this  per- 
iod, for  the  removal  of  an  infected  gangrenous 
limb  permits  a rapid  reduction  in  the  patients  in- 
sulin requirements. 

While  sufficient  time  is  usually  available  to 
plan  one’s  operative  attack  in  these  cases,  in  cer- 
tain instances  the  patient  must  be  considered  an 
emergency.  A diabetic  admitted  with  wet  gan- 
grene of  a foot,  cellulitis,  pre-tibial  oedema,  fever 
and  acidosis  is  as  much  a surgical  emergency  as 
an  acute  appendix.  Because  of  the  great  danger 
of  streptococcic  septicemia  and  gas  bacillus  infec- 
tion in  such  patients,  they  should  be  immediately 
prepared  for  .surgery  and  operated  upon.  No  ef- 
fect need  be  made  to  get  them  entirely  sugar  free 
but  their  acidosis  may  be  corrected  in  a few  hours 
time  before  operation  by  the  use  of  intravenous 
glucose  and  insulin.  Following  removal  of  these 
infected  limbs  the  diabetes  can  promptly  be  con- 
trolled, while  this  is  almost  impossible  before  sur- 
gery. Any  effort  at  conservative  surgery  in  such 
a situation  is  hazardous.  Infection  is  the  great 
danger  in  all  these  patients  and  is  present  in  fully 
95%  of  the  fatal  cases. 

The  ultimate  outlook  in  this  group  is  e.xtremely 
gloomy.  McKittrick  and  Pratt<^^®^  found  that 
only  33%  of  188  cases  were  alive  two  years  after 
operation  and  of  these  34%  had  had  bilateral  am- 
putations. Eliason^^)  found  that  55%  of  his 
series  of  175  cases  were  dead  within  one  year 
after  operation. 

These  figures  emphasize  again  that  we  are 
dealing  with  a progressive  disease  in  which  the 
gangrene  appears  as  an  extremely  serious  compli- 
cation. Every  effort  should  be  made  to  instruct 
the  diabetic  patient  regarding  the  care  of  his 
limbs,  especially  during  the  fifth  and  si.xth  dec- 
ades, and  by  this  means  the  incidence  of  gangrene 
may  be  reduced. 

The  following  cases  recently  observed  illustrate 
certain  aspects  of  peripheral  vascular  disease  in 
the  diabetic ; 

Case  1:  Female,  62,  admitted  to  the  University 
Hospital  on  January  20,  1937,  with  a painful  infected 
callus  opposite  the  second  metatarsal  bone  on  the 
sole  of  the  left  foot. 

P.  H.:  Two  years  previously  the  patient  developed 
dry  gangrene  of  the  left  3rd  toe.  She  consulted  her 
family  physician  who  found  sugar  in  the  urine  and 
told  the  patient  she  had  diabetes.  On  admission  to 
the  Hospital  at  that  time  there  was  an  area  of  in- 
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fection  in  a callus  on  the  sole  of  the  left  foot  in 
addition  to  the  gangrenous  third  toe.  The  infection 
was  incised  and  the  toe  permitted  to  separate  spon- 
taneously. With  medical  care,  bed  rest  and  a heat 
cradle  both  lesions  healed  in  three  months  time. 
Since  her  discharge  she  has  continued  on  insulin  and 
diet.  Has  had  no  pain  or  complaints  referable  to  her 
limbs  since  leaving  the  hospital  until  the  onset  of  the 
present  illness. 

P.  I.:  Several  weeks  ago  developed  a painful  callus 
on  the  sole  of  the  left  foot.  This  has  recently  become 
infected  and  is  now  exquisitely  painful. 

P.  X.:  The  skin  of  the  feet  is  sensitive  and  thick. 
In  the  dependent  position  the  toes  and  feet  become 
dark  and  cyanotic  while  in  an  elevated  position  they 
are  very  pale.  The  third  toe  on  the  left  is  missing. 
Small  area  of  callus  with  rather  deep  infection  on  sole 
of  left  foot.  Both  feet  are  moderately  warm  to  touch, 
no  gross  difference  in  temperature  being  noted.  Both 
popliteals  are  faintly  palpable.  Neither  posterior 
tibial  artery  could  be  felt  but  fair  pulsations  were 
made  out  in  both  dorsalis  pedis  arteries. 
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Vasodilatation  tests  showed  almost  no  response 
in  the  peripheral  skin  temperatures  when  the 
vasoconstrictor  influence  was  removed.  Impres- 
sion : Diabetes  with  rather  advanced  organic  dis- 
ease of  the  peripheral  vessels  as  shown  by  small 
])eripheral  pulsations  and  poor  histamine  re- 


sponses. 


On  bed  rest,  heat  cradle  and  Buerger’s  e.xer- 
cises,  together  with  medical  care  of  the  patient’s 
diabetes,  the  lesion  on  the  patient’s  foot  rapidly 
healed.  She  was  to  continue  Buerger’s  exercises 
on  discharge  and  give  her  feet  meticulous  care. 


Case  2:  Colored  female,  55,  admitted  to  University 
of  Nebraska  Service  at  the  Douglas  County  Hospital 
on  January  24,  1937,  complaining  of  severe  pain  in 
the  right  foot  and  right  great  toe. 

P.  I.:  The  patient  was  in  moderately  good  health 
until  two  weeks  before  admission  to  the  hospital 
when  she  experienced  a sudden  severe  pain  in  the 
calf  of  her  right  leg.  This  was  soon  followed  by  a 
dull  aching  sensation  over  the  right  lower  leg  and 
extending  into  the  right  great  toe.  The  pain  has 
gradually  become  more  severe,  interfering  with  the 
patient’s  rest.  The  right  great  toe  became  swollen 
and  discolored  one  week  befor^  admission  to  the 
hospital. 

P.  X.:  Chest,  heart  and  lungs  were  essentially  neg- 
ative. No  hypertension.  There  was  a moderate 
peripheral  arteriosclerosis.  Wet  gangrene  of  the 
right  great  toe  with  pitting  oedema  on  the  dorsum 
of  the  foot.  Marked  deep  tenderness  on  the  sole  of 
the  affected  foot. 


The  popliteal,  posterior  tibial  and  dorsalis  pedis 
vessels  on  the  right  side  were  not  palpable.  On 
the  left  the  popliteal  and  dorsalis  pedis  arteries 
showed  fair  pulsations  but  the  posterior  tibial 
could  not  be  felt. 


The  urine  showed  a trace  of  sugar  on  repeated 


examinations.  The  patient  was  not  aware  that 
she  had  glycosuria  until  her  admission  to  the  hos- 
pital. Vascular  studies  showed  no  increase  in 
the  peripheral  skin  temperatures  on  release  of 
vasoconstriction. 

Impression : Mild  diabetic  of  senile  type  with 
wet  gangrene  of  the  right  great  toe  and  deep  in- 
fection in  the  right  plantar  space.  The  sudden 
onset  suggested  the  possibility  of  an  embolic  oc- 
clusion of  the  anterior  tibial  artery. 

The  patient  was  treated  conservatively  for  one 
week  with  diet,  rest  and  a heat  cradle.  Moder- 
ately severe  pain  persisted,  the  gangrenous  proc- 
ess spread  slightly  and  a low  grade  temperature 
developed.  Amputation  through  the  lower  thigh 
was  advised  and  carried  out  under  spinal  anaes- 
thesia. The  patient  made  a good  recovery  and 
the  stump  healed  per  primum. 

Case  3:  Mr.  B.  G.,  colored,  44,  was  admitted  to  the 
University  Hospital  for  the  first  time  on  March  3, 
1934,  complaining  of  a sore  left  great  toe. 

P.  H.:  Two  years  before  this  admission  the  patient 
had  noted  that  his  feet  were  numb  much  of  the  time. 
Four  weeks  previously  the  patient  developed  a callus 
on  his  left  great  toe.  This  became  infected,  sore  and 
swollen.  He  consulted  his  family  physician  who  dis- 
covered that  the  patient  had  glycosuria.  There  was 
a weight  loss  of  15  pounds  during  the  past  six 
months. 

Examination  at  that  time  showed  a man  younger 
in  appearance  than  his  stated  age.  The  heart  was  not 
enlarged — B.P.  130/70.  Abdomen  negative.  The  left 
foot  was  cooler  than  the  right.  There  was  a large 
ulcer  on  the  medial  surface  of  the  left  great  toe  with 
definite  pitting  oedema  on  the  dorsum  of  the  foot. 
Urine  showed  4 plus  sugar,  acetone  2 plus,  blood 
sugar,  250  mgms.%,  W.B.C.  14,300,  Wass.  negative. 
X-ray  examination  of  lower  extremities  showed  mod- 
erate sclerosis  of  anterior  and  posterior  tibial  ves- 
sels on  both  sides  extending  into  the  terminal 
branches  of  the  foot. 

On  diet,  insulin  and  bed  rest,  the  lesion  in  the 
toe  remained  localized,  but  the  digit  became  moist 
and  gangrenous.  Surgical  consultation  was 
sought  and  although  major  amputation  was  con- 
sidered, it  was  decided  to  do  a local  excision.  The 
wound  healed  slowly  but  at  discharge  57  days 
after  admission  only  a small  granulating  surface 
remained  not  healed.  The  patient’s  diabetes  could 
then  be  well  controlled  on  diet  without  insulin. 
He  was  advised  to  adhere  closely  to  his  diet  and 
continue  with  his  exercises  and  foot  hygiene. 

P.  I.:  The  patient  was  readmitted  to  the  University 
Hospital  on  September  15,  1936,  with  an  ulcerated 
area  on  the  dorsum  and  outer  side  of  the  right  foot. 
Since  discharge  his  diet  had  been  followed  until  three 
months  before  admission  when  it  was  completely 
disregarded.  One  month  previously  a corn  developed 
on  the  right  little  toe.  This  broke  down  and  ulcerat- 
ed within  a few  days.  The  patient  treated  this  him- 
self with  hot  packs  and  severely  burned  the  dorsum 
of  his  foot.  The  ulcerated  area  spread,  involving  the 
base  of  all  five  toes  and  the  inner  side  of  the  foot. 
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P.  X.:  The  greneral  examination  was  essentially  the 
same  as  on  the  previous  admission.  The  stump  of  the 
left  great  toe  was  well  healed.  The  right  foot  showed 
extensive  ulceration  on  the  dorsum  of  the  foot  with 
partial  gangrene  of  the  3rd  and  5th  toes.  There  was 
deep  ulceration  extending  back  along  the  outer  side 
of  the  foot.  No  peripheral  pulsus  were  palpable  on 
the  right  side.  T.  100,  p.  80.  Urine  showed  4 plus 
sugar  and  a 2 plus  acetone.  The  W.B.C.  was  14,650, 
the  blood  sugar  308  mgms.%. 

Histamines  gave  a fair  response  on  the  left  but  a 
poor  response  on  the  right  below  the  knee.  X-ray 
examination  of  the  limb  showed  very  extensive  ar- 
teriosclerosis of  the  vessels  with  an  osteomyelitis  of 
the  5th  metatarsal  bone. 

Sterile  dressings  and  a heat  cradle  were  em- 
ployed and  the  patient  placed  upon  a diet  with 
insulin.  Control  of  the  diabetes  was  almost  im- 
possible in  spite  of  a daily  insulin  dosage  ranging 
from  175-400  units.  The  local  condition  in  the 
foot  remained  rather  stationary  and  the  tempera- 
ture returned  to  normal.  On  the  thirteenth  day 
after  admission  to  the  hospital  the  patient’s  tem- 
perature rose  to  104  degrees  and  a low  thigh 
amputation  with  drainage  of  the  stump  was  car- 
ried out  under  spinal  anaesthesia.  The  operative 
procedure  was  quickly  completed  and  the  patient 
seemed  to  stand  this  fairly  well.  However,  a 
total  of  095  units  of  insulin  were  given  in  the 
next  24  hours  in  spite  of  which  the  patient’s  blood 
sugar  continued  to  mount.  During  the  evening 
he  became  drowsy,  developed  signs  of  acute  para- 
lytic ileus,  and  expired  24  hours  after  operation. 
An  hour  before  death  crepitation  in  the  thigh 
above  the  site  of  the  amputation  was  noted. 

SUMMARY  OP  THE  AUTOPSY  FINDINGS 

1.  Advanced  peripheral  sclerosis. 

2.  Gas  gangrene  of  amputation  stump  and 
skeletal  muscle  of  thigh. 


3.  Pulmonary  oedema. 

4.  Old  and  recent  degeneration  of  the  Islands 
of  Langerhans. 

5.  Cardiac  hypertrophy. 

G.  Generalized  arteriosclerosis. 

COMMENT 

This  case  represents  an  example  of  gas  bacillus 
infection,  the  most  dreaded  complication  in  the 
surgery  of  diabetic  limbs.  It  is  almost  invariably 
fatal  since  these  patients  are  in  no  condition  to 
withstand  such  an  added  burden.  The  tremen- 
dous doses  of  insulin  given  in  this  case  without 
controlling  the  blood  sugar  level  demonstrates 
the  impossibility  of  regulating  these  patients  meta- 
bolic condition  in  the  presence  of  extensive  in- 
fection. 
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PRONTO.SIL  AND  PRONTYLIN— CASE  REPORT 

J.  D.  McCarthy,  m.  d.. 

From  the  Department  of  Internal  Medicine  of  the  L'niversity  of 
Nebraska  College  of  Medicine,  Rodney  W.  Bliss,  M.  D.,  Chairman, 

Omaha. 


Mr.  B.  T.,  white,  male,  age  45,  farmer.  Admitted  to 
Ltniversity  Hospital,  December  23,  1936. 

Complaint:  1.  Swollen,  painful.  Immobile  joints  of 
about  three  weeks  duration.  3.  Loss  of  weight,  con- 
tinuous fever,  extreme  weakness — progressive  over 
three  week  period. 

Present  illness:  In  communication  from  referring 
physician.  Dr.  J.  W.  Bennie,  Clearwater,  Nebraska,  it 
is  stated  that  during  the  night  of  November  19th,  1936, 
patient  had  three  epileptoid  type  of  attacks.  These 
have  not  been  repeated  since. 

About  December  5,  1936,  patient  was  stricken  with 
scarlet  fever,  severe  in  type.  He  was  very  toxic  from 
onset — fever  high,  pulse  rapid,  delirious,  severe  faucial 
reaction  with  intense  erythema,  loss  of  appetite,  rapid 
loss  of  weight,  and  severe  constipation.  Within  a few 
days  of  onset  both  knee  and  shoulder  joints  became 


swollen,  painful,  and  reddened,  with  marked  limita- 
tion of  movements.  This  was  shortly  followed  by 
similar  findings  in  the  shoulders.  About  December 
12,  1936,  an  abscess  developed  over  the  left  wrist  ne- 
cessitating incision  and  drainage,  the  patient  having 
been  told  that  the  infection  involved  the  joint.  Dur- 
ing this  time  and  up  to  time  of  admittance  to  the 
University  Hospital  patient  ran  a septic  type  of  tem- 
perature. A severe  decubity  ulcer  over  the  spine  de- 
veloped during  this  time. 

Past  history:  Essentially  negative,  except  for  birth 
injury  due  to  forcepts  delivery,  later  necessitating  re- 
moval of  right  eye  with  artificial  eye  replacement. 
As  a child  patient  had  been  “weak  and  sickly.” 

Examination  upon  and  immediately  following  ad- 
mission: Patient  appeared  to  be  about  5 feet  10  inches 
in  height.  His  stated  normal  weight  was  about  160 
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pounds.  (Jreat  difficulty  was  encountered  in  obtain- 
ing: satisfactory  history  because  of  patient’s  condi- 
tion, he  appearing'  very  toxic,  disorientated,  and  seri- 
ously ill. 

Weight.  115  pounds,  (approximate).  Emaciated,  and 
poorly  nourished.  Temperature  100.5.  I’ulse  128. 
Resp.  28.  B.P.  110-70.  Physical  examination  was  es- 
sentially negative  except  for  carious  teeth  and  deep 
widespread  decubitus  ulcer  over  the  sacrum.  The 
knee  joints  were  swollen  (fusiform  in  type)  and 
painful,  with  almost  complete  limitation  of  movement. 
The  shoulders  were  markedly  enlarged,  painful  to 
pressure,  with  extreme  limitation  of  movement.  This, 
coupled  with  almost  complete  limitation  of  movement 
in  both  knees,  elbows,  and  right  elbow  joint,  devel- 
oped real  problems  in  nursing  care. 

Laboratory  findings — .January  26,  1937: 

Urine — Faint  trace  of  albumen  with  few  R.  and 
W.B.C. 

Blood— Hb.  64%.  R.B.C.  3,370,000.  W.B.C.  12,600. 

Segs.  67.  Staff.  21.  Lymph.  12.  N.P.N.  26  mg.%. 
Blood  sugar  91  mg.%.  Icteric  index  5.  Van  den  Berge, 
direct,  slightly  plu.s — delayed.  Quantitative — 1 mg. 

per  liter.  Bleeding  time,  1%  minutes.  Clotting  time, 
19  minutes.  Sedimentation  time — 6 mm.  in  7 min. 
12  mm.  in  15  min.  18  mm.  in  22  min.  24  mm.  in  30 
min. 

Fragility  of  R.B.C.  Control. 

Beginning  .42  .44 

Complete  .28  .28 

Agglutination  for  undulant  fever,  negative. 

Blood  culture  positive  for  hemolytic  streptococci  in 
48  hours.  Prostatic  smear,  negative. 

X-ray  findings — January  25,  1937:  Radiographic 

study  of  the  left  hand  and  wrist,  right  wrist  and  both 
knees.  Left  wrist  and  carpal  articulation  show  ex- 
tensive destruction  of  cartilage  with  partial  fusion 
of  radio-carpal,  carpal,  and  metacarpal  articulations. 
Roughening  of  the  medial  condyle  of  the  right  femur 
along  media  and  inferior  border  with  a similar 
notched  appearance  of  the  medial  plateau  of  the 
tibia;  similar  changes  on  the  left  side.  Marked  de- 
struction of  joint  cartilage  throughout. 

February  3,  1937:  A.P.  radiographic  study  of  chest. 
Essentially  normal. 

February  9,  1937;  No  changes  in  skeletal  structures 
of  thoracic  cage. 

February  13,  1937:  Right  knee.  No  evidence  of  bone 
infection. 

March  16,  1937:  Comparative  study  of  joints  made 
January  25,  1937,  shows  progressive  changes  in  the 
right  knee  and  left  wrist  due  to  arthritis. 


March  20,  1937:  Study  of  sinuses.  Slight  marginal 
thickening  of  the  left  frontal.  Otherwise  negative. 

Course:  I’atient  was  placed  on  high  vitamine.  high 
caloric  diet  with  forced  fluids  and  special  nursing 
care. 

I^pon  receiving  report  of  positive  hemolytic  strep- 
tococci blood  culture  patient  was  immediately  started 
on  combined  Prontosil  and  Prontylin  treatment.  This 
treatment  was  started  January  28th,  1937,  with  pa- 
tient receiving  5 c.c.  of  the  2.5%  solution  of  Prontosil 
intramuscularly  every  four  hours,  and  two  Prontylin 
tablets  three  times  daily.  During  first  seven  days  the 
patient  received  100  c.c.  of  Prontosil. 

Following  the  first  two  doses  of  Prontosil  the  pa- 
tient’s temperature  rose  to  103.5.  with,  however,  no 
other  demonstrable  reaction.  Following  this  temper- 
ature settled  to  in  and  about  100,  remaining  at  about 
this  point  without  further  reaction  to  subsequent 
doses.  He  was  definitely  less  toxic,  responding  in  a 
much  more  normal  way,  and  seemingly  in  definitely 
less  joint  pain. 

On  February  3rd  patient  developed  a small  fluctu- 
ant mass  over  the  fourth  left  costo  cervical  junction. 
This  was  aspirated  and  pus  cultured,  resulting  in 
a positive  culture  for  hemolytic  streptococci.  During 
February  and  up  to  March  10th  patient  developed 
similar  abscesses  in  the  region  of  the  right  knee,  left 
shoulder,  and  right  thigh.  All  were  incised  and 
drained,  healing  without  complications. 

Blood  cultures  examined  on  .January  28th,  30th, 

February  4th,  6th,  10th,  and  13th,  showed  no  growth. 

The  patient’s  temperature,  pulse,  and  respiration 
have  been  normal  since  March  11th,  and  very  definite 
improvement  in  movement  of  all  joints  has  occurred. 
All  abscesses  drained  have  healed. 

On  March  12th,  1937,  examination  of  blood  showed 
Hb.  62%,  R.B.C.  3,800,000,  and  W.B.C.  8,200.  Heart 
and  kidneys  normal. 

COMMENT 

It  is  believed  that  this  patient’s  post  scarlet 
fever  hemolytic  streptococci  blood  stream  infec- 
tion was  cleared  by  Prontosil  and  Prontylin. 
Question  might  arise  as  to  effect  of  fixation  ab- 
scesses on  blood  stream  infection,  but  it  is  to  be 
noted  that  blood  cultures  became  immediately 
negative  after  the  use  of  Prontosil  although  local- 
ized abscesses  were  positive  for  hemolytic  strep- 
tococci. 


MECKEL’S  DIVERTICULUM  CONTAINING  AP.ERRENT  GASTRIC 
MUCOSA  AND  PANCREATIC  TISSUE* 

FREDERICK  C.  HILL,  M.  D.,  F.  A.  C.  S.,  and  LOUIS  COHEN.  M.  D., 

Omaha. 


A boy  six  years  of  age  was  brought  into  the  Douglas 
County  hospital,  December  20th,  1935,  on  the  service 
of  Dr.  Herman  M.  .Jahr,  complaining  of  abdominal 
pain  of  twenty-four  hours’  duration.  The  past  history 
was  as  follows:  When  he  was  one  year  old  he  was 
admitted  twice  to  another  hospital,  on  both  occasions 
with  the  complaints  of  abdominal  pain,  vomiting,  and 
gross  blood  in  the  stool.  A diagnosis  of  mucous 
colitis  was  made  at  that  time.  Since  then  he  has  had 
frequent  attacks  of  abdominal  pain,  often  brought  on 
by  exertion,  and  sometimes  associated  with  vomiting. 
He  has  gained  weight  normally  and  has  othei'wise 
been  well.  The  present  attack  began  with  sudden  pain 

♦From  the  Douglas  County  Hospital,  and  Creighton  University 
School  of  Medicine. 


in  the  epigastrium  which,  after  about  three  hours,  set- 
tled in  the  lower  abdomen.  He  has  vomited  fre- 
quently and  has  had  some  fever. 

Physical  examination  was  negative  except  that 
there  was  generalized  abdominal  tenderness,  most 
marked  in  the  lower  quadrants;  and  the  lower  ab- 
domen was  rather  rigid.  When  asked  to  place  his 
finger  on  the  point  of  maximum  tenderness  he  pointed 
to  the  left  lower  quadrant.  Jb'ine  analysis  was  nor- 
mal. Blood  count  showed  a leukocytosis  of  32,000, 
with  86%  polymorphonuclears.  The  temperature  was 
100.4  degrees.  A diagnosis  was  made  of  acute  appen- 
dicitis, probably  ruptured.  Operation  was  performed 
immediately  under  ether  anaesthesia.  The  abdomen 
was  opened  through  a small  McBurney  incision,  and 
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there  was  a small  amount  of  free  clear  fluid.  The 
appendix  appeared  to  be  normal,  and  exploration  re- 
vealed a diverticulum  on  the  ileum  about  two  feet 
from  the  cecum.  The  diverticulum  was  apparently 
gangrenous  and  had  perforated  on  to  one  of  the  neigh- 
boring coils  of  bowel.  The  diverticulum  was  removed 
and  the  opening  in  the  bowel  closed  with  two  layers 
of  00  chromic  catgut.  A Penrose  drain  was  inserted 
and  the  abdomen  was  closed  by  the  usual  method. 

The  post-operative  course  was  uneventful  except 
that  on  the  6th  post-operative  day  the  child  had  some 
distension  and  vomiting  for  24  hours.  This  was  re- 
lieved by  repeated  enemeta,  and  he  was  dismissed 
from  the  hospital  apparently  well  on  the  fourteenth 
day. 

Because  of  the  history  of  bleeding  we  asked  Dr. 
B.  C.  Russum  to  examine  the  diverticulum  for  aber- 
rent  gastric  mucosa,  and  his  findings  were  as  follows; 
On  cross  section,  the  wall  of  the  diverticulum  at  the 
proximal  end  is  seen  to  have  three  well  defined  coats, 
the  mucosa  being  one  and  one-half  low  power  fields 
thick  and  comprising  one-third  of  the  thickness  of 
the  wall.  The  mucosa  is  lined  by  gastric  glands.  The 
gastric  pits  are  lined  by  normal  tall  epithelium  with 
vacuolated  cytoplasm.  The  chief  and  parietal  cells 
are  well  differentiated.  The  tunica  propria  is  normal. 
Directly  external  to  the  tunica  propria  there  is  an 
encircling  thin  muscle  layer  which  is  bounded  ex- 
ternally by  a connective  tissue  coat  which  is  spread 
out  by  areas  of  edema  and  hemorrhage,  and  contains 
bands  of  circular  muscle.  In  one  place  in  the  outer 
coat  there  is  an  encapsulated  bit  of  pancreatic  tissue 
containing  numbers  of  islets.  Diagnosis:  Meckel’s 
diverticulum  containing  gastric  mucosa  and  pan- 
creatic tissue. 

Meckel’s  diverticulum  represents  a persistent 
proximal  portion  of  the  yolk  stalk  attached  to  the 
ileum.  Normally,  the  proximal  end  of  the  stalk 
atrophies  during  the  sixth  week  of  intra-uterine 
life.  In  about  2 per  cent  of  individuals,  however, 
the  atrophy  is  not  carried  to  the  point  of  the  in- 
testinal attachment,  and  the  stump  of  the  yolk 
stalk  remains — its  wall  growing  and  differentiat- 
ing in  the  manner  of  the  intestine.  These  diver- 
ticula arise  usually  from  12  to  30  inches  from  the 
ileocecal  junction,  and  vary  in  length  up  to  12  or 
more  inches.  Chesterman^^)  found  from  a review 
of  the  literature  that  85  per  cent  of  the  cases  are 
in  males  and  that  82^^  per  cent  are  free  lying, 
10  per  cent  have  a free  attached  band  at  the  apex, 
6 per  cent  simulate  fistula  and  1^  per  cent  show 
some  other  abnormality. 

The  occurrence  of  pancreatic  tissue  in  a Meck- 
el’s diverticulum  has  been  noted  at  various  times 
since  1861,  but  its  occurrence  is  not  very  common. 
There  are  no  reliable  statistics  on  the  incidence 
of  pancreatic  tissue,  but  35  authors  have  reported 
such  cases.  Attention  was  first  directed  to  the 
presence  of  gastric  mucosa  in  certain  Meckel’s 
diverticula  by  Koch^^)  in  1904.  Curd^^^  has  re- 
cently made  a complete  summary  of  the  reported 
cases  of  this  character,  and  found  103  instances. 
In  most  cases  the  mucosa  was  fundic  in  character, 
in  some  cases  it  was  both  fundic  and  pyloric,  and 
in  others  only  pyloric  mucosa  was  found. 


The  explanation  of  the  presence  of  these  aber- 
rant tissues  is  not  clear  except  that  one  may  say 
that,  since  all  parts  of  the  intestinal  tract  and  di- 
gestive glands  are  formed  from  the  primitive  di- 
gestive tube,  Meckel’s  diverticulum  may  have  all 
the  potentialities  of  endoderm.  Mucosa  character- 
istic of  the  colon  has  been  reported  in  a diverticu- 
lum by  Hudson  and  Koplik(^>,  and  by  Stern^®^ 
The  presence  of  duodenal  glands  has  also  been  re- 
ported by  ten  different  observers.  Attention  has 
recently  been  directed  to  the  occurrence  of  ulcers 
in  Meckel’s  diverticula  which  contain  gastric  mu- 
cosa, and  it  seems  probable  that  these  ulcers  are 
due  to  the  action  of  hydrochloric  acid  secreted 
by  the  aberrent  gastric  mucosa  acting  on  tissue 
which  is  not  well  protected  by  alkaline  intestinal 
juice.  Similar  ulcers  have  been  produced  ex- 
perimentally by  connecting  an  isolated  pouch  of 
the  fundic  portion  of  the  stomach  to  the  ileum. 

Looking  back  on  the  history  of  this  case  we  are 
inclined  to  believe  that  the  two  attacks  of  intesti- 
nal hemorrhage  the  child  had  were  due  to  an  ul- 
cer in  the  diverticulum.  Although  the  specimen 
removed  did  not  show  an  ulcer,  one  might  have 
been  present  before  the  perforation  occurred.  In 
some  reported  cases,  hemorrhage  was  the  only 
symptom  produced.  At  the  time  of  the  examina- 
tion we  were  inclined  to  attach  little  importance 
to  the  fact  that  the  child  pointed  to  the  left  side 
of  his  abdomen  and  said  that  there  was  his  great- 
est pain,  but  Meckel’s  diverticulitis  not  uncom- 
monly produces  left-sided  pain,  and  this  is  prob- 
ably the  most  valuable  point  in  differentiating  it 
from  acute  appendicitis. 

BIBLIOGRAPHY 

1.  Chesterman,  J.  T.:  Brit.  J.  of  Surg.,  23:  267,  1935. 

2.  Koch,  M.:  Festschrift  gewidmet  den  Teilnehmern 
der  84.  Versammlung  deutscher  Naturforscher  und 
Aerzte  in  Munster  in  West,  von  der  Medizinisch- 
naturwissenschaftliehen  Gesellschaft  in  Munster, 
Munster,  F.  Coppenrath,  1912,  p.  28. 

3.  Curd,  H.  H.:  Arch.  Surg.  32:  506,  1936. 

4.  Hudson  & Koplik,  New  England  J.  Med.  206: 
827,  1932. 

5.  Stern,  F.  K.:  Deutsche  Ztschr.  f.  Chir.  140:  343, 
1917. 


In  my  youth,  anybody  good  at  guessing  the 
weight  of  hogs  was  called  “judge,”  and  a man 
who  cured  warts  with  stump  water  was  “doctor,” 
and  all  the  rest  of  us  automatically  were  colonels, 
except  one  chap  who  was  a major  on  account  of 
having  so  many  major  operations.  Poor  fellow, 
he  died  before  he  attained  his  life’s  ambition.  He 
wanted  to  run  somebody’s  general  store  and  be  a 
general. 

—IRVIN  S.  COBB. 


REPORT  OF  TWO  CASES  OF  BOTULISM 


F.  L.  KRAMPERT,  M.  D„ 
Imperial,  Nebraska. 


I dare  say  few  physicians  will  have  the  terrify- 
ing experience  of  witnessing  a case  of  Botulism, 

I for  this  form  of  food  poisoning  is  relatively  rare. 
Beckman,  in  his  “Treatment  in  General  Prac- 
tice," reports  that  from  1<S99  to  1932  there  were 
1 529  cases  in  the  United  States  and  Canada,  and 

he  includes  in  this  number  one  outbreak  in  Eng- 
land and  one  in  Argentina.  There  was  67i/2% 
mortality. 

The  poisoning  occurs  from  ingestion  of  im- 
properly preserved  foods  of  every  description 
and  in  over-ripe  fruits,  but  is  not  due  to  the 
Bacillus  Botulinus  per  se.  The  disease  is  the 
result  of  a certain  toxin  thrown  off  by  these 
anaerobes  into  the  surrounding  medium.  When 
ingested  it  exerts  a curare  effect,  i.  e.  causes 
paralysis  of  striated  muscle  by  acting  on  the 
nerve  endings. 

High  temperatures  are  required  to  kill  botu- 
linus for  it  is  a spore  former  and  is  not  affected 
by  heat  lower  than  230°  F ; 1G0°  F will,  how- 
evre,  destroy  the  toxin.  Therefore,  factory 
canned  foods  should  be  safe,  for  thev  are  usually 
subjected  to  300°  F.  My  two  cases,  however, 
occurred  from  eating  from  a freshlv  opened  can 
of  mackerel.  The  growth  of  the  bacilli  and 
formation  of  the  toxin  is  entirely  inhibited  by 
50%  sugar  solution  or  8%  sodium  chloride. 

A number  of  symptoms  present  themselves 
in  a patient  who  has  ingested  the  toxin.  They 
come  very  nearly  in  the  following  order : diplo- 
pia, blepharoptosis,  swollen  tongue  and  dry 
mouth,  paralysis  of  the  muscles  of  the  soft 
palate,  pharynx,  neck  and  face,  next  the  muscles 
of  the  arms,  legs,  and  trunk,  an  ending  up  with 
asphyxia,  because  the  muscles  of  respiration  be- 
come involved  early.  Pulse  is  rapid,  tempera- 
ture normal,  mind  always  clear,  there  is  extreme 
malaise,  and  later  in  the  disease  abdominal  dis- 
tention. 

Treatment  must  be  aggressive:  cleansing  the 
digestive  tract,  fluids  by  rectum,  vein  or  hypo- 
dermoclysis,  tube  feeding,  sedatives  and  anti- 
toxin. Morphine,  phenobarbitals,  bromides 
should  be  given  in  full  doses,  for  they  somehow 
inhibit  the  advance  of  the  disease,  and  should  by 
all  means  be  given  freely  until  the  antitoxin  ar- 
rives. 

Antitoxin,  bivalent  in  20  c.  c.  vials  for  human 
administration  is  obtainable  from  Jensen  and 


Salisbury,  Inc.,  Kansas  City.  Missouri,  a veter- 
inary supply  house.  However,  because  the 
serum  has  to  be  purchased  from  a veterinary 
supply  house,  or  because  the  paralysis  is  far  ad- 
vanced, are  no  excuses  for  withholdnig  this  val- 
uable aid  from  the  patient. 

The  following  are  my  own  two  case  reports : 

On  Aug-ust  11,  1936,  the  family  of  G.  R.  sat  at  the 
evening  meal  and  opened  a can  of  mackerel.  G.  R. 
tasted  a small  amount  of  the  fish  and  as  it  “didn’t 
taste  right,”  he  removed  it  from  his  mouth.  He  im- 
mediately buried  can  and  contents  out  in  the  yard, 
thus  eliminating  all  chances  of  laboratory  work.  When 
the  can  was  opened  D.  R.,  aged  six,  picked  a smali 
amount  from  the  lid  and  swallowed  it.  “Now  for  the 
fireworks.” 

Case  1.  D.  R.,  aged  six.  She  ate  a small  sliver  of 
the  canned  mackerel  at  7 p.  m.,  August  11,  1936.  On 
the  morning  of  August  13,  she  returned  to  bed  after 
breakfast  saying  that  she  was  very  tired.  At  8 p.  m. 
she  strangled  violently  on  a drink  of  water.  Then  it 
was  noticed  that  when  the  child  was  picked  up,  she 
could  not  support  her  head. 

She  was  seen  by  me  at  9 p.  m.  the  same  evening. 
Pulse  was  100,  respirations  20,  temperature  normal. 
There  was  almost  complete  inability  to  swallow,  head 
could  not  be  held  erect,  (it  merely  fell  over,  in  which- 
ever direction  it  was  placed  off  balance),  mouth  was 
dry,  eye  lids  droopy,  face  mask  like,  and  general 
weakness  of  all  muscles. 

Provisional  diagnosis  was  botulism,  and  morphine 
Vs  was  immeditely  administered. 

August  13.  Swallowed  about  2 ounces  of  pop.  Symp- 
toms as  of  night  before,  only  very  slightly  increased. 
Respiration,  however,  was  slightly  labored.  750  c.c. 
of  normal  saline  per  rectum  was  retained.  Morphine 
Vs  g’iven  twice  during  day,  sodium  phenobarbital 
grains  3 at  night,  by  rectum. 

August  14.  Temperature  normai,  pulse  120,  heart 
sounds  rather  feeble,  mouth  dry.  Total  paralysis  of 
muscles  of  deglutition,  of  face  and  neck,  blepharop- 
tosis very  marked,  respiration  more  labored.  The 
child  could  not  turn  in  bed,  nor  raise  the  arms  or 
legs.  Mind  was  clear.  Morphine  Vs  given.  Nasal 
tube  was  passed  to  stomach  and  a mixture  of  two 
eggs,  eight  ounces  of  milk,  and  two  ounces  of  milk 
sugar  was  given.  500  c.c.  normal  saline  proctoclysis. 
At  1:00  p.  m.  the  antitoxin  was  obtained.  Patient’s 
condition  as  above,  but  breathing  more  labored.  She 
was  tested  for  anaphylaxis,  then  one  c.c.  was  given 
hypodermically  and  half  an  hour  later  the  rest  of 
the  20  c.c.  vial  was  given  intravenously.  Sodium 
phenobarbital  was  given  that  night. 

August  15.  No  change  except  breathing  much  better. 
Nasal  feeding,  proctoclysis  and  phenobarbital  repeat- 
ed. 

August  16.  Patient  seen  at  10  a.  m.  Breathing  was 
normal,  and  during  the  morning  she  had  been  able  to 
sip  and  swallow  four  ounces  of  pop.  By  night  she 
had  mastered  one-half  pint  of  milk  and  considerable 
water.  Nothing  further  was  done. 

August  17.  Patient  ate  an  egg  and  drank  a glass  of 
milk  for  breakfast.  She  was  able  to  move  about  on 
the  bed.  She  laughed  at  the  idea  of  having  taken 
breakfast  through  the  nose,  and  at  having  “pins” 
thrust  into  her  to  get  her  well. 
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A week  later  the  child  could  support  the  head,  and 
began  sitting  at  the  table  for  her  meals.  Blepharop- 
tosis  was  slightly  improved,  but  she  still  spent  most 
of  her  time  on  her  bed.  Improvement  was  slow  but 
certain. 

Case  2.  G.  R.,  age  36.  Had  tasted,  but  not  swal- 
lowed, the  same  canned  fish  on  August  11,  1936.  Au- 
gust 13,  he  arose  in  the  morning  feeling  very  tired, 
went  to  work  but  could  do  very  little.  In  the  afternoon 
he  began  to  “see  double.’’  This  persisted  and  he  came 
in  with  his  daughter  in  the  evening.  Two  days  later 
diplopia  the  same.  Intermittent  nystagmus  vertical 
and  lateral,  malaise  increased,  blepharoptosis  notice- 
able. He  held  out  against  antitoxin  because  he  thought 
he  would  be  all  right.  On  August  21,  he  came  to  the 
office  unable  to  swallow.  Blepharoptosis  was  more 


marked,  face  mask  like.  He  complained  of  extreme 
weariness  and  shortness  of  breath.  2000  units  of  anti- 
toxin was  given  intravenously.  He  was  able  to  swal- 
low liquids  next  day,  and  from  then  on  slowly  im  • 
proved. 

CONCLUSIONS 

1.  The  action  of  botulinus  toxin  is  progres- 
sive. 

2.  Strong  sedation  retards  progress  some- 
what. 

3.  Antito.xin  is  specific,  and  should  he  given 
regardless  of  the  state  of  the  patient  or  the 
stage  of  disease. 


RADICAL  TREATMENT  OE  CARBUNCLES 

RALPH  L.  GORRELL,  M.  D., 

Clarion,  Iowa. 


Treated  radically,  carbuncles  are  relatively  easy 
to  cure,  when  not  complicated  by  diabetes,  nephri- 
tis or  cachexia.  Such  a bold  statement  does  not 
apply  to  carbuncles  of  the  face,  especially  of  the 
upper  lip.  in  which  the  mortality  is  often  50%. 
The  reported  morbidity  and  mortality  in  carbun- 
cles is  higher  than  that  usually  found  in  private 
practice,  because  free  dispensary  and  hospital  pa- 
tients are  often  undernourished,  not  intelligent 
enough  to  follow  directions  well  nor  to  obtain 
treatment  for  associated  conditions. 

The  treatment  of  carbuncles  falls  naturally  in- 
to three  groups: 

(a)  Treatment  of  the  small,  hard  mass,  which  pre- 
sents no  symptoms,  except  severe  pain. 

(b)  Treatment  of  the  non-fluctuant,  large,  indur- 
ated carbuncle,  with  or  without  fever,  malaise,  etc. 

(c)  Treatment  of  the  fluctuant  or  discharging  car- 
buncle. 

The  majority  of  the  cases  seen  in  our  office 
are  those  in  the  third  group,  because  the  patient 
believes  that  the  measures  employed  for  boils 
will  be  effective  (hot  fomentations  or  applica- 
tions. iodine),  and  does  not  present  himself  until 
fluctuation  has  taken  place.  It  is  in  this  type  of 
case  that  radical  surgery  gives  such  good  re- 
sults. Treatment  of  the  first  and  second  groups 
will  be  considered  later. 

Kanavel,  one  of  the  few  experimentally  minded 
surgeons,  suggested  radical  incision  as  the  method 
of  choice  some  years  ago^®h  W ith  a few  modi- 
fications. it  is  this : 

1.  Wide  crucial  or  double  crucial  incisions,  ex- 
tending Vi  to  % inch  beyond  indurated  edge  into  nor- 
mal (appearing)  skin,  and  down  to  healthy  tissue. 

2.  Undercutting  and  raising  of  flaps  thus  formed. 
The  flaps  should  be  cut  free,  fully  to  the  edge  of  the 
indurated  area.  Wash  out  with  hydrogen  peroxide. 

3.  Packing  wound  and  under  flaps  with  gauze; 


iodoform,  if  much  venous  oozing;  vaseline,  if  field 
fairly  dry. 

4.  Hot  boric  packs  for  24  hours,  beyond  edges  of 
involved  area. 

5.  Repacking  under  flaps  for  three  days;  daily 
dressings;  (sodium  amytal  by  mouth,  or  other  seda- 
tive during  painful  first  few  days) ; flood  with  hydro- 
gen peroxide.  Gentle  lift  all  grey-white  tissue  found 
on  floor  of  cavity,  on  edge  or  under  flaps  and  cut  off 
to  edge  of  red  granulations. 

6.  After  purulent  drainage  reduced  in  amount, 
draw  edges  of  wound  together  with  adhesive.  A de- 
fect that  appears  large  at  first  will  often  heal  with 
a surprisingly  small  scar.  A Thiersch  graft  can  be 
used  if  cosmetic  results  are  very  important,  or  if  an 
area  of  skin  has  sloughed.  Never  excise  skin,  no 
matter  how  necrotic  it  appears,  as  most  of  it  will  live. 
Never  curette. 

If  pain  does  not  diminish  rapidly,  or  recurs  fol- 
lowing incision,  the  exposure  was  not  free  enough. 
Examination  will  usually  reveal  the  tell-tale  tender 
induration. 

The  surrounding  skin  should  be  washed  well  with 
soap  and  water,  followed  by  alcohol,  to  prevent  im- 
plantation of  bacteria  and  later  carbuncle  formation; 
hair  should  be  shaved  for  a distance  of  several  inches 
away  from  the  edge  of  the  carbuncle. 

The  reason  for  such  wide  incisions  can  readily 
be  determined  by  study  of  the  subcutaneous  tis- 
sue. Far  beyond  the  apparent  limits  of  involve- 
ment, areas  of  thick  yellow  pus  will  be  cut  across. 
KanaveT®^  has  demonstrated  that  the  infection 
burrows  down  a hair  follicle  and  fat  column 
(columnae  adiposae),  spreads  out  laterally  and 
ascends  up  other  follicles,  so  that  the  extent  of 
the  involvement  cannot  be  determined  from  super- 
ficial examination. 

Anesthesia ; general  anesthesia  is  simplest  for 
the  surgeon.  Local  anesthesia  is  usually  unsatis- 
factory; the  indurated  tissues  making  infiltration 
difficult  and  painful.  Block  anesthesia  is  not 
desirable,  as  infection  may  be  spread  by  the 
needle.  Two  capsules  of  sodium  amytal  or  nem- 
butal, followed  in  an  hour  by  morphine  sulphate 
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gr.  one-fourth  (one-sixth  in  thin,  elderly -or  de- 
bilitated patients)  and  scopolamine  gr.  one  two- 
hundreth.  often  gives  enough  anesthesia,  so  that 
only  a few  whiffs  of  ether  are  necessary  for  the 
incision. 

Treatment  of  early  carbuncles.  Dr.  A.  C. 
Scott^®)  suggests  complete  excision  of  small,  hard 
carbuncle  by  cautery  excision  into  healthy  tissue. 
Max  Thorek^'^)  recommends  excision,  if  fluctua- 
tion has  not  taken  place.  Rose  and  Carless 
advise  Bier's  suction.  Fantus^^^  believes  that 
excision  is  indicated  only  in  very  early  stages, 
and  that  cosmetically,  results  are  poor ; suggests 
injecting  saturated  solution  of  phenol  in  water 
around  periphery  and  into  base  of  indurated  area 
under  light  ether  anesthesia.  Torbett^^^  has  ab- 
orted carbuncles  and  furuncles  by  short  wave  ther- 
apy. Wolfer^^)  reports  good  results  by  introduc- 
ing a toothpick  dipped  in  phenol,  into  the  white 
centers  in  the  direction  of  the  hair  root,  after  the 
method  of  Dittrich.  Christopher^^)  lists  central 
cauterization  ( ignipuncture) , sounding  and  dilat- 
ing of  carbuncle  orifices,  grey  salve,  ergot  and 
phenol  ointment,  fomentations  of  hot  boric  acid 
or  weak  aluminum  acetate,  icthyol,  x-ray,  ultra- 
violet light,  injections  of  patients  own  blood  at 
margin  of  induration  and  staphylococcus  antigen. 

Systemic  treatment  of  any  disorders  found  on 
examination,  bed  rest  and  nutritious  diet  are  in- 
dispensable. 
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BENZEDRINE  SULFATE  AND  ITS  \'ALUE 
IN  SPASAI  OF  GASTRO-INTESTINAL 
TR.\CT 

Abraham  Myerson  and  INIa.x  Ritvo,  Boston 
{Journal  A.  M.  A.,  July  4,  193G),  have  found 
benzedrine  sulfate,  a sympathicomimetic  drug,  to 
be  of  great  value  in  diminishing  or  abolishing 
spasm  of  the  gastro-intestinal  tract.  This  effect 
is  observed  when  the  spasm  is  due  to  whatever 
cause,  such  as  unpleasant  emotion,  organic  dis- 
ease of  the  gastro-intestinal  tract,  and  reflex 


spasm  due  to  disease  elsewhere  in  the  body.  This 
effect  greatly  facilitates  the  roentgen  study  of  the 
gastro-intestinal  tract,  makes  differential  diag- 
nosis between  functional  and  organic  spasm  more 
certain  and  gives  better  visualization  of  organic 
lesions.  The  effect  is  almost  immediate  and  is, 
on  the  whole,  unattended  with  any  side  effects 
of  importance.  Clinically  it  has  been  found  use- 
ful in  relaxing  spasm,  such  as  is  found  in  spastic 
colitis  and  pyloric  spasm,  and  this  has  been  of 
therapeutic  benefit  to  the  patient.  The  dosage 
for  the  average  patient  is  30  mg.  of  benzedrine 
sulfate  orally ; very  stout  patients  may  require 
40  mg.,  while  thin  and  very  young  individuals  are 
given  from  10  to  20  mg.  Unpleasant  effects  may 
occur  in  a very  small  number  of  cases  and  con- 
sist of  chilly  sensations,  flushing,  diarrhea  and 
general  malaise.  The  authors  have  administered 
the  drug  to  more  than  200  patients  and  in  only 
one  instance  was  there  a severe  reaction.  There 
may  be  sleeplessness  or  restlessness  during  the 
following  night  if  the  drug  is  administered  late 
in  the  afternoon.  The  drug  causes  moderate  rise 
in  blood  pressure  (about  20  to  50  mg.  of  mer- 
cury ) and  therefore  it  should  be  used  with  cau- 
tion in  the  presence  of  severe  cardiac  disease. 


THE  FEEDING  OF  MODIFIED  GASTRIC 
JUICE  IN  PERNICIOUS  ANEMIA 

Frederic  M.  Hanes,  O.  C.  Hansen-Priiss  and 
J.  W.  Edwards,  Durham.  N.  C.  (Journal  A.  M. 
H.,  June  13,  1936),  repeated  Greenspon’s  experi- 
ment (of  feeding  pernicious  anemia  patients  nor- 
mal gastric  juice  so  treated  as  to  inhibit  the  action 
of  pepsin),  adhering  strictly  to  his  technic,  in  five 
t}'pical  untreated  cases  of  pernicious  anemia.  Fif- 
teen normally  healthy  medical  students  have  acted 
as  donors  of  gastric  juice,  which  in  every  instance 
has  been  tested  for  the  presense  of  free  hydro- 
chloric acid.  Histamine  (0.1  mg.  per  kilogram 
of  body  weight ) alone  was  used  to  stimulate  the 
flow  of  juice,  and  if  there  was  evidence  of  food 
contamination  the  specimen  was  discarded.  This 
method  of  treatment  produced  no  subjective  or 
objective  improvement  in  the  patient’s  condition. 
No  evidence  of  increased  erythropoiesis  was  ob- 
served, either  in  the  bone  marrow  or  in  the  cir- 
culating blood. 

NO  CHATTER 

A physician  attended  an  old  lady  from  Scot- 
land who  had  caught  a severe  cold. 

‘‘Did  your  teeth  chatter  when  you  felt  the 
chill  coming  over  you  ?”  asked  the  doctor. 

"1  dinna  ken,  doctor;  they  were  lying  on  the 
table,"  was  the  pleasant  reply. — Anonymous. 
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THE  SECRET-\RY’S  CORNER 


DATE  OE  ANNUAL  MEETING 
The  dates  for  the  next  annual  meeting  are 
May  io-ii-12-iy,  Paxton  Hotel,  Omaha.  The 
first  day  zvill  be  Eield  Day. 


DELEGATES  ATTENTION! 

To  save  time  at  the  first  session  of  the  House 
of  Delegates  a roll  call  zvill  he  discontinued. 
Delegates  as  they  enter  the  room  zvill  be  given 
a slip  of  paper  on  zvhich  they  zvill  zvrite  name  and 
hand  it  in  at  the  desk. 


SHOULD  BE  IN  THE  RANKS 

“There  are  many  physicians,  good  and  true, 
zvho  should  be  in  the  ranks  of  organized  medicine, 
helping  by  zvord  and  action  to  defend  the  just 
causes  of  organized  medicine  against  the  en- 
croachment of  those  insidious  forces  constantly 
active,  and  zvhich  are  gaining  momentum.  Ne- 
farious policial  control  zvill  eventually  yoke  ev- 
ery medical  man  and  zvoman  to  the  slavery  of 
socialistic,  communal  or  state  medicine.  He  zvill 
become  a doctor  assigned  to  care  for  the  surgical 
and  medical  needs  of  a fixed  number  of  the  citi- 
zenry of  a state  at  a nominal  retainer  zvith  no 
regard  for  individual  zvorth  or  efficiency,  a med- 
ical automaton.” 


ON  TO  OMAHA! 

Paraphrasing — Liv'es  there  a “Doc”  with  soul  so 
dead,  that  never  to  himself  hath  said,  this  is  my  own, 
my  medical  meet  and  I must  attend? 

Here  we  meet  and  greet,  listen  to  masters  in  the 
profession,  observe  the  carriage  and  mannerisms  of 
others,  exchange  views  on  our  respective  problems, 
publicly  and  on  the  sidelines,  have  a good  time  with 
old  and  newly  found  friends,  get  a rest  from  the 
eternal  grind  in  the  old  home  town  and  return  home 
after  a few  days,  refreshed,  better  men  and  women, 
better  citizens  and  better  doctors  and  not  much  poor- 
er in  purse. 

.And  it  is  worth  all  it  costs! 

Note  the  galaxy  of  guest  speakers:  You  can  not 
afford  to  miss  them: 

Charles  Gordon  Heyd  (Surgeon):  Graduate  of  Uni- 
versity of  Buffalo  School  of  Medicine,  1909,  President 
.American  Medical  Association,  Member  .American 

Association  of  Obstetricians,  Gynecologists,  and  Ab- 
dominal Surgeons,  Fellow  of  American  College  of 

Surgeons,  Member  .American  Society  for  Thoracic 

Surgery,  Member  .American  Gastro-Enterological 

Association,  Professor  of  Clinical  Surgery  N,  Y,  Post 
Graduate  Medical  School  Columbia  University;  New 
York  City. 

William  R.  Cubbins  (Surgeon):  Graduate  of  North- 
western University  Medical  School,  1900,  Member 
Western  Sur.gical  .Association.  Fellow  of  American 
College  of  Surgeons,  .Attending  Surgeon,  in  charge  of 
Fractures,  Cook  County  Hospital,  Associate  Professor 
of  Surgery,  Northwestern  University  Medical  School; 
Chicago. 

Harry  E.  Mock  (Surgeon):  Graduate  of  Rush  Medi- 
cal College,  1906,  Member  Clinical  Orthopedic  Society, 
Fellow  of  American  College  of  Surgeons,  Associate 
Professor  of  Surgery,  Rush  Medical  College;  Chicago. 

Theodore  F.  Rig'gs  (Surgeon):  Graduate  of  Johns 
Hopkins  L^niversity  School  of  Medicine,  Baltimore, 
1903.  Surgeon  in  Chief,  Pierre  Clinic,  Member  West- 
ern Surgical  .Association,  Fellow  of  .American  Col- 
lege of  Surgeons:  Pierre,  South  Dakota. 

James  R.  Reinberger  (Obstetrician  and  Gynecolo- 
gist) : Graduate  of  Vanderbilt  University  School  of 
Medicine,  Nashville,  Tenn..  1917,  Member  .American 
Board  of  Obstetricians  and  Gynecologists,  Associate 
Professor  of  Obstetrics,  University  of  Tennessee  Col- 
lege of  Medicine:  Memphis,  Tenn. 

Clarence  Michael  Hyland  (Pathologist):  Graduate 
of  Creighton  ITniversity  School  of  Aledlcine,  1916, 
Alember  .American  College  of  Physicians.  American 
Society  of  Clinical  Pathologists,  .American  Medical 
Association,  Director  Los  .Angeles  Convalescent  Serum 
Center;  Los  -Angeles. 

Richard  Herman  .Taffe  (Patholo.gist) : Graduate  of 
University  of  Vienna,  1913,  Docent  Vienna,  1922,  Di- 
rector of  Pathological  Institute,  Cook  County  Hospital 
and  of  Memorial  Laboratory,  Grant  Hospital,  Chicago, 
Professor  of  Pathology',  University  of  Illinois,  Pro- 
fessorial Lecturer  in  Pathology,  Rush  Medical  Col- 
lege, University  of  Chicago.  Member  National  .Asso- 
ciation of  Pathology  and  Bacteriology,  National  Asso- 
ciation of  Immunology,  National  Tuberculosis  Asso- 
ciation, International  Tuberculosis  Association,  Soci- 
ety of  Experimental  Biology  and  Medicine,  Patholog- 
ical Society;  Chicago. 

Edgar  .lohn  Huenekens  (Pediatrician):  Graduate  of 
St.  Louis  University  School  of  Medicine,  1908,  Member 
.American  Pediatric  Society,  .American  Academy  of 
Pediatrics,  American  Medical  Association,  .Associate 
Professor  Pediatrics,  University  of  Minnesota  Medi- 
cal School;  Minneapolis. 
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Dr.  Roy  W.  Fonts  Assumes  Leadership 

Nebraska  State  Medical  Association 


Dr.  Roy  W.  Fonts,  Omaha,  incoming  presi- 
dent of  the  Nebraska  State  Aledical  Association, 
was  born  in  Davis  county,  Iowa,  not  far  from 
Moulton,  May  10,  1885.  He  attended  the  dis- 
trict schools  of  the  community  and  was  gradu- 
ated from  the  Southern  Iowa  Normal  School, 
Bloomfield,  in  1902,  and  from  the  Medical  De- 
partment of  the  University  of  Illinois  in  1909. 

He  engaged  in  practice  at  Oles,  Iowa,  in  1909 
and  1910.  In  the  summer  of  1910  he  located 
at  Dawson,  Nebraska,  and  remained  there  until 
1918  when  he  enlisted  in  the  medical  corps  of 
the  Army. 

On  his  return  from  military  service  in  1919 
he  located  at  Falls  City,  remaining  there  until 
called  to  an  Omaha  hospital  in  1922,  as  roent- 
genologist. 

He  is  a past  Councilor  of  the  Nebraska  State 


Medical  Association,  member  of  Committee  on 
Public  Policy  and  Legislation  of  Nebraska  State 
Medical  Association,  Chairman  of  the  Medico- 
legal Defense  Committee  Nebraska  State  Medi- 
cal Association,  Delegate  to  the  American  Medi- 
cal Association,  member  of  the  Medical  Advisory 
Committee  to  Nebraska  Workmen’s  Compensa- 
tion Court,  attending  Roentgenologist  to  Evan- 
gelical Covenant  Hospital,  Nicholas  Senn  FIos- 
pital  and  the  Douglas  County  Hospital. 

Doctor  and  Mrs.  Fonts  have  a daughter  and 
two  sons,  all  of  whom  have  attained  majority. 

Doctor  I'outs  has  been  a consistent  and  ag- 
gressive member  of  the  Nebraska  State  Medical 
Association  since  his  first  year  in  Nebraska. 

dynamic  personage.  Doctor  Fonts  will  make 
a i)resident  from  whom  much  may  be  expected. 
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AMERICAN  MEDICINE;  EXPERT  TESTI- 
MONY OUT  OF  COURT— I 

The  American  Foundation  Studies  in  Govern- 
ment, a chartered  organization  with  headquarters 
in  New  York,  has  for  the  past  eighteen  months 
directed  its  activities  to  a study  of  American  Med- 
icine and  in  so  doing  directed  its  energies  to  ob- 
taining the  reactions  of  over  two  thousand  phy- 
sicians (mostly  of  twenty  or  more  years  of  prac- 
tice) of  the  several  states  on  the  problems  of  med- 
icine as  they  see  it  and  has  abstracted  these  re- 
plies under  eleven  heads,  as  follows  : 


I. 

Is  adequate  medical  care  now  generally 
available  ? 

II. 

Views  on  general  principles  and  consid- 
erations that  should  underlie  the  organi- 
zation of  medical  care 

HI. 

Medical  education 

IV. 

Specilization 

V. 

Group  practice 

Yl. 

The  place  of  the  hospital 

\TI. 

Public  health  organization 

VHI. 

Experimentation — state,  county  and  com- 
munity plans 

IX. 

State  medicine 

X. 

Health  insurance,  compulsory,  voluntary, 
hospital,  industrial 

XL 

Limited  state  medicine  and  private  prac- 

tice 

The  study  which  comprises  two  volumes,  in  all 
1500  pages,  deduces  no  conclusions — leaving  that 
to  the  reader  or  student,  contrary  to  the  work  of 
the  Committee  on  the  Cost  of  IMedical  Care. 

We  aim  to  publish  from  month  to  month  ab- 
stracts of  this  fascinating  study  and  present  the 
first  one  herewith : 

IS  ADEQUATE  MEDICAL  CARE  NOW 
GENERALLY  AVAILABLE? 

Since  there  is  no  general  agreement  as  to  what  is 
“adeciuate”  medical  care  and  what  is  meant  by 
“available”,  many  agree  that  there  is  no  categorical 
finswer  to  this  question.  But  if  medical  care  is  inter- 
preted to  mean  the  kind  of  care  needed  to  enable 
citizens  to  maintain  “positive”  health,  preventing  in- 
cipient illness  from  progressing  to  serious  conse- 
quences, as  well  as  doing  all  that  can  be  done  to  re- 
store the  sick  individual  to  health,  the  weight  of 
opinion  is  certainly  that  adequate  medical  care  is  not 
available.  Even  if  adequate  medical  care  is  less 
ambitiously  defined,  this  section  contains  a good  deal 
of  evidence  in  the  form  not  of  statistics  but  of  di- 
rect picture  (by  men  on  the  scene)  to  justify  the 
premise  that  a large  part  of  the  population  does  not 
receive  adequate  medical  care  (a)  because  it  costs 
too  much,  especially  hospital  service  and  the  labora- 
tory aids  to  diagnosis;  (b)  because  it  is  too  far 
away — as  in  the  vast  agricultural  areas  far  removed 
from  medical  centres  and  without  either  hospitals  or 
practitioners:  (c)  because  the  public  generally  does 
not  understand  and  is  not  asking  for  modern  scien- 
tific medical  care,  much  of  the  population  definitely 


preferring  quacks,  cultists  and  patent  medicines;  and, 
finally  and  most  important,  (d)  because  in  the  medi- 
cal care  of  the  present  “the  best  is  not  yet  good 
enough,”  to  cite  one  of  many  spokesmen. 

The  reasons  why  medical  care  is  not  yet  good 
enough  are  many  but  these  are  the  reasons  most 
frequently  brought  forward  by  the  physicians:  (a) 

there  is  a lag  of  years  in  applying  new  medical 
knowledge;  (b)  present  medical  training  is  not  yet 
uniformly  good;  (c)  present  licensing  is  too  broad; 
(d)  too  many  graduates  do  not  or  cannot  keep  up 
their  competence;  (e)  medical  imagination  still  does 
not  sufficiently  perceive  that  prevention  rather  than 
cure  is  the  real  and  ultimate  goal  of  medical  science, 
as  many  competent  leaders  of  medical  science  in  this 
discussion  declare  it  to  be. 


SULFANILAxMIDE  (PRONTOSIL)  — AN 
ADDITION  TO  THE  CHEMOTPIERAPY 
OF  STREPTOCOCCUS  INFECTIONS 

Doniagk(^)  in  1935  observed  that  the  addition 
of  a sulfonamide  group  to  certain  dyes  markedly 
increased  the  protective  action  of  the  dye  against 
hemolytic  streptococcus  infections  in  mice.  One 
of  these,  “prontosil”  as  it  has  been  named,  has 
been  tested  out  clinically  and  there  is  a large  for- 
eign bibliography.  Long  and  Bliss^^^  in  Febru- 
ary of  this  year  reported  72  cases  of  hemolytic 
streptococcus  infections  treated  at  the  Johns  Hop- 
kins hospital  with  only  4 deaths,  3 of  which  they 
did  not  ascribe  to  failure  of  the  drug.  They  give 
an  excellent  summary  of  their  experience  as  well 
as  a comprehensive  bibliography. 

Long  and  Bliss  note  that  about  48  hours  is 
required  before  maximum  therapeutic  efficiency 
is  obtained.  For  prontosil  they  use  a 2.5%  solu- 
tion giving  1 cc.  for  each  pound  of  body  weight 
up  to  120  pounds ; this  they  divide  into  6 equal 
subcutaneous  injections.  Sulfanilamide,  the  name 
given  by  the  Council  on  Pharmacy  and  Chemis- 
try of  the  American  IMedical  Association  for  para- 
aminolienzenesulfonamide,  is  probably  a reduction 
product  of  prontosil  and  the  active  principle  in 
the  {presence  of  infections.  Long  and  BlissH) 
give  sulfanilamide  orally  up  to  1 gram  for  each 
20  pounds  of  body  weight  up  to  100  pounds.  They 
also  use  it  by  hypodermoclysis  in  0.8%  solution 
in  physiological  salt  up  to  400  cc.  in  24  hours. 

For  severe  infections  the  above  dosage  of  pron- 
tosil is  given  plus  one-half  the  amount  of  sul- 
fanilamide orally.  Mild  cases  can  be  controlled 
by  oral  sulfanilamide  alone.  These  doses  are 
somewhat  greater  than  those  recommended  by  the 
English  workers,  Colebrook  and  Kenny. 

Although  experiments  on  mice  show  that  sul- 
fanilamide must  be  given  for  a long  time  to  in- 
sure protection  against  highly  virulent  strains  of 
streptococci,  Long  and  Bliss  suggest  that  tenta- 
tivelv  the  larger  doses  can  be  discontinued  or  re- 
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duced  as  soon  as  there  is  clinical  improvement. 
No  ill  effects  have  been  observed  in  patients  tak- 
ing 3-0  grams  for  two  weeks. 

Severe  toxic  effects  have  not  been  noted.  In 
a fatal  case  reported  by  Frost^**)  snlfhemoglobi- 
nemia  resulted  following  a small  dosage,  which 
he  interpreted  as  an  idiosyncrasy.  Discombe^®^ 
in  March  of  this  year  reports  that  sulfhemo- 
globinemia  is  a frequent  occurrence  while  Long 
and  Bliss  report  only  3 instances  in  73  cases.  Both 
Colebrook  and  Kenny  and  Long  and  Bliss  advise 
against  the  use  of  saline  cathartics  or  laxatives 
during  the  period  of  drug  administration,  the 
former  authors  quoting  van  den  Bergh  and 
Revers'  observation  of  the  contributing  effect  of 
magnesium  sulphate  on  the  production  of  sulf- 
hemoglobinemia^^h  Prompt  discontinuance  of 
the  drug  following  the  first  appearance  of 
cyanosis  usually  results  in  a prompt  disappear- 
ance of  symptoms.  Discombe  stresses  the  dan- 
gers of  sulfanilamide  administration  in  cases  of 
severe  anemia  due  to  the  serious  fixation  of  rela- 
tively larger  amounts  of  hemoglobin  by  the  for- 
mation of  sulf hemoglobin,  and  the  absence  of 
cyanosis  in  severe  anemia.  He  recommends  spec- 
troscopic examination  of  the  blood  to  detect  sub- 
clinical  amounts  of  sulfhemoglobin.  The  possi- 
bility of  liver  injury  must  be  borne  in  mind  but 
this  has  not  been  reported. 

Some  nausea  and  ringing  in  the  ears  or  slight 
dizziness  has  been  noted  after  the  first  dose.  With 
the  larger  doses  either  oral  or  subcutaneous  there 
may  be  fever  lasting  up  to  24  hours  after  discon- 
tinuance. 

Although  the  marked  chemotherapeutic  action 
of  sulfanilamide  has  been  observed  particularly 
with  the  beta  hemolytic  streptococcus.  Buttle  and 
associates^'^^  have  shown  that  the  dye  protects 
mice  against  very  large  inoculations  of  Meningo- 
cocci (both  group  I and  II)  provided  the  dye  is 
given  at  the  time  of  inoculation.  The  protection 
falls  rapidly  when  the  injection  of  the  dye  is  de- 
layed. Buttle^^)  and  his  associates  have  verified 
the  marked  protection  against  meningococci  in 
mice  and  report  also  that  there  is  some  protec- 
tion against  the  Friedlander  bacillus,  pneumococci. 
Past,  pseudotuberculosi.  Past,  septica,  and 
staphylococcus. 

Marshall,  Emerson  and  Cutting^^*')  in  March 
of  this  year  report  on  the  absorption  and  excre- 
tion of  sulfanilamide  in  the  cases  of  Long  and 
Bliss.  They  find  that  the  dye  is  rapidly  absorbed 
from  the  stomach.  When  large  amounts  are  ad- 
ministered daily  nearly  100%  can  be  recovered 
from  the  urine.  It  takes  about  2-3  days  for  the 


body  to  become  free  of  the  dye  after  administra- 
tion is  stopped.  In  two  instances  of  renal  insuf- 
ficiency they  found  a delayed  excretion  and  state 
that  it  should  be  given  with  care  in  all  cases  of 
renal  insufficiency.  Following  oral  administra- 
tion they  found  sulfanilamide  in  the  cerebrospinal 
fluid  in  concentrations  somewhat  lower  than  in 
the  blood. 

Those  of  us  who  have  observed  the  rise  and 
fall  in  the  use  of  certain  drugs  cannot  be  blamed 
for  our  clinical  skepticism.  Too  often  these  new 
drugs  fail  because  of  toxicity  to  the  patient.  In 
our  skepticism  we  must  not  forget  the  tremendous 
amount  of  money  and  labor  that  has  gone  into 
chemotherapeutics,  nor  ignore  its  yield  in  the  past. 
The  numbers  “205”,  “606”,  and  “914”  are  a re- 
minder. The  brilliant  results  obtained  in  the 
laboratory  make  a new  era  in  chemotherapy  of 
experimental  streptococcus  infections.  Clinical 
reports  in  puerperal  sepsis,  erysipelas,  tonsilitis, 
scarlet  fever  and  other  conditions  are  very  en- 
couraging. 

• — F.  Lowell  Dunn,  Omaha. 
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report  from  the  Council  on  Pharmacy  and  Chemistry 
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COUNCILOR  SPECIAL  MEETING 
A special  meeting-  of  the  Councilors,  for  which 
arrangements  had  been  made  at  the  annual  coun- 
cilor meeting  in  January,  was  held  at  the  Omaha 
Athletic  club,  April  11,  all  councilors  being  pres- 
ent, together  with  President  Covey,  former  Pres- 
ident Selby,  Dr.  J.  D.  McCarthy  and  Dr.  W.  P. 
Wherry  of  the  newly  created  Council  on  Medical 
Education,  Secretary  Adams,  Executive  Secre- 
tary Smith  and  Editor  Long.  Matters  of  policy 
involving  education  of  the  profession  and  the 
laity  were  the  matters  under  discussion. 
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•‘FRIENDLINESS  AT  THE  ANNUAL 
MEETING” 

In  The  Xebraska  State  Medical  Journal  we 
have  repeatedly  urged  tliose  attending  the  annual 
meetings  to  make  the  effort  to  meet  and  greet 
the  other  fellow,  to  visit  with  him  and  to  get  his 
reactions  and  study  his  conceits ; to  make  half 
of  the  effort  of  approach,  so  that  all  may  feel  at 
home  in  the  sessions  and  get  the  desire  to  come 
again.  Lest  the  reader  gets  tired  of  the  editor’s 
repetition  we  are  pleased  to  quote  and  paraphrase 
from  an  editorial  in  The  Journal  of  the  Medical 
Society  of  New  Jersey  : 

“The  medical  association  is  a great  fraternity 
of  physicians  of  widely  varying  temperaments  and 
characteristics ; but  one  feature  which  every  doc- 
tor expects  to  find  is  friendliness, — and  no  one 
will  be  able  to  say  that  this  attractive  virtue  will 
be  lacking. 

There  are  members  who  emanate  friendli- 
ness,— who  will  speak  to  everybody,  and  draw  out 
those  whose  inclination  is  to  sit  on  the  side  lines 
waiting  for  recognition.  These  retiring  members 
appreciate  attention  that  is  given  to  them.  The 
most  common  e.xcuse  that  members  give  for  not 
attending  the  annual  meetings  is  that  no  one  takes 
notice  of  them ; and  vice  versa,  the  greatest  ap- 
peal for  a member  to  become  a regular  attendant 
is  that  he  nill  renew  a few  friendships  which  he 
acquired  at  the  first  meeting  that  he  attended. 

It  is  a common  saying  that  any  one  will  make 
friends  if  he  desires  them.  This  is  only  a half 
truth.  If  a person  goes  away  with  a feeling  of 
lonliness,  the  fault  is  not  his  so  much  as  the  neg- 
lect of  the  re.gular  attendants  to  approach  him 
and  engage  him  in  s\'mpathetic  conversation. 

A common  plan  for  promoting  a friendly  feel- 
ing is  to  appoint  a reception  committee  to  greet 
the  members  as  they  arrive.  This  is  an  excellent 
idea ; but  a much  more  effective  plan  is  that  the 
members  of  such  a committee  be  continuously  on 
the  look-out  for  the  doctor  who  seems  to  be 
alone  and  sits  by  himself.  This  type  of  retiring 
member  is  more  numerous  than  is  generally 
realized  : and  the  members  of  the  reception  com- 
mittee will  find  abundant  opportunities  to  make 
him  feel  at  ease. 

The  best  reception  committee  is  that  which  is 
self-appointed, — each  one  unobtrusively  seeking 
the  doctor  who  seems  to  prefer  to  sit  alone,  and 
to  have  no  pals.  This  member  will  invariably  re- 
spond to  friendly  greetings,  and  will  go  home 
with  a strong  desire  to  attend  the  next  convention 
with  a keen  expectation  of  meeting  the  new 
friends  which  he  has  found.” 


HOLMES  MEMORIAL  TROPHY  AND 
DERBY  PRESENTATIONS 

Much  interest  attaches  to  the  second  presenta- 
tion of  the  Oliver  Wendell  Holmes  Memorial 
Trophy  at  the  forthcoming  annual  meeting. 

Last  year  the  Trophy,  which  is  awarded  to  the 
councilor  district  having  the  lowest  maternal  mor- 
tality for  the  calendar  year,  was  won  by  the  Si.xth 
Councilor  District.  The  award  is  held  by  the 
winning  district  for  the  year  following  its  award, 
but  the  next  year  and  each  succeeding  year  it  is 
re-awarded  to  the  councilor  district  showing  the 
least  maternal  mortality;  provided,  however,  that 
if  the  same  district  wins  the  cup  five  successive 
times,  it  remains  as  a permanent  award. 

This  year  President  Covey  has  offered  a cup 
to  the  councilor  district  showing  the  largest  in- 
crease of  membership  and  much  interest  has  been 
aroused  in  some  districts  by  this  proffered 
award.  The  dominating  motive  is  that  of  stimu- 
lating membership  and  it  is  to  be  hoped  that  the 
derby  will  show  substantial  increase  in  paid  mem- 
berships. 

Both  presentations  will  be  made  during  the 
annual  meeting  sessions,  at  an  hour  to  be  de- 
termined. 

THE  FORTHCOMING  AxMERICAN 
ORTHOPEDIC  ASSOCIATION  MEETING 

Dr.  H.  Winnett  Orr,  President  of  the  Ameri- 
can Orthopedic  Association  which  meets  in  Lin- 
coln and  Omaha,  Nebraska,  June  2-4,  this  year, 
announces  that  a number  of  distinguished  foreign 
guests  will  attend  the  meeting.  Mr.  R.  Watson 
Jones,  Surgeon,  of  Liverpool,  England ; Professor 
Lasserre  of  Bordeaux,  France;  Professor  Orell 
of  Stockholm,  Sweden  ; Professor  Alberto  Inclan 
of  Havana;  Professor  Zeno  of  Argentina;  and 
Dr.  Juan  Farill  of  Mexico,  D.  F.,  have  all  indi- 
cated their  intention  to  attend  the  meeting. 

Among  the  prominent  American  members  who 
will  attend  are  Dr.  W.  E.  Gallie,  Dean  of  the 
Medical  School,  University  of  Toronto,  and  his 
associate.  Dr.  D.  E.  Robertson,  who  was  the  hero 
of  the  Nova  Scotia  mine  disaster  last  year ; 
Colonel  Joel  E.  Goldthwait,  a member  of  the 
Headquarters  Staff  of  the  A.  E.  F.  in  France  in 
1917-1918;  Dr.  Michael  Hoke  of  Atlanta,  Geor- 
gia ; Professor  E.  W.  Ryerson  of  Chicago ; Dr. 
Melvin  S.  Henderson  of  the  Mayo  Clinic  at 
Rochester,  Minnesota,  and  many  other  distin- 
guished American  surgeons. 

The  Lincoln  meeting  is  the  fiftieth  anniversary 
meeting  of  the  Association.  The  President’s  ad- 
dress and  a historical  address  by  Dr.  R.  B.  Os- 
good of  Boston,  will  follow  the  annual  banquet 
on  Thursday  evening,  June  4th. 
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COUNTY  SECRETARY  SECTION  AT 
ANNUAL  MEETING 

An  addition  to  the  annual  meeting  this  year  is 
to  be  a special  meeting  for  the  county  secretaries, 
which  will  be  held  the  second  day  of  the  meeting. 

This  is  an  entirely  new  feature  of  the  annual 
meeting  for  the  Nebraska  State  Medical  Associa- 
tion and  is  being  held  with  the  idea  that  the 
county  secretary  will  have  an  opportunity  to  at- 
tend a meeting  all  his  own,  where  the  problems 
of  a secretary  will  be  discussed,  and  where  he  may 
become  better  acquainted  with  some  of  the  prob- 
lems which  confront  the  central  office  and  where- 
in the  importance  of  an  active  county  secretary 
helps  to  make  a better  state  association. 

This  is  to  be  strictly  a secretary’s  meeting,  al- 
though any  officers  of  county  societies  are  more 
than  welcome.  Perhaps  in  the  past  it  has  not 
been  realized  as  much  as  it  should  be  that  the 
county  secretary  is  one  of  the  most  important 
links  in  an  important  chain.  On  the  county  secre- 
tary rests  the  matter  of  getting  information  from 
the  central  office  to  the  various  members  of  the 
society.  It  is  his  responsibility  to  keep  all  of  the 
records  of  the  society  and  to  transmit  information 
which  may  be  needed  from  time  to  time  at  the 
central  office.  It  is  an  important  position  and 
quite  often  the  success  of  the  local  society  de- 
pends upon  the  activity  of  the  local  secretary.  If 
the  local  secretary  is  not  active  and  on  the  job, 
it  is  quite  likely  that  the  local  society  is  not  having 
many  interesting  meetings,  and  is  not  receiving 
the  benefit  it  should  from  the  parent  organiza- 
tion. The  members  lack  in  interest  and  soon  that 
society  is  not  functioning  as  it  should  and  the 
members  feel  that  their  membership  in  organized 
medicine  has  little  or  no  value  to  them. 

Y’e  plan  to  have  a question  box  and  round- 
table discussion  at  this  meeting,  as  well  as  some 
interesting  papers.  If  you  have  some  questions 
you  would  like  to  have  discussed,  please  send  them 
at  once  to  the  executive  secretary  or  have  them 
ready  before  the  first  day  of  the  annual  meeting. 
Perhaps  your  problem  of  membership  or  scien- 
tific programs  or  attendance  at  meetings  is 
handled  in  a different  way  in  another  county  so- 
ciety and  has  been  solved  in  a way  which  you  can 
use  also. 

This  will  be  an  opportunity  to  have  all  of  these 
matters  di.scussed.  Plan  to  reserve  this  time,  and 
attend  tliis  meeting.  It  will  be  worth  your  time. 

— M.  C.  Smith,  Executive  Secretary. 


“Choosing  a doctor  is  like  marrying.  Once 
you  get  used  to  him  you  hate  to  swap.” 


WHAT  IS  MEMBERSHIP  WORTFI? 

W'hat  is  the  value  of  membership  in  organized 
medicine?  This  question  has  been  brought  up 
in  many  different  forms  and  discussed  in  many 
different  ways.  And  quite  naturally  may  lead  to 
another  question — Is  it  necessary  for  a physician 
to  be  a member  of  organized  medicine  to  be  a 
good  physician  ? 

Did  you  ever  stop  to  consider  that  the  require- 
ments for  membership  in  organized  medicine  are 
higher  than  in  any  other  known  organization, 
and  that  membership  is  restricted  to  a compara- 
tively few  individuals?  It  should  then,  first  of  all 
be  an  honor  and  a privilege  to  hold  membership 
in  such  an  organization.  It  is  something  which 
cannot  be  bouglit  with  money  alone.  It  is  an 
honor  which  must  lie  earned  and  deserved. 

There  are  doctors,  who  at  times,  feel  that  they 
do  not  get  their  money’s  worth  out  of  their  mem- 
bership. The  benefits  of  such  organization  and 
such  association  cannot  always  be  visualized  on  a 
monetary  basis  alone.  Many  other  factors  enter 
which  must  always  be  considered.  First  of  all, 
there  is  an  intangible  something  derived  from 
membership  in  organized  medicine  which  cannot 
be  obtained  from  many  organizations.  And  like 
many  organized  groups  the  one  who  derives  the 
most  benefit  from  this  association  is  usually  the 
one  who  contributes  the  most  to  it.  The  man  who 
merely  pays  his  dues  and  then  takes  no  active 
part  in  the  activities  of  his  society ; never  attends 
any  of  its  meetings  or  who  never  has  contact  of 
any  kind  with  it,  is  sure  to  derive  the  minimum 
of  benefit  which  organized  medicine  has  to  offer. 
The  man  who  really  derives  a benefit  from  his 
membership  is  the  one  who  has  only  started  the 
year’s  activity  when  he  pays  his  dues  for  that 
membership.  He  is  interested  in  attending  every 
scientific  meeting,  thereby  gaining"  new  knowl- 
edge whereby  he  may  be  of  greater  efficiency  in 
handling  his  cases.  He  learns  through  a close 
and  constant  association  with  his  colleagues  of 
their  superior  qualities,  and  that  they  are  ever 
ready  and  willing  to  help  him  in  any  way  possible. 

By  being  closely  associated  with  his  medical 
society  he  learns  of  the  many  activities  of  his  cen- 
tral organization  which  is  always  in  his  behalf, 
and  constantly  striving  to  raise  the  standards  of 
medical  practice  and  to  protect  both  the  profes- 
sion and  the  public  to  see  that  better  medical  care 
is  dispensed. 

He  learns  very  quickly  that  his  central  state 
organization  as  well  as  the  national  A.  i\f.  A.  is 
constantly  on  the  alert  to  keej)  the  public  informed 
and  to  protect  the  rights  of  both  the  profession 
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and  the  public  from  those  who  through  a desire 
for  self  gain  or  power  may  be  attempting  to  form- 
ulate plans  and  procedures  which  will  eventually 
wreck  the  high  type  of  medical  practice  which 
this  country  knows  today.  Who  is  there,  but  an 
organization  such  as  we  have,  to  fight  these  bat- 
tles? What  would  be  the  outcome,  probably  in  a 
very  short  time,  if  there  was  no  such  organiza- 
tion ? 

The  small  amount  which  it  costs  the  individual 
is  infinitesimal  beside  the  accomplishments  which 
such  organization  can  obtain.  Can  any  physician, 
who  is  vitally  interested  in  the  advancement  of 
medical  science  afford  to  not  hold  membership 
in  an  organization  which  means  so  much  to  his 
profession?  Is  it  fair  for  him  to  expect  to  derive 
the  entire  benefit  of  such  an  organization  and 
contribute  nothing  himself  in  time  or  money? 

The  benefits  of  the  Nebraska  State  Medical 
Association  are  enjoyed  by  all  physicians  in  the 
state  of  Nebraska,  whether  or  not  they  belong  or 
are  doing  their  part  in  the  work  which  is  accom- 
plished. 

It  is.  of  course,  not  necessary  for  a physician 
to  be  a member  of  organized  medicine  to  be  a 
good  physician.  Rut  observation  teaches  us  that 
most  of  the  better  physicians  are  members  and  are 
active  in  the  advancement  of  their  profession. 

— M.  C.  .Smith,  Executive  Secretary. 


FRACTURE  COMMITTEE  ^lEETS 

The  Fracture  Committee  of  the  Nebraska 
State  iNIedical  Association  held  an  important 
meeting  at  the  Cornhusker  hotel.  Lincoln.  April 
10. 

Dr.  Charles  L.  Scudder.  probably  the  foremost 
authority  on  fractures  in  America,  and  Dr.  Eu- 
gene MMlcott,  Des  iMoines.  were  the  speakers. 
Illustrated  lectures  were  given  bv  each. 

.About  eighty  physicians  attended  the  meetings 
and  the  dinner. 


THE  STORK  REMEMBERED 

Emily  had  just  fed  some  crackers  to  the  stork 
at  the  zoo. 

“M'hat  kind  of  a bird  is  that?”  Emily  asked 
her  mother. 

“That  is  a stork,”  replied  the  mother. 

“Oh,  dear,  is  that  the  stork?  He  acts  as  if  he 
recognizes  me.” 


Restaurant  Patron — This  .steak  is  not  very 
tender. 

Tired  Waiter — Well,  did  you  e.xpect  it  to  put 
its  arms  around  your  neck  and  kiss  you? 


THE  OPEN  EORUM 

COMPULSORY  MEDICAL  SERATCE 

The  venereal  disease  program  offers  the  Ne- 
braska State  Medical  Association  an  opportunity 
for  constructive  leadership.  There  are  approxi- 
mately two  thousand  physicians  in  this  state  who 
have  the  basic  education  necessary  to  fulfill  any 
reasonable  venereal  treatment  requirement.  A 
sufficient  number  of  these  physicians  have  the 
willingness  and  need  only  the  means  to  make  them 
a militant  force  in  this  program.  Medicine  should 
welcome  the  means  provided  by  the  government 
but  medicine  should  not  delegate  the  method  to 
be  used  to  government  or  any  other  institution 
other  than  medicine.  A voluntary  medical  organ- 
ization of  Nebraska  physicians  for  this  venereal 
program  in  Nebraska  is  not  only  practical  but  the 
method  of  choice.  Physicians  are  stategically  in 
contact  with  the  disease  and  if  organized  on  a 
voluntary  basis  could  function  in  this  special  work 
without  any  material  change  in  their  customary 
medical  status,  without  loss  of  patient-physician, 
normal  and  legal,  relationship  and  without  aban- 
donment of  the  doctrine  of  voluntary  methods  of 
medical  service. 

Aledicine  became  a great  and  noble  profession 
by  adhering  to  the  doctrine  of  voluntary  medical 
service. 

lender  one  guise  or  another  compulsory  meth- 
ods of  medical  service  have  insidiously  under- 
mined the  doctrine  of  voluntary  medical  service. 

It  is  admitted  that  under  rare  circumstances  com- 
pulsory medical  service  may  be  necessary  and  to 
that  extent  may  be  tolerated.  But  experience  has 
taught  that  when  once  authority  to  choose  what 
“is  best”  for  the  patient  has  been  delegated  to  any 
institution,  invariably,  further  authority  has  been 
assumed  to  include  also  what  “is  best”  for  the 
doctor.  When  this  occurs  medical  freedom  of  Ijoth 
doctor  and  patient  has  been  lost. 

Regardless  of  the  necessity  or  desirability  of 
the  national  venereal  disease  program,  or  the 
value  of  the  end  sought,  this  enterprise  may  easily 
become  an  established  compulsory  method  of 
medical  service. 

Medicine  should  give  wholehearted  support  to  ' 
efficient  means  of  stamping  out  venereal  disease 
and  its  resulting  misery.  But  medicine  should  not 
surrender  its  medical  freedom  nor  abandon  the 
doctrine  of  voluntarv  medical  service,  nor  support 
any  compulsory  method  of  medical  service  under 
any  guise. 

The  issue  is  “the  method”  to  lie  used  in  this 
venereal  disease  program  and  this  issue  should 
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not  be  allowed  to  become  clouded  or  submerged. 
It  is  not  a partisan  issue.  It  is  a fundamental  is- 
sue of  far  reaching'  consequences.  Will  medicine 
surrender  its  autonomy? 

— Czar  Johnson,  Lincoln. 


YOU  AND  THE  ADVERTISER 
Let  us  keep  these  facts  in  mind:  Advertisers 
make  the  Journal  possible  and  in  order  to  keep 
them  we  must  show  them  immediate  and  tangible 
returns  from  their  outlay.  Consider  Journal  adver- 
tisers whenever  you  buy  anything  and  tell  them 
you  saw  their  ad  in  the  Nebraska  State  Medical 
Journal.  The  responsibility  is  yours!  The  solic- 
iting representative  gets  the  ads — it  is  up  to  you  to 
keep  them. 

EDITORIAL  PARAGRAPHS 

Don’t  be  a piker;  pay  up  and  enjoy  that  won- 
derful feeling  of  something  worthwhile,  done. 

The  Fifth  International  Congress  of  Radiology 
will  be  held  at  the  Palmer  House,  Chicago,  Sep- 
tember 13-17. 

The  American  Association  on  Mental  Defici- 
ency will  hold  its  sixty-first  annual  convention  at 
Atlantic  City,  May  5-8. 

Capell  of  Kansas  City  says  cases  of  enlarged 
prostate  with  less  than  three  ounces  of  residual 
urine  seldom  demand  operation. 

The  Creighton  College  of  iMedicine  Alumni 
Association  will  give  a luncheon  i\Iay  11  during 
the  State  Medical  Association  meeting. 

In  Chicago  more  than  forty  medical  quacks 
have  been  prosecuted  during  the  past  eighteen 
months  and  twenty  more  are  about  to  undergo 
prosecution. 

iMost  of  us  will  agree  with  the  British  Medical 
Journal  that  the  prevention  of  scarlet  fever  by 
isolation  is  the  most  magnificent  failure  of  pre- 
ventive medicine. 

The  recent  story  of  the  Omaha  child  swallow- 
ing a jagged  breast  pin,  its  transit  vis  medicatrix 
naturae  and  safe  emergence,  reminds  one  again 
that  nature  provides  for  a lot  of  things. 

Dr.  Paul  Kase,  born  and  reared  at  West  Point. 
Nebr..  in  practice  at  Northwood,  Iowa,  was  found 
dead  in  bed  recently,  supposedly  from  a coronary 
artery  occlusion,  aged  thirty-four  years. 

Recent  research  has  again  proven  that  a watery 
solution  of  iodine  (compound  solution  of  iodine. 
U.  S.  P.j  is  the  outstanding  antiseptic,  overtop- 
ping all  the  recently  vaunted  antiseptics. 

On  the  program  of  the  Iowa  State  Medical  So- 
ciety annual  meeting  at  Sioux  City  for  May  12,  is 
Dr.  John  W.  Duncan,  Omaha  surgeon,  title,  “Sur- 


gical and  Hormonal  Treatment  of  Undescended 
Testicle.” 

Prontosil  and  its  close  relative,  Prontylin, 
chemical  compounds  already  hailed  as  life-saving 
remedies  in  cases  of  deadly  streptococcus  infec- 
tions, are  also  said  to  be  proving  effective  rem- 
edies in  Type  HI  pneumonia. 

Ninety  more  paid-up  members  so  far  this  year 
than  at  the  same  time  last  year,  is  the  report  re- 
ceived by  this  office  several  weeks  ago.  When  it 
comes  to  a question  of  survive  or  perish,  the  Ne- 
braska State  Medical  Association  will  survive. 

On  the  occasion  of  his  sixtieth  birthday,  Alarch 
1 7.  Dr.  H.  Winnett  Orr,  Lincoln,  found  on  his 
office  desk  “a  book  of  wonderful  letters  collected 
by  his  office  staff”  from  medical  and  other 
friends  all  over  this  country  and  some  foreign 
lands. 

The  British  Medical  Journal  is  quoted  as  stat- 
ing that  when  an  insurance  practitioner  is  ap- 
pointed under  the  panel  sy.stem  he  receives  19 
different  blank  forms,  memoranda,  instructions, 
mailing  envelopes,  etc.,  enough  to  bewilder  the 
unsophisticated. 

Research  has  shown  that  eggs  are  much  more 
digestible  when  properly  cooked  than  when  eaten 
raw.  The  yolk  is  easily  assimilated  in  either 
state,  hut  uncooked  egg  white  will  not  be  entirely 
digested,  says  the  Pmreau  of  Home  Economics 
of  the  LI.  S.  Department  of  Agriculture. 

The  annual  meeting  of  the  American  Medical 
.Association  will  be  held  at  Atlantic  City,  June  7- 
n,  inclusive.  The  usual  reduced  fare  rates  will 
be  given.  Ask  your  ticket  agent  to  give  you  a 
receipt  for  your  ticket  to  Atlantic  City,  have  it 
validated  at  the  headquarters  of  the  .A.  AL  A.  in 
-Atlantic  City. 

Referring  to  the  ATedical  Student  Loan  Fund 
the  following  extract  from  a letter  from  one  of 
the  borrowers  will  be  of  interest : “I  appreciate  a 
great  deal  what  you  and  the  State  Association 
have  done  for  me  and  I really  want  to  do  my 
part  to  keep  the  fund  up  so  that  other  fellows 
can  be  helped.” 

This  is  to  advise  the  ne.xt  basic  science  exam- 
ination will  be  given  Alay  4-5,  IMiversity  College 
of  Medicine,  Omaha.  The  next  medical  examina- 
tion will  be  qiven  June  8-9.  University  College  of 
Aledicine,  Omaha,  Nebraska.  .All  applications 
should  be  on  file  at  least  15  days  prior  to  date  of 
examination. 

The  -American  Board  of  Ophthalmology  will 
conduct  an  examination  in  Philadelphia,  June  7, 
1937 ; Chicago,  October  9.  1937.  .All  applications 
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and  case  reports,  in  duplicate,  must  be  filed  at 
least  sixty  days  before  the  date  of  examination. 
John  Green,  M.  D.,  Secretary,  3720  Washington 
Blvd.,  St.  Louis,  Mo. 

“No  physician  can  ever  be  said  to  have  finally 
mastered  his  profession.  There  is  always  some- 
thing new  to  learn.  He  must  keep  eternally 
studying  if  he  is  to  keep  abreast  of  developments. 
There  is  probably  no  other  profession  in  which 
so  much  work  of  this  sort  is  required  of  the  con- 
scientious practitioner.  His  education  never 
ceases.” 

-Acidosis. — We  call  attention  to  this  word  to 
point  out  the  fact  that  it  is  often  carelessly  used. 
When  there  is  a diminution  in  the  reserve  supply 
of  certain  alkali  sub.stances  in  the  blood  and  other 
body  fluids  the  condition  is  termed  acidosis.  Tt  is 
really  a rather  rare  condition,  and  is  frequently 
confused  with  hyperacidity,  sometimes  called 
“acid  stomach.”  It  is  often  the  cause  of  a con- 
dition called  “nervous  indigestion.” — .Anonvmous. 

One  of  the  most  outstanding  scientific  events 
ever  held  in  the  United  States  has  been  set  for 
Chicago  this  September,  when  the  Fifth  Inter- 
national Congress  of  Radiology  convenes.  It  will 
be  the  first  time  that  the  world  leaders  in  the 
medical  and  .scientific  development  field  of  x-ray 
and  radium  have  met  in  America,  according  to 
Dr.  Arthur  C.  Christie,  Washington.  D.  C..  presi- 
dent of  the  Congress.  The  dates  are  September 
13  to  17.  inclusive,  and  the  meeting  place  is  the 
Palmer  House. 

Dr.  Ernest  Sachs,  clinical  professor  of  clin- 
ical neurological  surger}'  at  Washington  Uni- 
versity Aledical  School,  St.  Louis,  and  who  has 
appeared  before  the  medical  profession  of  Ne- 
braska several  times,  notably  several  years  ago 
before  the  Nebraska  State  Medical  Association, 
was  signally  honored  by  his  confreres  and  stu- 
dents on  the  occasion  of  the  twenty-fifth  anniver- 
sary of  his  .service  as  teacher  in  the  medical 
school,  at  a dinner  and  festschrift.  On  the  occa- 
sion he  was  presented  with  a silver  plaque,  bear- 
ing an  appropriate  inscription. 

The  First  International  Conference  on  Fever 
Therapy  was  held  in  New  York  Citv,  March  30- 
31.  Omahans  attending  and  participating  in  the 
program  were : “Clinical  Investigations  in  .Arti- 
ficial Fever  Therapy,”  Drs.  .A.  E.  Bennett,  E.  F. 
Simmons  and  F.  L.  Dunn:  “The  Treatment  of 
Chorea  with  Electropyrexia.”  Dr.  A.  F.  Bennett ; 
“Fever  Therapy  in  the  Treatment  of  Acute  Rheu- 
matic Fever.”  Dr.  Eugene  E.  Simmons.  In.structor 
in  Medicine,  University  of  Nebraska  College  of 
Medicine.  Omaha,  and  Dr.  F.  Lowell  Dunn,  .As- 


sistant Professor  of  Physiology  and  Pharma- 
cology, L'niversity  of  Nebraska  College  of  Medi- 
cine, Omaha,  (From  the  Fever  Therapy  Depart- 
ment, Bishop  Clarkson  Alemorial  Hospital,  Uni- 
versity of  Nebraska,  Omaha)  ; “The  Relief  of 
Neuritic  Pain  by  .Artificial  Fever  Therapy  Ob- 
tained in  Forty  Cases,”  Dr.  A.  E.  Bennett  and 
Dr.  Paul  T.  Cash  (From  the  Departments  of 
Neurology  and  Fever  Therapy  Research,  Uni- 
versity of  Nebraska  College  of  Aledicine,  Omaha). 


OBITUARIES 

Clarke  E.  Beede,  David  City,  native  son;  University 
of  Nebraska,  College  of  Medicine,  1918;  physician  and 
surgeon  at  David  City  since  graduation;  son  of  a 
famous  father,  the  late  Dr.  S.  C.  Beede,  surgeon  at 
David  City  for  many  years;  well  known  and  active 
member,  Nebraska  State  Medical  Association;  recent 
past  president,  Elkhorn  Valley  Medical  Society;  died 
after  a short  illness,  .\pril  12,  1937,  aged  about  forty- 
two  years. 

.X  wife,  daughter  and  son,  survive. 

Andrew  L.  Randall,  Pleasanton,  Nebr.;  Northwes- 
tern I^niversity  Medical  School,  Chicago,  1903;  in 
practice  at  Pleasanton  thirty-two  years;  a public 
spirited  citizen  who  took  his  part  in  community  af- 
fairs always;  died  of  angina  pectoris,  March  14,  1937, 
aged  fifty-nine  years. 

wife  and  two  sons  survive. 


PREP.VRATORY  GROUP 

The  American  Board  of  Ophthalmology  has  decided 
to  establish  a Preparatory  Group  of  prospective  can- 
didates foi-  its  certificate,  the  plan  being  to  assist 
physicians  who  wish  to  study  ophthalmology  so  that 
they  tnay  become  accentable  as  candidates  for  exam- 
ination and  certification  when  they  have  completed 
the  requirements. 

.4ny  graduate  or  undergraduate  of  an  approved 
medical  .‘^chool  is  eligible  to  make  application  for 
membershin  in  this  .group.  Candidates  so  applying 
will  be  notified  officially  by  the  Secretary  when  the 
Board  has  accepted  their  applications.  If  accepted, 
data  will  be  sent  concernin.g  ethical  and  educational 
requirements.  Syllabuses  and  other  information  will 
be  made  available  to  them. 

Information  and  advice  will  be  available  to  mem- 
bers in  this  group  through  preceptors  who  are  mem- 
bers or  associates  of  the  Board,  klembers  of  the 
Preparatory  Group  must  keep  a summarized  record 
of  their  a''ti'  ities,  two  copies  of  which  will  be  sent 
to  the  Secretary  in  .lanuary  of  each  year  and  will 
be  incorp''rnted  in  the  final  application  for  examina- 
tion and  certification. 

The  fee  for  anplication  for  membership  in  the  Pre- 
paratory Group  will  be  $10.00.  This  will  be  deducted 
from  the  S.aO  00  which  is  required  of  every  candidate 
for  examination. 


A FAINT  RESEAIBLANCE 

Cincinnati  Enquirer;  Two  men  occupying  the 
same  seat  on  a bus  got  into  a conversation. 

“So  you  are  a doctor,  eh?”  said  one. 

“AYs,"  replied  the  other. 

“Well,”  replied  the  first  one,  “in  a way  our 
work  is  alike.  I’m  a window  washer  and  work 
on  panes,  too.” 
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TUI5ERCUL()SrS  ABSTRACTS 

THE  GENERAL  PRACTITIONER  AND 
TUBERCULOSIS 

In  any  tuberculosis  control  program  the  general 
practitioner  is  the  connecting  link  between  the  pa- 
tient and  the  tuberculosis  specialist.  Each  of  the 
three  has  certain  responsibilities  regarding  the  early 
diagnosis  of  tuberculosis  and  each,  therefore,  must 
bear  some  of  the  blame  for  cases  diagnosed  late — the 
patient  in  that  he  has  disregarded  his  symptoms,  the 
practitioner  in  that  he  did  not  “tumble  to  it  earlier,’’ 
the  tuberculosis  specialist  for  failing  to  x-ray  sus- 
pected cases.  How  may  this  chain  be  strengthened? 

Considering  first  the  link  between  the  patient  and 
his  doctor,  it  is  patentl.v  impossible  to  set  the  ma- 
chinery in  motion  unless  the  patient  comes  to  his 
doctor.  Can  anything  be  done  to  reduce  the  quite 
considerable  percentage  of  patients  who  ignore  their 
symptoms?  The  answer  is,  of  course,  a more  ade- 
quate health  education  program  so  that  “the  public 
can  be  better  informed  about  the  onset  of  tubercu- 
losis and  the  importance  of  early  diagnosis.”  And  the 
responsibility  rests  on  tuberculosis  associations  and 
health  departments. 

In  other  cases,  however,  the  delay  in  diagnosis  is 
chargeable  not  to  the  patient  but  to  the  physician. 

Here  medical  education  must  bear  a large  part  of 
the  blame.  All  too  often  the  cases  of  tuberculosis 
seen  b.v  the  medical  student  show  all  the  classical 
signs  and  are,  therefore,  in  an  advanced  stage.  It 
is  difficult  too  for  the  student  to  appreciate  the  slow- 
ness of  the  clinical  course  of  tuberculosis.  Most  ill- 
nesses can  be  watched  by  the  interne  from  immediate- 
ly after  onset  until  their  termination.  In  tubercu- 
losis he  has  “brief  glimpses  of  different  individuals 
at  different  stages  and  with  different  reactions”  and 
“he  is  a genius  if  he  can  piece  together  the  story 
from  these  odd  chapters  torn  from  different  books.” 
In  this  instance  the  challenge  is  to  the  medical 
schools. 


Vet  wliatever  the  shortcomings  of  his  undergrad- 
uate training  in  the  diagnosis  and  treatment  of  tu- 
berculosis the  physician  who  engages  in  general  prac- 
tice will  encounter  many  cases  of  tuberculosis  and 
must  therefore  keep  it  ever  in  mind  and  use  every 
opportunity  for  improving  his  ability  to  diagnose  it. 
The  author  would  impress  upon  the  minds  of  all  new- 
ly (|ualified  doctors  the  following  two  thoughts: 

“Alwa.vs  be  on  the  lookout  for  T.B.  even  though  you 
run  the  risk  of  being  thought  a crank  for  your  pains. 
Never  label  an  illness  ‘influenza’  if  there  is  no  epi- 
demic without  subsequently  having  the  chest  x-rayed 
to  make  sure.” 

The  general  practitioner  will  frequently  encounter 
a case  which  he  has  reason  to  believe  is  tuberculosis 
but  on  which  he  needs  expert  advice  or  additional 
diagnostic  facilities,  and  it  should  be  possible  for 
him  to  secure  x-ray  plates  of  bis  patient’s  chest  and 
where  necessary  the  services  of  a tuberculosis  spe- 
cialist. 

He  is  also  much  more  likely  to  maintain  his  zeal 
for  early  diagnosis  if  he  knows  that  adequate  provi- 
sion is  made  for  the  treatment  of  his  patient  in  the 
event  that  his  suspicions  prove  to  have  been  well 
founded.  In  the  event  that  no  facilities  exist  for  the 
hospitalization  of  the  tuberculous  he  is  likely  to  take 
the  attitude  that  early  diagnosis  is  of  purely  aca- 
demic interest.  To  quote  the  author’s  analogy — “sup- 
posing that  neighboring  surgeons  would  not  operate 
on  acute  abdomens,  one’s  zest  for  differentiating  be- 
tween perforated  gastric  ulcers  and  colic  would  be 
blunted,  and  one  would  fall  too  readily  into  the  easy 
way  of  medicine  which  i.s — expectant  treatment  and 
guarded  prognosis.” 

The  general  practitioner  occupies  a position  of 
great  strategic  importance  in  the  control  of  tubercu- 
losis. He  brings  the  patient  into  the  world.  On  him 
in  most  cases  devolves  the  responsibility  for  the  in- 
itial diagnosis  of  tuberculosis  and  “after  the  tumult 
and  the  shouting  have  ceased,  the  tuberculosis  officer 
and  the  sanatorium  physicians  departed,  he  tends  the 
patient  for  the  rest  of  his  life  and  eases  his  parting.” 

The  patient  returns  to  him  from  the  sanatorium  a 
changed  man  both  physically  and  psychologically. 
Various  things  have  happened.  “First,  he  has  come 
to  accept  the  fact  that  he  has  tuberculosis  and  that 
it  is  a long  complaint.  Secondly,  he  has  lived  among 
other  patients  who  are  in  the  same  plight.  Thirdly, 
he  has  learned  a lot  about  his  complaint.” 

The  general  practitioner  is  now  “the  man  on  the 
spot.”  Yet  much  can  be  done  to  make  his  task  easier 
and  here  are  some  of  the  ways  in  which  the  link 
between  the  general  practitioner  and  the  specialist 
(sanatorium  physicians)  may  be  strengthened. 

“I  consider  it  a blasphemous  act  for  anybody  to 
undermine  whatever  faith  a patient  may  have  in  his 
doctor.  For  the  patient,  it  is  better  to  have  faith  in 
a mediocre  doctor  than  a distrust  of  the  best.  For 
the  average  mediocre  doctor  it  is  far  greater  incen- 
tive to  do  good  work  and  make  himself  worthy  of  the 
patient’s  unswerving  (and  often  pathetic)  belief  in 
him.  This  is  a matter  in  which  tuberculosis  officers, 
consultants  and  sanatorium  physicians  have  the 
greatest  power  and  where  their  closest  cooperation  i.s 
needed.” 

Secondly,  a commission  should  be  appointed  to 
decide  on  post-sanatorium  advice  and  treatment.  The 
lioints  which  they  consider  of  value  should  be  em- 
bodied in  a small  printed  pamphlet  of  instructions 
capable  of  atlernate  readings  dependent  on  the  mere 
stroke  of  a pen.  It  should  be  a simple  matter  to 
draw  up  such  a set  of  instructions.  If  one  copy  he 
given  to  the  patient  on  discharge,  another  to  his 
doctor  and  another  to  the  tuberculosis  officer  every- 
body would  know  where  they  were.  In  addition  “1 
should  like  to  see  the  doctor  receive  a copy  of  the 
x-ray  photographs  as  well  as  the  usual  statistics 
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such  as  body  weight,  blood  sedimentation,  rales,  etc., 
which  he  can  continue  to  record  should  he  feel  so 
inclined.”  Could  a general  practitioner  read  chest 
x-ray  plates?  Speaking  for  his  late  self  of  general 
practice  days,  the  author’s  answer  is — “No,  he 
couldn’t,  but  he  would  if  he  were  given  a chance.” 

Lastly,  let  the  tuberculosis  officer  meet  the  doctor 
periodically  for  a real  consultation  over  their  shared 
cases.  Once  every  three  months  say,  there  could  be 
set  aside  a tuberculosis  afternoon  when  the  tubercu- 
losis officer  would  meet  the  general  practitioner  and 
their  ambulant  patients  at  the  doctor’s  consulting 
room  after  which  they  would  proceed  together  to  the 
home-bound  cases. 

Such  close  cooperation  would  have  in  the  author’s 
opinion  a most  stimulating  effect.  “With  it,”  he 
writes,  “the  alleged  ignorance  and  carelessness  of 
general  practitioners  could  not  exist.  It  is  the  sort 
of  help  I wanted  and  could  not  get.  It  is  not  an  im- 
possible demand  for  I know  that  in  some  localities 
it  is  in  existence  and  works  well.  Could  it  not  be 
made  a universal  practice?” 

The  campaign  against  tuberculosis  requires  a chain 
of  cooperation  the  links  of  which  should  be  equally 
strong.  These  links  are  those  between  the  patient 
and  the  general  practitioner  and  between  the  general 
practitioner  and  the  tuberculosis  specialist.  Their  re- 
spective responsibilities  have  been  discussed  by  an 
author  who  has  had  extensive  experience  in  both  of 
the  medical  roles.  His  suggestions  merit  serious  con- 
sideration. 

The  General  Practitioner  and  Tuberculosis,  George 
H.  Day,  Jour,  of  State  Med.,  .Tan.,  1937. 
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The  regular  meeting  of  the  Omaha- Douglas  County 
Medical  Society  was  held  March  9,  1937.  President 
Keegan  presided. 

The  scientific  program  was  opened  by  Dr.  Frank 
Rector,  the  field  director  for  the  American  Society 
for  Control  of  Cancer,  whose  topic  was  “Education  on 
Cancer.”  A Symposium  on  Oxygen  Therapy  com- 
posed the  rest  of  the  program.  Dr.  F.  E.  Davis  of 
the  University  of  Kansas  Hospital,  Kansas  City, 
Kans.,  spoke  on  the  “Physiology  of  Oxygen  Want.” 
.1.  I.  Banash,  consulting  engineer  of  the  Linde  Labor- 
atories, Chicago,  showed  lantern  slides  and  a movie 
on  “Accepted  Methods  of  Administration  to  Assure 
Therapeutic  Dosage.”  Dr.  Ford  K.  Hick  from  the 
Department  of  Medicine,  University  of  Illinois  and  the 
Illinois  Research  Hospital  presented  a paper  on  “Clin- 
ical Response  and  Postoperative  Use  of  Oxygen.” 
Discussion  by  Drs.  R.  H.  Luikart,  H.  B.  Hamilton, 
Max  Fleishman,  and  Hick  followed. 

The  regular  spring  meeting  of  the  Third  Councilor 
District  Medical  Society  was  held  at  Humboldt,  April 
15,  under  the  presidency  of  Dr.  E.  L.  McCrea.  A 
rather  full  program,  put  on  by  faculty  members  of 
Creighton  Medical  college,  follows: 

“Recent  Advances  in  the  Treatment  of  Pneumonia,” 
.John  R.  Kleyla,  M.  D.;  “Care  of  the  Cervix  in  the 
Prevention  of  Cancer  of  the  Uterus,”  Ralph  Luikart, 
M.  D. ; “Treatment  of  Leg  Ulcers  and  Varicose  Veins,” 
Earl  A.  Connolly,  M.  D.  Business  meeting.  Chicken 
dinner  at  the  Christian  church.  At  the  hall  the  fol- 
lowing moving  pictures  were  shown,  courtesy  Mead 
Johnson  & Co.:  “Breech  Extraction  with  Forceps;” 
“Intracranial  Injuries  of  the  New-Born;”  “Resuscita- 
tion of  the  New-Born;”  “Miscellaneous  Pediatric 
Cases;”  “Physical  Examination  of  the  Infant;”  “Tu- 
berculosis in  Childhood.” 

A regular  meeting  of  the  Lancaster  County  Medical 
Society  was  held  March  2,  with  about  sixty  members 
present.  Dr.  A.  D.  Munger,  president,  in  the  chair. 

The  program  of  the  evening  consisted  of  the  pre- 


sentation and  discussion  of  present  day  Health  In- 
surance Legislation  before  the  U.  S.  Congress. 

“What  Is  State  Medicine?”  was  discussed  by  Dr. 
George  W.  Covey. 

Dr.  A.  D.  Munger  presented  in  detail  the  various 
phases  of  the  Senate  Bill  815  recently  introduced  in 
the  United  States  Senate,  by  Senator  Capper  of  Kan- 
sas. 

Discussion  as  to  the  effect  that  this  bill  would  have' 
on  medicine,  medical  practice,  the  patient  and  the 
physician  followed,  with  many  of  those  present  taking 
part  in  the  discussion. 

At  a meeting  March  IG,  about  thirty  members  were 
present: 

The  first  scientific  paper  of  the  evening  was  by 
Dr.  .1.  M.  Woodward,  on  “Development  of  Visual 
Acuity  and  a Few  of  the  Physiological  Changes  in 
the  Eye  During  a Life  Time.” 

Dr.  Woodward’s  paper  was  discussed  by  Drs. 
Brooks,  Albin,  Peterson,  Hancock.  Becker  and  Church- 
ill. 

The  second  paper  in  the  scientific  program  was  by 
Dr.  H.  B.  Morton,  on  “Peritoneal  Immunity,”  illus- 
trated with  lantern  slides.  This  paper  was  discussed 
by  Drs.  Hohlen  and  Whitham. 

The  Madison  Six  County  Medical  Society,  after  an 
enforced  vacation  during  January  and  February,  due 
to  bad  roads,  etc.,  held  the  March  meeting  on  the  30th 
at  the  Hotel  Norfolk,  Norfolk,  beginning  with  a dinner 
in  which  fifty-five  physicians  and  their  ladies  par- 
ticipated. 

The  scheduled  program  was  as  follows:  Dr.  G.  E. 
Robertson,  Associate  in  Pediatrics,  University  of  Ne- 
braska, Omaha,  “Feeding  Problems;”  Dr.  A.  F.  Tyler, 
Omaha,  “Treatment  of  Cancer  of  the  Plead  and  Neck,” 
in  colored  motion  pictures;  Dr.  Francis  L.  Rimonds, 
Omaha,  “Low  Back  Pain  Due  to  Herniation  or  Rup-  | 
ture  of  the  Intervertebral  Discs;”  Dr.  Edmund  G.  lit 
Zimmerer,  Assistant  Epidemiologist,  Lincoln,  “The  ' 
Control  of  Venereal  Disease.” 

Dr.  Robertson  with  the  aid  of  a dozen  charts  eluci-  I 
dated  some  of  the  infant  feeding  problems  ordinarily 
met  in  a general  practice,  much  to  the  interest  of  I ^ 
those  present.  | 

Dr.  Tyler  with  colored  motion  pictures  showed  the  I 
methods  used  and  results  in  regional  cancers.  High  i 
voltage  x-ray  and  surgical  diathermy  appear  to  bring  j 
the  better  results. 

Dr.  Simonds  presented  a diagnosis  of  a condition 
rarely  met  in  practice,  but  operable,  with  good  re- 
sults. j 

Dr.  Zimmerer,  newly  appointed  assistant  epidemi-  j t| 
ologist  of  the  Nebraska  State  Department  of  Health,  a 
making  a tour  over  the  state  in  an  endeavor  to  make 
the  laity  and  the  general  profession  syphilis  con- 
scious, spoke  on  the  syphilis  problem,  the  proposed 
set-up  for  its  control  and  suggested  that  Neo- 
Arsphenamine  in  limited  quantity  is  now  available  j 
to  the  profession  for  the  treatment  of  indigents  in 
the  acute  stage.  c, 

There  were  about  thirty  in  attendance  at  the  April 
meeting  of  the  Adams  County  Medical  Society  held  '■ 
at  Ingleside  State  Hospital.  Dr.  E.  G.  Zimmerer,  of 
the  State  Department  of  Health,  spoke  on  the  “Con-  ‘‘ 
trol  of  Venereal  Diseases.”  After  giving  us  some 
rather  startling  statistical  information  and  telling  us 
the  efforts  and  aims  of  the  State  Department  in  I 
stamping  out  these  diseases,  he  plead  for  greater  ^ 
cooperation  and  effort  on  the  part  of  the  doctors  in 
working  with  the  Depaidment  toward  a successful  " 
campaign.  Discussion  followed  by  Doctors  Martin, 
Palmer,  Latta,  Idnney,  Waterman,  Fechner,  Brown, 
Neilsen,  and  Kingsley. 

Dr.  G.  B.  Haugen  of  the  Ingleside  Hospital  Staff, 


Volume  22 
Number  5 


HUMAN  INTEREST  TALES 


203 


then  presented  a case  of  drug  addiction  being  treated 
by  a variation  of  the  blister-fluid  method.  This 
variation  consists  of  the  use  of  the  addict’s  blood 
serum.  Sensitivity  to  opium  and  its  derivities  is 
developed  in  the  patient  so  that  even  a very  small 
amount  of  the  drug  will  put  the  patient  into  ana- 
phalactic  shock,  “putting  real  teeth  into  the  treat- 
ment of  drug  addiction”  stated  Dr.  Haugen.  While 
a patient,  bearing  wheals  formed  by  morphine,  codeine, 
and  a control  substance  was  being  shown  to  those 
present,  the  speaker  discussed  various  theories  of  the 
reaction  and  some  of  the  experimental  work  which 
has  been  done.  In  the  discussion  that  followed.  Dr. 
.T.  W.  Brown,  city  physician,  told  how  an  addict  at 
the  police  station  had  showed  him  how  to  extract  the 
atropine  from  a morphine-atropine  tablet.  The  tab- 
let was  placed  on  a blotter,  moistened  with  a few 
drops  of  water,  which  he  maintained,  dissolved  out 
the  atropine  without  dissolving  the  morphine,  with 
the  aid  of  a little  heat  applied  from  below. 

— -W.  L.  Shaw,  Sec. 

Forty  physicians  and  their  ladies  attended  the 
monthly  meeting  of  the.  Dodge,  Burt  and  Washington 
County  Medical  Society  at  the  Pathfinder  hotel,  Fre- 
mont, March  29.  The  program  was  put  on  by  Dr. 
J.  H.  Judd,  Omaha,  Dr.  Harry  Benson,  Oakland,  and 
Dr.  E.  G.  Zimmerer,  Lincoln. 

Di-.  Judd  talked  on  “Recent  Advances  in  Ophthal- 
mology;” Dr.  Benson’s  subject  was  “Certain  Blndo- 
crine  Disturbances,”  and  Dr.  Zimmerer,  who  is  con- 
nected with  the  state  board  of  health,  discussed  ‘'The 
Control  of  Syphilis.” 

The  Platte-Loup  Medical  Society  joined  with  a 
refresher  course  progi’am  at  Columbus,  April  19,  about 
forty  physicians  being  present. 

Dr.  L.  O.  Hoffman  of  Omaha  gave  a talk  upon 
“Syphilis  in  Pregnancy”  and  with  remarks  concern- 
ing the  maternal  mortality  in  our  district.  Dr.  C.  A. 
Owen  of  Omaha  gave  a talk  upon  the  “Practical 
Treatment  of  Gonorrhea.”  Dr.  L.  E.  Hanisch  gave  a 
talk  and  later  showed  a film  upon  the  subject  of 
“The  Injection  Treatment  of  Hernia.” 

The  April  meeting  of  the  Sixth  Councilor  District 
Medical  Society  occurred  at  Wahoo,  April  28,  fol- 
lowing a dinner  at  6:30  p.  m.: 

“The  Recognition,  Management  and  Treatment  of 
Common  Neuroses,”  A.  E.  Bennett,  M.  D.,  Omaha; 
“Recognition,  Management  and  Treatment  of  the 
Psychoses,”  Richard  Young,  M.  D.,  Omaha. 

The  Phelps  County  Medical  Society  held  a dinner 
at  the  Hotel  Dale,  Holdrege,  on  April  12.  Following 
the  dinner  papers  were  read  by  Dr.  F.  A.  Brewster 
and  Dr.  P.  A.  Sundbury. 


HUMAN  INTEREST  TALES 

Dr.  A.  J.  O’Toole  has  moved  from  Greely  to  David 
City. 

Dr.  R.  H.  Burrell,  Creighton,  was  reported  ill,  re- 
cently. 

Dr.  W.  H.  Stokes,  Omaha,  spent  a short  time  in 
California  recently. 

Dr.  R.  P.  Carroll  heads  the  Laurel  Community  club 
for  the  current  year. 

Dr.  M.  F.  Arnholt,  Lincoln,  was  recently  elected  head 
of  the  Optomist  club. 

Dr.  J.  P.  Lord,  Omaha  orthopedist,  submitted  to  a 
cataract  operation  recently. 

Dr.  R.  H.  Lodor,  for  several  years  in  practice  at 
Wayne,  has  moved  to  Magnet. 

Dr.  C.  D.  Langrall,  practitioner  at  Arcadia  for  many 
years  has  located  at  Dunning. 

Dr.  Charles  L.  Evans  has  been  assigned  to  the 
David  City  CCC  camp  as  surgeon. 


Lieut.  J.  L.  Anderson  has  become  camp  surgeon  at 
the  Veterans  Camp  near  Columbus. 

Dr.  F.  J.  Clark,  who  purchased  the  Dr.  Wilson  hos- 
pital at  Stuart,  has  assumed  charge. 

Dr.  Frank  T.  Hamilton,  Friend,  has  returned  to  his 
home  after  a period  of  hospitalization. 

Dr.  George  Moranville,  Hemingford,  accidentally 
cut  his  fingers  badly  while  manipulating  an  electric 
saw. 

Dr.  W.  C.  Graham,  a Dakota  City  product,  has  be- 
come assistant  surgeon  at  the  Seward  (Alaska)  Gen- 
eral Hospital. 

Dr.  J.  I.  Limberg,  formerly  of  Cedar  Bluffs,  has 
been  appointed  to  the  medical  care  of  the  CCC  camp 
at  Huron,  S.  D. 

Dr.  V.  M.  Winkle,  Norfolk,  has  temporarily  closed 
his  office  to  do  postgraduate  work  at  the  Mayo  clinic 
and  other  points. 

Dr.  Joseph  F.  Van  Ackeren,  a Lindsay  product, 
graduate  of  Creighton  Medical  School,  1926,  is  terri- 
torial health  officer  of  Alaska. 

Dr.  H.  F.  Gerald  of  Creighton  University  faculty 
was  honored  recently  on  completion  of  twenty- five 
years  of  service  to  the  institution. 

Dr.  .1.  L.  Anderson,  who  has  had  medical  charge  of 
the  Veterans  camp  near  Columbus,  has  moved  to 
Osceola,  Iowa,  where  he  has  a hospital  connection. 

The  Grand  Island  Airport  was  named  "Arrasmith 
Field”  in  honor  of  Dr.  W.  W.  Arrasmith,  Grand  Island 
physician  and  head  of  the  Nebraska  Aviation  Com- 
mission. 

Dr.  Charles  S.  Davis,  for  some  time  in  charge  of  the 
Winnebago  Indian  Hospital,  has  relinquished  the  posi- 
tion and  has  gone  to  Philadelphia  for  special  work  in 
Indian  medical  service. 

Joe  E.  Holoubek  of  Clarkson,  medical  student,  re- 
ceived a student  fellowship  at  the  Mayo  clinic  for  the 
summer.  Only  fifteen  student  fellowships  are  avail- 
able for  the  United  States. 


BOOKS  RECEIVED 

SENILE  CATARACT,  Methods  of  Operating,  Third 
Revised  Edition,  by  W.  A.  Fisher,  M.  D.,  F.  A.  C.  S., 
Chicago.  One  hundred  fifty  pages,  181  illustrations. 
H.  G.  Adair  Printing  Co.,  Chicago. 

OPHTHALMOSCOPY,  RETINOSCOPY  AND  RE- 
FRACTION, with  New  Chapter  on  Orthoptics,  by 
W.  A.  Fisher,  M.  D.,  F.  A.  C.  S.,  Chicago.  Fourth 
Revised  Edition  with  240  illustrations,  24  colored 
plates.  $2.00.  H.  G.  Adair  Printing  Co.,  Chicago. 

ANNUAL  REPORT  OF  THE  SURGEON  GENER- 
AL OF  THE  PUBLIC  HEALTH  SERVICE  OF  THE 
UNITED  STATES  for  the  Fiscal  Year  1936.  Gov- 
ernment Printing  Office,  Washington,  D.  C. 

AMERICAN  MEDICINE:  EXPERT  TESTIMONY 
OUT  OF  COURT.  In  two  volumes  comprising  about 
1500  pages,  octavo,  cloth  bound.  The  American  Foun- 
dation, 565  Fifth  Ave.,  New  York.  (See  Editorial 
page  194). 


TESTER  TESTED 

The  boy  was  probably  mentally  deficient,  and 
an  examination  was  indicated. 

“How  many  ears  has  a cat?”  queried  the  psy- 
chologist. 

“Two,”  replied  the  lad  instantly. 

“And  how  many  eyes  has  a cat?” 

“Two.” 

“.And  how  many  legs  has  a cat?” 

“Say,  Doc,”  asked  the  boy.  “didn't  you  ever 
.see  a cat?” — Mental  Health. 
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HYSTEROGRAPHY  AS  AN  AID  IN 
DIAGNOSIS  OF  ABDOMINAL 
PREGNANCY 

J.  P.  Greenhill,  Chicago  {Journal  A.  M.  A., 
Feb.  22,  1930)  believes  that  when  a diagnosis  of 
abdominal  pregnancy  seems  to  be  the  correct  one, 
injection  of  iodized  oil  into  the  uterus  is  not  only 
a simple  and  relatively  harmless  procedure  but 
presents  absolute  evidence  of  the  presence  of  a 
pregnancy  outside  the  uterine  cavity.  A roent- 
genogram taken  of  an  abdodminal  pregnancy 
without  previous  injection  of  an  opaque  sub- 
stance into  the  uterus  frequently  shows  a dead  or 
a live  fetus  in  an  abnormal  location  but  it  does 
not  prove  that  the  fetus  is  outside  the  uterus. 
When  a roentgenogram  shows  a fetus  that  has 
collapsed  skull  and/or  other  evidences  of  fetal 
death  and  extra-uterine  pregnancy  is  suspected, 
there  is  surely  no  harm  in  injecting  iodized  oil 
into  the  uterine  cavity  to  decide  whether  or  not 
the  fetus  is  inside  or  outside  the  uterus.  Like- 
wise in  cases  in  which  a fetus  is  dead  and  repeat- 
ed attempts  to  induce  labor  by  medicinal  and  me- 
chanical means,  such  as  the  introduction  of 
gauze,  and  bougies,  fail  to  bring  about  expulsion 
of  the  child,  it  is  advisable  to  per  from  hystero- 
graphy.  Occasionally  one  may  be  surprised  to 
find  an  abdominal  gestation.  However,  if  the 
child  is  alive,  together  with  doubt  in  the  diagno- 
sis, it  might  be  dangerous  to  inject  solutions  into 
the  uterus.  A case  of  .abdominal  pregnancy, 
probably  ovarian  in  origin,  is  reported  in  order 
to  emphasize  that  a diagnosis  of  abdominal  preg^ 
nancy  can  be  made  with  certainty  by  injecting 
iodized  oil  into  the  uterine  cavity. 


GASTRO-INTESTINAL  PRINCIPLES  EX- 
CEPTING THOSE  HAVING  ANTI- 
ANEMIC  AND  CIRCULATORY 
EFFECTS 

A.  C.  Ivy,  Chicago  {Journal  A.  M.  A.,  Aug. 
17,  1935),  points  out  that  the  administration  of 
adequate  amounts  of  raw  pancreas  or  active  pan- 
creatic extracts  orally  in  the  presence  of  a defi- 
ciency of  the  external  pancreatic  secretion  has  a 
firm  theoretical  basis.  The  value  of  raw  pancreas 
given  orally  to  depancreatized  dogs  is  established, 
the  chief  value  of  the  therapy  apparently  being 
to  prevent  fatty  degeneration  of  the  liver.  There 
is  some  evidence  indicating  that  administration 
of  raw  pancreas  and  pancreatin  to  animals  and 
patients  having  a definite  deficiency  of  pancre- 
atic secretion  decreases  the  loss  of  fat  and  nitro- 
gen in  the  feces.  Such  therapy  has  been  used 
in  sprue  and  other  conditions,  but  its  value  in 
these  has  not  been  definitely  established. 
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PRESIDENT'S  ADDRESS— NEBRASKA  STATE  MEDICAL 
ASSOCIATION  ANNUAL  MEETING, 

OMAHA,  MAY  11,  1937 

ROY  AV.  FOUTS,  M.  D.,  President, 

Omaha. 


During  the  Annual  Meeting  of  the  Nebraska 
State  Medical  Association  in  1922,  the  Chairman 
of  the  Medical  Section,  in  accordance  with  the 
custom  of  those  days,  delivered  the  customary 
chairman’s  address.  The  title  of  the  address  Avas 
“The  Field  of  Operation.”  Apology  was  made 
for  choosing  a seemingly  surgical  topic  for  dis- 
cussion before  the  Medical  Section  and  it  was 
e.xplained  that  “The  Field  of  Operation”  alluded 
to  that  particular  community  in  which  the  indi- 
vidual physician  practiced. 

.Attention  Avas  called  to  the  fact  that  this  “Field 
of  Operation”  was  fast  becoming  infested  Avith 


parasites  of  steadily  increasing  variety  and  num- 
bers. It  was  pointed  out  that  our  State  Legis- 
lature, a few  years  before,  had  given  official  rec- 
ognition to  a cult  that  required  eighteen  months 
or  less  for  the  professional  training  of  an  indi- 
vidual Avhose  preliminary  education  was  not  the 
equivalent  of  that  required  for  graduation  from 
the  grades  of  our  F’ublic  Schools;  that  the  Osteo- 
pathic Practice  Act  had  been  amended,  permitting 
the  osteopaths  to  extend  their  operations  from 
“massage  and  manipulation,”  to  the  giving  of 
anesthetics,  medicinal  stimulants,  sedatives  and 
hypnotics.  In  other  words,  tlie  osteopaths  Avere 
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granted  privileges  permitting  them  licensure  to 
practice  medicine,  not  osteopathy  as  defined  in 
their  own  definition  of  the  act. 

The  charge  was  made  that  we  as  a profession, 
had  been  derelict  and  negligent  in  not  presenting 
a more  unified  and  concerted  effort  in  opposition 
to  this  increasing  encroachment  and  that  we  were 
“leaving  the  education  of  the  public  along  medi- 
cal lines  to  the  advertising  charlatan  and  patent 
medicine  interests — a ver\"  unwise  and  dangerous 
thing  to  do.” 

To  quote  the  last  two  paragraphs  of  that  ad- 
dress : "And  now  that  a condition  of  this  sort 
exists,  created,  I believe,  because  of  the  fact  that 
we  have  not  been  on  the  job,  are  we  to  stand 
idly  by,  gracefully  folding  our  hands  and  accept 
the  inevitable,  which  in  time  will  mean  a public 
health  policy,  dictated  in  a great  measure  by  the 
same  class  of  collusionists  that  have  secured  the 
passage  of  some  of  the  legislation  referred  to,  or 
shall  we  fulfill  the  obligation  we  owe  to  human- 
ity, by  instituting  some  sort  of  a publicity  bureau 
and  educational  campaign,  and  secure  the  enact- 
ment of  laws  guaranteeing  the  protection  to  which 
it  is  entitled? 

“We  as  a profession  are  responsible  for  the 
asepsis  of  the  field  in  which  we  operate.  Through 
our  inactivity  and  seeming  indifference  this  field 
is  being  contaminated  more  and  more  from  year 
to  year,  until  now  it  is  fairly  teeming  with  non- 
descript parasites  of  steadily  increasing  variety. 
Is  it  not  time  for  the  advent  of  some  Modern 
Lister,  with  a parasiticide  sufficiently  potent  to 
prepare  ‘The  Field  of  Operation’  and  make  the 
world  a safer  place  in  which  to  live  ?” 

At  the  last  session  of  the  House  of  Delegates 
of  that  Annual  fleeting,  two  new  committees 
were  created,  the  Public  Activity  Committee  and 
the  Campaign  Committee.  These  new  commit- 
tees, augmenting  the  work  of  an  active  Public 
Policy  and  Legislative  Committee,  together  with 
the  whole  hearted  cooperation  of  the  council,  of- 
ficers, and  membership  at  large,  wrote  a new 
“theme  song”  for  the  Nebraska  State  IMedical 
-\ssociation.  Attest,  that  since  then  not  a single 
law  has  been  written  into  our  statutes  inimical 
to  the  best  interest  of  the  public  and  the  practice 
of  scientific  medicine.  During  this  time  we  have 
successfully  repulsed  repeated  attempts  to  lower 
existing  standards.  Our  state  compensation  law, 
as  it  relates  to  the  medical  profession,  ranks  with 
the  best  of  those  of  other  states  even  though  re- 
peated attempts  have  been  made  to  limit  its  broad 
interpretation.  In  addition  to  this,  due  to  the 
concerted  effort  of  a unified  profession,  some 


very  important  constructive  medical  legislation 
has  been  enacted,  to-wit : the  vivisection  law ; the 
change  in  the  statutes  of  limitation  for  bringing 
malpractice  suits,  from  four  to  two  years ; and 
the  Basic  Science  Law,  of  which  it  may  be  said 
of  the  states  that  have  passed  such  a law,  none 
have  better  and  few  as  good  as  that  of  Nebraska. 
These  facts  have  been  recounted  so  that  we  may 
again  be  reminded  of  that  which  was  accom- 
plished through  the  concerted  action  of  a unified 
profession. 

You  have  noted  by  now  that  I am  departing 
from  the  usual  type  of  Presidential  Address,  for 
the  purpose  of  “talking  shop.”  I would  feel  dere- 
lict in  my  duty  as  your  incoming  president  if  I did 
not  discuss  with  you  some  of  the  problems  con- 
fronting the  officers  and  committees  of  our  State 
Aledical  .Association. 

You  must  recognize  that  your  officers  and  com- 
mitteemen, working  for  the  best  interest  of  medi- 
cine, must  have  not  only  your  commendation,  but 
your  active  and,  if  necessary,  militant  support. 
If,  from  this  message  you  acquire  but  one  idea 
I trust  that  it  will  be,  “my  state  and  county  medi- 
cal organizations  need  my  active  support  and  they 
shall  have  it.” 

I would  like  to  review  briefly  some  of  the  more 
recent  activities  of  our  officers  and  committees 
for  your  consideration. 

THE  PRESIDENT 

Each  year  the  activities  of  The  State  Aledical 
xAssociation  and  the  duties  of  the  president  in- 
crease. It  has  been  my  privilege  as  president- 
elect to  observe  the  manifold  tasks  falling  to  the 
lot  of  President  George  W.  Covey  during  the  past 
year.  Alany  meetings  and  conferences  have 
drawn  heavily  on  his  time  and  talent.  Much  has 
been  accomplished  through  his  efforts  about 
which  the  membership  should  be  informed. 

I believe  provision  should  be  made  in  the  by- 
laws whereby  the  outgoing  president  should  be 
given  the  opportunity  to  give  an  account  of  his 
stewardship  together  with  recommendations  for 
carrying  on.  This  might  more  properly  be  given 
as  an  address  to  the  membership  at  large  at  the 
close  of  his  presidential  term  rather  than  at  the 
beginning.  Experience  is  a great  teacher  and  in 
my  opinion  the  experiences  gained  by  one,  fol- 
lowing a year’s  occupancy  of  the  presidential 
chair,  should  be  passed  on  to  the  membership  as 
a whole  for  guidance  during  the  succeeding 
years. 

THE  EXECUTIVE  SECRETARY 

The  office  of  the  executive  secretary  has  been 
in  operation  for  about  eighteen  months.  Much 
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has  been  accomplished.  His  executive  office  has 
been  located  in  Curtis,  Nebraska,  in  which  all 
bulletins  and  circulars  are  prepared  and  mailed  to 
the  membership.  The  major  part  of  the  tuber- 
culosis survey  was  handled  through  this  office. 

An  inovation,  established  by  the  secretary  and 
worthy  of  commendation,  is  the  newspaper  col- 
umn of  ‘“Medical  Facts”  now  appearing  in  more 
than  thirty  weekly  newspapers  over  the  state. 
Radio  talks  over  the  various  stations  by  members 
of  the  profession  on  health  matters  have  been 
inaugurated,  resulting  in  much  lay  interest. 

The  membership  contest  that  was  inaugurated 
produced  worth-while  results.  However,  there 
are  still  many  eligible  physicians  who  should  be- 
come affiliated  with  organized  medicine  and  fur- 
ther effort  should  be  made  to  see  that  they  are 
enrolled. 

In  his  annual  report  the  secretary  makes  three 
recommendations  in  which  I heartily  concur, 
namely:  (1)  The  supplying  of  duplicate  charters 
to  county  societies  not  in  active  possession  of 
same;  (2)  a gradation  of  membership  dues,  and 
(3)  closer  cooperation  between  the  State  Medical 
Association  and  other  organizations,  particularly, 
the  Dental  Association. 

I commend  these  suggestions  to  the  House  of 
Delegates  for  their  consideration. 

PROGRAM  COMMITTEE 

The  scientific  program  is  the  most  important 
feature  of  our  annual  meeting.  I feel  that  few  of 
our  membership  are  aware  of  the  immense  amount 
of  work  entailed  in  getting  together  a program 
such  as  presented  for  this  session.  It  was  my 
privilege  to  spend  three  Sunday  afternoons  and 
evenings  with  them,  while  they  worked  diligentlv 
discussing,  planning,  and  arranging  this  program. 
In  addition  to  this,  we  must  remember  that  the 
usual  large  amount  of  correspondence  done  by 
the  individual  members  of  the  committee  in  ar- 
ranging for  guest  speakers  and  other  ]->apers  is 
no  small  job. 

The  program  committee  is  an  important  one 
and  I would  suggest  these  recommendations  with 
reference  to  it  and  its  work. 

1.  That  the  personnel  of  the  committee  be  not 
changed  too  frequently. 

2.  That  election  of  members  to  the  committee  be 
made  by  the  House  of  Delegates  upon  nomination  b.v 
the  Program  Committee. 

3.  The  President-elect  should  be  made  an  e.x- 
officio  member  of  this  committee. 

4.  That  the  committee  hold  its  first  meeting  not 
later  than  September  following  the  annual  meeting. 

I appreciate  the  fact  that  my  second  recom- 


mendation will  require  a change  in  the  by-laws 
and  that  it  would  appear  to  provide  a means  for 
the  perpetuation  of  the  same  personnel  for  this 
committee.  Such  is  not  the  case.  The  House  of 
Delegates  may  refuse  to  accept  the  recommenda- 
tion of  the  committee,  in  which  case  a second 
nomination  would  be  required.  I would  remind 
the  House  of  Delegates  that  none  will  be  more 
zealous  in  their  endeavors  to  make  this  commit- 
tee outstanding,  than  the  members  of  that  com- 
mittee. 

PLANNING  COMMITTEE 

During  the  past  year,  representatives  of  the 
State  Planning  Committee,  a part  of  the  federal 
set-up  in  connection  with  Social  Security  Ad- 
ministration, approached  the  officers  of  the  Medi- 
cal Association  with  the  request  for  counsel  and 
guidance  when  dealing  with  medical  affairs.  The 
President,  Dr.  Covey,  occordingly,  appointed  a 
committee,  as  requested,  of  which  Dr.  E.  \V. 
Rowe  is  chairman. 

The  work  of  this  committee  has  been  definitely 
laid  out  and  is  well  under  way.  I believe  it  to  be 
a very  commendable  move  as  it  keeps  the  State 
Medical  Association  in  constant  contact  with 
State  and  National  Social  Service  activities  rather 
than  permitting  these  functions  to  be  taken  over 
by  the  Social  Workers,  who  of  late  are  unusually 
active  in  dictating  policies  not  altogether  in  har- 
mony with  the  physicians’  ideas  and  ideals. 

PUBLIC  ACTIVITY  COMMITTEE  AND  NEBRASKA 
COUNCIL  ON  MEDICAL  EDUCATION 

As  mentioned  in  the  beginning  of  this  address, 
the  Public  Activities  Committee  was  created  in 
1922.  For  the  first  few  years  little  was  accom- 
plished until  1925  when  the  committee  was  re- 
organized, functioning  very  successfully  until 
1930  when  its  budget  was  discontinued.  The 
cessation  of  this  committee’s  activities  was  directly 
due  to  the  lowering  of  dues  incident  to  the  econ- 
omic situation  existing  at  that  time.  Since  then 
nothing  has  been  done  to  revive  the  activity  of 
that  committee.  However,  during  the  past  year 
there  has  been  created,  by  presidential  decree,  a 
council  on  ATedical  Education. 

Its  chairman,  Dr.  W.  P.  Wherry  and  members 
have  given  a great  deal  of  time  and  thought  in 
the  planning  of  its  proposed  activities.  Its  scope 
of  activity  would  appear  to  embrace  some  of  the 
functions  formerly  carried  out  by  the  Public  Ac- 
tivity Committee  and  T would  therefore  suggest 
abolition  of  this  Public  .Activity  Committee  con- 
tingent u])on  legislation  authorizing  the  creation 
of  the  Council  on  Medical  Education.  A careful 
search  of  the  Constitution  and  I’y-I-aws  reveals 
nothing  for  guidance  along  this  line. 
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Attention  is  also  called  to  the  fact  that  for 
a nnmber  of  years  we  have  elected  a delegate  to 
the  Council  on  Hospitals  and  Medical  Education 
of  the  American  Medical  Association,  but  no  pro- 
vision is  to  he  found  in  the  Constitution  and  By- 
Laws  for  so  doing.  It  may  be  that  the  minutes 
of  the  annual  meetings  of  the  House  of  Delegates 
records  the  authority  for  such  action.  How- 
ever. if  so,  it  has  not  as  yet  been  transferred 
to  the  printed  Constitution  and  By-Laws.  These 
facts  are  mentioned  for  the  purj)ose  of  emphasiz- 
ing the  necessity  of  bringing  the  Constitution  and 
By-Laws  up  to  date. 

OTHER  COMMITTEES 

The  various  other  committees,  some  of  them 
more  recently  created,  such  as  the  Maternal 
Health  Committee,  Tuberculosis  Committee,  the 
l-'racture  Committee,  and  the  committee  for  the 
Prevention  and  Amelioration  of  Deafness  have 
functioned  successfully  and  have  definite  pro- 
grams under  way.  The  Cancer  Committee  is  now 
cooperating  in  a state  wide  educational  campaign. 
The  work  of  these  committees  is  to  be  most  high- 
ly commended,  and  the  provision  should  be  made 
for  the  continuance  of  their  splendid  work. 

MALPRACTICE  AND  PHYSICIANS  LIABILITY 
INSUR.\NCE 

Prior  to  192G  about  ten  different  insurance 
companies  were  writing  physicians  liability  insur- 
ance in  Nebraska.  The  prevailing  rate  charged 
was  twenty  or  twenty-one  dollars  for  a ten  and 
thirty-thousand  dollar  jiolicy.  In  that  year  a 
group  iiolicy  was  secured  with  one  of  these  com- 
panies which  was  in  force  until  October  1st,  1932. 
On  account  of  an  unsatisfactory  financial  ex- 
perience this  blanket  policy  was  cancelled  on  the 
aforementioned  date,  .\bout  this  time  other  com- 
panies markedly  modified  their  policies  or  ad- 
vanced their  rates  approximately  30%.  Some 
companies  withdrew  completely,  while  those  re- 
maining demanded  additional  lines  of  insurance 
from  the  applicant  such  as  automobile  coverage, 
even  though  a higher  rate  was  charged.  Physi- 
cians specializing  in  .x-ray  at  the  present  time 
must  obtain  their  liability  insurance  from  a for- 
eign company. 

I have  no  doubt  that  practically  every  physi- 
cian jiresent  has  been  inconvenienced  and  some 
to  a considerable  degree  because  of  this  existing 
condition.  Too  few  of  us  appreciated  how  well 
off  we  were  ten  or  twelve  years  ago,  when  ade- 
quate insurance  could  be  purchased  for  twenty- 
dollars  per  year.  Likewise,  too  few  appreciated 
the  far  reaching  effect  of  some  derogatory  re- 
mark made  by  one  physician  about  another  rela- 


tive to  the  treatment  of  some  particular  patient. 
This  latter  fact  alone  was  responsible  for  bring- 
ing about  the  situation  we  found  ourselves  fac- 
ing in  1932,  and  persists  even  to  the  present  day. 
Be  that  as  it  may,  I believe  great  good  for  the 
profession  has  developed  out  of  the  whole  e.xperi- 
ence.  Physicians  fortunately  have  become  mal- 
practice conscious,  and  are  not  so  free  with  their 
fault  finding  and  criticism  when  consulted  by  a 
disgruntled  mal-content.  Experience  with  mal- 
practice cases  in  the  State  has  decidedly  improved 
during  the  past  three  years  and  is  now  at  least 
as  favorable  as  in  former  years.  There  is  no  rea- 
.son  why  we  should -now  be  paying  an  e.xcessive 
rate  for  jirotection.  When  physicians  recognize 
that  they,  as  well  as  the  insurance  company,  have 
certain  obligations  to  fulfill,  then  and  only  then, 
shall  we  be  able  to  obtain  protection  at  a reason- 
able cost. 

-\nother  group  policy  will  be  presented  to  the 
legislative  body  of  the  Association  during  this 
session.  In  my  opinion,  if  a satisfactory  arrange- 
ment can  be  made,  a group  policy  is  most  desir- 
able. 

ca:mpaign  committee 

This  committee  since  its  creation  in  1922  has 
rendered  a service,  the  value  of  which  is  not 
generally  apjireciated.  During  the  past  year,  in 
collaboration  with  the  Executive  Secretary,  it  has 
functioned  admirably. 

I would  suggest  that  in  the  future  definite  ef- 
fort be  made  to  have  a committee,  comprised  of 
one  member  from  each  legislative  district,  rather 
than  one  from  each  county  as  originally  planned. 
This  will  necessitate  a revision  of  the  By-Laws. 

COMMITTEE  ON  PUBLIC  POLICY  AND 
LEGISL.A.TION 

This  committee  has  been  unusually  active  the 
past  year.  Many  meetings  have  been  held  to 
discuss  proposed  legislation  jiending  before  our 
State  Senate,  and  a number  of  appearances  have 
been  made  before  Senate  Committees.  The  re- 
sults of  their  efforts  will,  no  doubt,  be  detailed 
by  the  committee  chairman. 

The  cooperation  of  physicians  generally  over 
the  state  was  most  gratifying.  However,  the  com- 
mittee had  its  first  introduction  to  direct  opposi- 
tion coming  from  members  of  the  Association. 
This  was  in  connection  with  the  proposed  Health 
District  Bill. 

It  is  difficult  to  conceive  that  so  much  mis- 
understanding could  arise  in  connection  with  any 
measure,  after  having  been  carefully  studied  and 
approved  by  the  committee  and  officers  of  the 
.Association.  Consideration  should  be  given  to 


Volume  22 
Number  6 


PRESIDENTS  ADDRESS:  EOUTS 


209 


the  fact  that  a profession  presenting  a divided 
opinion  to  a Legislature  on  any  bill,  only  serves 
to  weaken  its  influence  on  all  bills.  This  has  been 
well  demonstrated  during  the  present  session. 

Several  well  meaning,  but  I believe,  uninformed 
or  misinformed  physicians  took  occasion  to  oppose 
the  activities  of  this  committee  in  matters  that  had 
been  given  hours  of  study  and  consideration  by 
the  committee  and  association  officers.  This,  1 
believe,  is  a very  unwise  and  dangerous  thing 
to  do.  This  action,  on  the  part  of  a few,  paved 
the  wa}'  for  the  reviving  of  a bill  that  had  been 
killed  in  the  reference  committee,  that  for  a time 
bid  fair  to  wreck  our  Basic  Science  Law.  In  the 
future  if  any  of  our  membership  entertain  adverse 
opinions  as  to  the  action  of  the  Legislative  Com- 
mittee, they  should  in  my  opinion  correspond  or 
meet  with  the  committee  so  that  they  may  thor- 
oughly inform  themselves  before  expressing  indi- 
vidual opinions,  especially  to  the  Legislators. 

THE  HOUSE  OP  DELEGATES 

For  more  than  twenty  years  to  my  knowledge, 
and  perhaps  longer,  the  House  of  Delegates  has 
presented  a problem  to  the  Council,  the  Scientific 
Sessions,  and  itself  as  to  their  time  of  meeting. 
In  former  years  they  convened  the  evening  before 
the  first  day  of  the  meeting.  Following  this  for 
a time  they  met  at  8:00  a.  m.  of  the  first  day. 
Poor  attendance  of  delegates  resulted  in  both  in- 
stances. At  present,  the  House  convenes  at  the 
noon  hour  of  the  first  day.  Regardless  of  what 
hour  they  have  convened  important  matters  have 
nunv  times  been  rushed  through  without  due  con- 
sideration. to  avoid  conflict  with  the  Scientific 
Program. 

I am  not  sure  that  any  change  from  the  pres- 
ent time  of  meeting  would  be  advantageous,  but 
the  following  suggestions  are  presented  for  your 
consideration : 

1.  The  appointment,  by  the  Pre.sident,  of  a creden- 
tials committee  for  each  annual  meeting:.  This  com- 
mittee would  vise  the  credentials  of  the  individual 
deleg-ates  and  report  to  the  House.  This  to  be  the 
first  order  of  business  of  each  session.  Any  irreg- 
ularities in  the  credentials  of  a delegate  would  be 
submitted  to  the  House  for  final  disposition. 

2.  Attendance  slips  when  signed  and  checked  by 
the  Secretary  would  constitute  the  roll  call. 

3.  The  most  important  factor  in  expediting  the 
business  of  the  House  of  Delegates  is  the  presiding 
officer.  If  he  be  familiar  with  State  Medical  Asso- 
ciation affairs  and  the  (|uestions  coming  before  the 
House,  along  with  a fair  knowledge  of  parliamentary 
practices,  business  may  be  transacted  with  thorough- 
ness and  dispatch.  The  President  now  presides  at 
all  sessions  of  the  House.  However,  each  year  sees  a 
change  in  this  office.  I would  suggest,  therefore,  that 
we  make  provision  for  electing  a speaker  of  the  House, 
who  would  carry  over  from  year  to  year  and  thus 
provide  an  officer  who  would  be  thoroughly  familiar 


with  organization  affairs  transpiring  over  a period  of 
years. 

I have  never  understood  just  why  the  Coun- 
cilors were  members  of  the  House  of  Delegates. 
I have  always  believed  that  the  House  of  Dele- 
gates and  the  Council  should  be  independent  com- 
ponents of  a two  house  legislature  and  am  unable 
to  justify  a councilor  having  a seat  in  both 
Houses.  Might  it  not  create  a more  universal 
interest  if  these  two  bodies  considered  their  re- 
spective problems  independent  of  each  other?  Ac- 
cording to  the  Constitution  of  The  Nebraska 
State  Medical  Association,  the  councilors  are  ex 
officio  members  of  the  House  of  Delegates.  If 
councilors  are  to  be  given  a seat  and  a vote  in 
this  body  the  Constitution  should  make  provision 
therefor.  I would  call  your  attention  to  the  re- 
port of  the  Judicial  Committee  appearing  in  the 
May  1st  issue  Journal  of  the  American  Medical 
Association,  page  1589 : “The  Judicial  Council 
desires  to  bring  to  the  attention  of  the  House  of 
Delegates  the  practice  of  constituent  associations 
whereby  officers  and  council  members  become  ex 
officio  or  active  members  of  the  House  of  Dele- 
gates with  the  right  to  vote.  The  House  of  Dele- 
gates is  the  legislative  body  of  each  association 
and  in  many  the  council  is  the  executive  body  act- 
ing for  the  House  of  Delegates  between  annual 
sessions.  The  state  society  council  reports  its 
interim  activities  to  the  state  society  hou.se  of  dele- 
gates for  approval  at  the  annual  session.  It  seems 
incongruous  for  members  of  the  council  to  act 
during  the  year,  report  their  activities  to  the 
house,  and  then  seated  as  delegates  vote  in  judg- 
ment on  their  own  previous  actions.  State  society 
officers  and  council  members  should  sit  with  the 
house  of  delegates,  but  the  Judicial  Council  ques- 
tions the  propriety  of  their  recognition  as  voting 
members.  Perhaps  no  great  harm  ordinarily  is 
done,  but  if  the  council  is  numerically  large  in 
proportion  to  the  numbers  of  elected  delegates 
its  members  might  dominate  the  house  and  inter- 
fere with  action  desired  by  the  membership  at 
large.  The  Judicial  Council  has  reason  to  believe 
that  such  misrepresentation  has  occurred.  In 
bringing  such  situations  to  the  attention  of  the 
House  of  Delegates  it  is  the  hope  of  the  Judi- 
cial Council  that  corrective  action  may  be  taken 
by  constituent  associations." 

TIME  op  MEETING 

I believe  that  the  Nebraska  State  Medical  Asso- 
ciation should  have  specified  dates  for  the  annual 
meeting  and  that  these  dates  be  given  wide  pub- 
licity. If  this  be  done  it  should  do  away  with 
unfortunate  conflicts,  especially  our  annual  meet- 
ings and  those  of  neighboring  states.  It  is  true 
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that  should  our  date  conflict  with  some  of  the 
national  meetings,  notably  that  of  the  American 
Medical  Association  a change  of  date  for  that 
year  would  have  to  be  made.  This  year  the  Ne- 
braska and  Iowa  State  Medical  Associations  are 
holding  their  meetings  on  the  same  date — the 
latter  in  Sioux  City.  This  is  serious,  especially 
to  our  exchequer,  as  it  is  impossible  for  many  who 
would  exhibit  at  both  meetings  if  held  on  differ- 
ent dates,  to  exhibit  when  the  meetings  fall  on 
the  same  date. 

I would  suggest  that  a definite  meeting  time 
be  declared  by  the  House  of  Delegates  to  be 
changed  only  upon  recommendation  of  the  Pro- 
gram Committee. 

CON.STITUTION  AND  BY-LAWS 

It  will  readily  be  seen  that  if  any  of  the  fore- 
going recommendations  are  adopted,  a revision 
of  some  parts  of  our  Constitution  and  By-Laws 
will  be  necessary.  Whether  or  not  the  House  of 
Delegates  sees  fit  to  make  any  of  these  proposed 
changes,  I would  urgently  recommend  that  ac- 
tion be  taken  providing  for  the  re-writing  and 
printing  of  new  copies  of  the  Constitution  and 
By-Laws.  The  last  edition  was  printed  in  1929 
and  since  that  time  there  have  been  many  amend- 
ments. I doubt  that  there  is  an  up-to-date  copy 
at  the  present  time  except  that  to  be  found  in  the 
.Secretary’s  office. 

If  any  Constitutional  changes  are  to  be  made 
they  should  be  proposed  at  this  time,  and  if  adopt- 
ed, it  would  be  possible  to  have  an  up-to-date 
1938  model  Constitution  and  By-Laws  printed 
following  our  next  annual  meeting. 

SUMMARY 

1.  The  President's  Annual  Address  should  be 
delivered  at  the  close  of  his  term  of  office. 

2.  The  recommendations  of  the  executive  sec- 
retary should  be  adopted. 

( a ) The  supplying  of  duplicate  charters 
to  county  medical  societies  not  in  pos- 
session of  same. 

(b)  A gradation  of  membership  dues. 

(c)  Closer  cooperation  between  our  asso- 
ciation and  other  similar  organiza- 
tions. 

3.  The  recommendations  with  reference  to 
the  program  committee  are  quite  important  and 
should  be  acted  upon  by  the  House  of  Delegates 
at  this  meeting. 

4.  The  planning  committee  should  ]day  an  im- 
portant role  in  the  social  and  economic  set-up  of 
medical  affairs.  Its  importance  will  no  doubt  in- 
crease as  time  goes  on.  I would  urge  its  contin- 


ued activity,  and  a redoubling  of  its  efforts  if 
possible. 

5.  A definite  ]x>licy  should  be  formulated  by 
the  House  of  Delegates  regarding  the  status  of 
the  Public  Activities  Committee  and  the  Council 
on  Medical  Education.  While  this  phase  of  ac- 
tivity should  in  no  way  be  curtailed,  there  should 
be  no  duplication  of  effort  or  overlapping  of  re- 
sponsibility. Much  work  will  be  required  of  this 
committee  to  carry  out  the  program  recently 
formulated.  Serious  consideration  should  be  giv- 
en to  the  selection  of  the  personnel  of  this  com- 
mittee. 

().  Malpractice  lawsuits  are  on  the  decrease. 
This  is  due  to  the  coojjeration  of  the  members  of 
the  profession  throughout  the  state.  If  this  group 
insurance  policy  to  be  presented  is  found  satis- 
factory, it  should  be  accepted. 

7.  The  campaign  committee  should  be  organ- 
ized along  lines  originally  planned.  This  will 
permit  each  legislative  district  representation  and 
insure  a more  universal  interest  and  knowledge  by 
the  entire  membership. 

8.  The  committee  on  public  policy  and  legis- 
lation has  the  right  to  expect  the  whole  hearted 
support  and  cooperation  of  every  member  of  this 
association.  All  members  should  inform  them- 
selves and  consult  this  committee  regarding  con- 
templated procedures  before  expressing  personal 
opinions. 

9.  Thoughtful  consideration  should  be  given 
the  recommendations  referring  to  the  proposed 
changes  in  ]rrocedure  governing  the  House  of 
Delegates.  I believe  this  particular  recommenda- 
tion worthy  of  mature  deliberation. 

10.  The  necessity  for  the  recommendation 
specifying  the  date  of  our  annual  meeting  is  ob- 
vious and  necessary  action  should  be  taken. 

11.  A committee  for  the  revision  of  Consti- 
tution and  By-Laws  should  be  appointed  during 
this  meeting  so  that  the  Constitution  and  By-Laws 
may  be  brought  up-to-date. 

CONCLUSION 

In  conclusion  jrermit  me  to  e.xjrress  my  sincere 
apjireciation  for  the  many  kindnesses  extended  to 
me  by  members  of  the  Nebraska  State  Medical 
Association.  To  be  President  of  such  an  organ- 
ization is  an  honor  that  might  well  be  coveted  by 
an^'  one.  any  where,  any  time.  I am  truly  grate- 
ful. 

My  thanks  to  the  various  committees  that  have 
arranged  this  splendid  meeting. 

Mv  wish  for  the  coming  }-ear  and  each  succeed- 
ing year,  is  that  we  may  grow  bigger  and  better. 
I pledge  my  best  efforts  to  that  end.  M'ith  your 
counsel  and  support,  I cannot  fail. 


MAMMOGRAPHY:  THE  PREOPERATIVE  VISUALIZATION 
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Departments  of  Surgery  and  Anatomy, 
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Neoplasms  of  the  mammary  gland  can  now  be 
accurately  visualized  and  diagnosed  by  means  of 
mammograms,  in  which  the  offending  tumors  are 
rendered  visible  bv  outlining  them  with  contrast 
media.  This  can  be  accomplished  in  one  of  two 
ways.  First,  an  accurate  stereo-radiographic  pat- 
tern of  the  milk  ducts  can  be  obtained  by  inject- 
ing them  with  a radiopaque  substance  such  as 
stabilized  thorium  dioxide  sol  ( Thorotrast  ).* 
Any  pathological  condition  which  changes  the 
normal  outline  of  these  ducts  by  altering  their 
size,  shape  or  conformation  can  be  readily  de- 
tected. Second,  the  breast  may  be  inflated  with 
CO2  in  such  a manner  that  the  gas  forms  a con- 
trast capsule  around  the  breast  matrix,  thus  vis- 
ualizing any  neoplasms  contained  therein.  The 
technical  simplicity  and  diagnostic  value  of  such 
visualization  studies  are  clearly  demonstrated  in 
the  following  cases : 

PAPILUOMA  OF  THE  MILK  DUCTS 

Case  1.  JIrs.  T.  B.,  52  years  of  age,  observed  a drop 
of  dark  blood  escaping  from  the  left  nipple.  At  first 
the  dischai'ge  was  intermittent  but  later  it  became 
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Fig.  1.  (Case  1)  Bleeding  duct  was  injected  with  14  cc.  thoro- 
trast. Two  “filling  defects"  are  papillomatous  tumors  projecting 
into  the  milk  ducts. 

Fig.  2.  (Case  1)  Mammogram  of  her  normal  breast  showing 
a dense  network  of  smooth,  well-filled  milk  ducts. 

continuous.  .She  consulted  her  physician  who,  being 
unable  to  palpate  any  tumor,  advised  her  to  await 
fuither  developments. 

Roth  breasts  were  pendulous,  hut  no  tumors,  points 
of  localized  tenderness  or  axillary  adenopathy  could 
be  detected.  Gentle  stripping  massage  of  the  left 
nipple  expressed  a drop  of  dark  blood  from  one 

•Stabilized  thorium  dioxide  sol  (thorotrast)  made  by  Heyden 
Chemical  Corporation. 


estuary  and  a serous  fluid  from  several  others.  The 
right  breast  yielded  merely  serous  secretions.  Trans- 
illumination and  soft  tissue  roentgenograms  failed 
to  demonstrate  any  pathological  changes. 

Desiring  to  visualize  the  offending  tumor,  mammo- 
grams were  employed.  The  nipple  was  thoroughly 
cleansed  with  alcohol  and  a No.  27  gauge  blunt  can- 
nula* was  inserted  into  the  bleeding  estuary.  Strange- 
ly enough,  only  cc.  of  thorotrast  could  be  introduced 
for  when  additional  pressure  was  applied  the  contrast 
solution  escaped  around  the  cannula.  This  suggested 
that  the  ampulla  was  obstructed  for  most  lactiferous 
ducts  readily  accommodate  from  0.5  to  2 cc.  of  the 
visualizing  fluids.  A lateral  stereoscopic  mammogram 
produced  a beautiful  silhouette  of  the  diseased  duct. 
The  segment  which  traversed  the  nipple  was  dilated 
and  contained  two  “negative  filling  defects,”  which 
had  prevented  the  thorotrast  from  entering  the  com- 
municating lacteals  and  acini.  Dr.  T.  T.  Harris,  radi- 
ologist at  the  Clarkson  hospital,  made  the  diagnosis 
of  a papilloma,  stating  the  two  “filling  defects”  were 
produced  by  a proliferating  papilloma  which  pro- 
truded into  the  lumen  of  the  duct  and  displaced  the 
contrast  medium.  A comparative  mammogram  of 
the  opposite  breast  effectively  demonstrates  the  strik- 
ing difference  between  the  pattern  of  a normal  and 
that  of  the  papillomatous  duct. 

During  the  past  18  months,  six  such  papillomas 
Iiave  been  visualized  by  mammographic  studie.s 
and  in  only  one  instance  could  the  tumors  be 
detected  by  transillumination.  In  some  instances 
the  papillomas  were  found  to  be  multiple  and  in 
others  bilateral.  Mammograms  not  only  facilitate 
recognition  of  these  elusive  neoplasms  but  they 
furnish  information  which  aids  the  surgeon  in 
selecting  the  proper  therapeutic  procedure.  I'or 
example,  if  the  papilloma  is  solitary,  a simple  ex- 
cision of  the  offending  breast  is  curative:  if  mul- 
tiple, a mastectomy  is  indicated.  Careful  hi.sto- 
logical  studies  should  be  made  of  all  papillomas 
and  if  any  signs  of  malignant  transformation  are 
found,  radical  therapy  is  imperative. 

CANCER 

Malignant  diseases  of  the  breast  are  destruc- 
tive. They  invade,  obstruct,  displace  or  destroy 
the  regional  lactiferous  ducts,  producing  such 
characteristic  alterations  of  the  normal  pattern 
that  early  and  accurate  detection  is  possible. 
Papilloma,  Schimmelbusch's  disease,  and  certain 
other  forms  of  desquamative  epithelial  hyper- 
])lasia  which  tend  to  undergo  malignant  transfor- 
mation can  also  he  recognized  by  mammograms 
and  early  effective  treatment  can  he  given.  Like- 
wise the  ability  to  differentiate  the  benign  from 
the  malignant  lesion  will  certainly  decrease  the 

*Hicken  Breast  Cannula,  made  by  Becton.  Dickinson  & Co. 
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number  of  unnecessary  mastectomies  which  are 
now  done  for  innocent  neoplasms. 

Case  2.  Eighteen  months  ago,  Mrs.  K.  K.  discov- 
ered a firm  tumor  in  her  right  breast.  The  neoplasm 
grew  very  rapidly  and  when  examined  it  was  found 
to  be  firmly  attached  to  the  skin  and  pectoral  muscles. 
The  axillary  lymph-nodes  were  enlarged  and  conflu- 
ent, and  a bloody  discharge  seeped  from  the  nipple. 
Clinically,  this  was  an  advanced  case  of  breast  cancer. 

Two  milk  ducts,  which  presumably  led  to  the  tum- 
orous area,  were  injected  with  thorotrast  and  a mam- 
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Fig.  3.  (Case  2)  4 cc.  of  thorotrast  were  injected  into  2 ducts 
leading  to  the  tumorous  area.  The  ampullae  are  smooth,  dilated 
and  tortuous  but  the  deeper  ramifying  lacteals  are  compressed 
and  distorted  and  some  are  destroyed,  all  of  which  characterize 
carcinoma. 

Fig.  4.  (Case  2)  A comparative  mammogram  of  her  normal 
left  breast.  Note  the  dense  network  of  patent  branching  ducts 
as  compared  to  distorted  filamentous  ducts  of  its  malignant 
mate  (Fig.  3). 

mogram  typical  of  cancer  was  obtained.  The  ampul- 
lae of  the  injected  ducts  were  dilated  and  tortuous 
but  otherwise  normal.  Only  a few  of  the  deeper 
ramifying  tubules  were  seen  and  they  resembled  a 
filamentous  cobweb.  In  some  areas  the  ducts  were 
widely  separated  as  if  displaced  by  an  expanding 
tumor  and  in  others  the  smaller  lacteals  were  com- 
pletely destroyed  by  an  invasive  growth.  The  charac- 
teristic deformity  produced  by  a carcinomatous  lesion 
is  clearly  demonstrated  by  comparing  the  ductal  pat- 
tern of  the  malignant  mammary  gland  with  its  nor- 
mal mate. 

AEROMAMMOGRAPHY 

In  .spite  of  their  diagnostic  value,  mammograms 
unfortunately  possess  definite  limitations.  All 
too  frequently,  such  conditions  as  obesity,  juve- 
nility, inversion  of  the  nipple,  advanced  involu- 
tion and  subareolar  tumors  are  encountered, 
which  make  it  impossible  to  locate  the  orifices  of 
the  lactiferous  ducts  and  hence  the  thorotrast  can- 
not be  introduced.  In  order  to  overcome  this 
handicaj)  another  form  of  visualization  (termed 
aeromammograi)hy ) was  employed.  It  was  found 
that  if  the  mammary  tissues  were  inflated  with 
air,  an  excellent  silhouette  of  the  breast  matrix 
was  obtained  and  that  any  existing  neoplasms 
were  definitely  outlmed.  The  only  objection  to 
this  procedure  was  that  the  resulting  emphysema 
and  associated  mastalgia  persisted  for  a period  of 
seven  to  ten  days.  Continued  exjieriments  soon 


demonstrated  that  if  CO,  were  used  as  an  insuf- 
flation agent,  good  visualizations  were  obtained 
and  tbe  accompanying  emphysema  completely  dis- 
appeared within  ten  to  fifteen  minutes  following 
the  inflation.  This  was  indeed  a boon,  for  it 
eliminated  all  the  undesirable  sequalae  of  air, 
oxygen  or  nitrogen  insufflations. 

A simple  but  effective  device  for  inflating  the 
breast  is  represented  by  Fig.  o.  Pure  carbon 
dioxide  gas  is  used  as  an  insufflation  agent,  not 
a mixture  of  oxygen  and  CO^.  The  needle  is 
first  inserted  into  thd  retromammary  space  and  a 
sufficient  amount  of  CO^  is  introduced  to  elevate 
the  entire  mammary  gland  from  the  chest.  Us- 
ually 400  to  (iOO  cc.  are  required.  The  needle 
is  then  withdrawn  and  quickly  inserted  into  the 
premammary  tissues  which  are  inflated  until  the 
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Fig.  5.  Apparatus  devised  for  visualizing  the  breast  by  means 
of  COz  insufflations  (aeromammograms). 

Fig.  6.  (Case  3)  Mrs.  E.  C.  Aeromammogram  visualizes  a 
non  transluscent  encapsulated  tumor  arising  from  the  breast 
matrix  ; fibroadenoma.  650  cc.  of  COz  were  used. 

skin  is  separated  from  the  underlying  paren- 
chymal tissue.  The  insufflated  breast  is  bal- 
looned up  to  four  times  its  original  size  and  re- 
sembles an  air-filled  sponge.  The  stereoscopic 
radiogram  must  be  taken  immediately  for  the  COj 
is  absorbed  very  quickly  and  a partially  inflated 
breast  gives  an  unsatisfactory  and  confusing 
radiogram.  If  properly  executed,  these  ae 'o- 
mammograms  accurately  portray  the  identifying 
characteristics  of  the  offending  tumor  and  facil- 
itate correct  diagnosis. 

FIBFtOADENOMA 

Case  3.  Mrs.  E.  C.,  housewife,  aged  72,  ol)served  a 
walnut  sized  tumor  in  the  lower  portion  of  the  right 
breast  following-  the  birth  of  her  first  child,  now  51 
years  of  age.  The  asymptomatic  neoi)lasm  grew  very 
slowly.  It  was  soft,  compressible,  encapsulated  and 
translucent,  thus  exhibiting  all  the  characteristics  of 
a large  retention  cyst.  In  order  to  verify  this  im- 
pression the  breast  was  inflated  with  CO2  until  the 
gland  was  lifted  from  the  chest  wall.  According  to 
the  aeromammogram,  the  lower  segment  of  the  breast 


Volume  22 
Number  6 


MAMMOGRAPHY:  HICKEN 


213 


harbored  a definitely  delimited,  encapsulated  tumor 
with  a density  comparable  to  the  surrounding  matrix. 
Because  of  these  characteristics,  Dr.  II.  B.  Hunt, 
radiologist  at  the  Liniversity  of  Nebraska  hospital, 
made  the  diagnosis  of  a small  fibroadenoma  rather 
than  a cyst,  and  this  proved  to  be  correct. 

Case  4.  Mrs.  E.  T.,  housewife,  25  years  of  age,  acci- 
dentally discovered  a lump  in  her  breast  about  six 
months  ago.  It  progressively  increased  in  size  until 
it  was  as  large  as  a hen's  egg.  A firm,  encapsulated 
tumor  mass  could  be  palpated  in  the  lower  portion  of 
the  right  breast.  No  secretions  could  be  expressed 
from  the  nipple  and  the  mass  W'as  not  translucent  but 
cast  a definite  shadow.  A composite  mammogram  and 
acromammogram  was  made  by  injecting  the  regional 
ducts  with  thorotrast  and  then  inflating  the  breast 
with  COz.  The  gas  elevated  the  mammary  tissue  from 
the  chest  wall  and  the  overlying  skin,  thus  enhancing 


FIG.  7 FIG.  8 

Fi'?.  7.  (Case  4)  This  radiograph  clearly  outlines  a dense  ovoid 
turn  r of  the  breast  but  does  not  visualize  the  true  mammary 
tissues. 

Fig.  8.  (Case  4)  The  entire  breast  was  visualized  by  injecting 
the  Quets  with  thorotrast  and  inflating  the  matrix  with  750  cc. 
of  COz.  The  glandular  tissue  and  its  ducts  appear  normal  but 
a dense  encapsulated  tumor  is  seen  occupying  the  lower  segment 
of  the  breast  and  attached  to  the  chest  wall  by  a vascular 
pedicle:  fibroadenoma. 

its  visualization.  The  injected  milk  ducts  were  smooth, 
of  uniform  diameter  and  were  evenly  distributed 
throughout  the  breast  matrix.  It  was  interesting  to 
note  how  the  mammary  tissue  had  extended  up  into 
the  axilla.  The  encapsulated  neoplasm  occupied  the 
lower  segment  of  the  breast  and  did  not  communicate 
with  the  regional  ducts.  It  was  attached  to  the  chest 
wall  by  a small  band  of  tissue  which  was  interpreted 
by  Dr.  Hunt  as  being  the  vascular  pedicle.  Enuclea- 
tion of  a simple  fibroadenoma  confirmed  the  mammo- 
graphic  diagnosis. 

SUMMARY 

These  representative  cases  demonstrate  the  ef- 
fectiveness of  contrast  roentgenograms  in  diag- 
nosing mammary  neoplasms.  More  than  five 
hundred  similar  studies  have  been  made  and  such 
tumors  as  papilloma,  carcinoma,  galactocele,  re- 
tention cyst,  cystic  degeneration  of  the  breast,  fat 
necrosis,  and  multiple  abscesses  have  been  visual- 
ized and  diagnosed. 

Patience,  perserverance  and  experience  are  es- 
sential in  obtaining  satisfactory  mammograms, 
just  as  they  are  in  inter])reting  pyelograms,  en- 


cephalograms or  cholecystograms.  One  can,  how- 
ever, soon  perfect  his  technic  and  interp.etive 
ability  so  that  the  mammographic  studies  will  be 
definitely  informative. 

Complications  are  rare,  for  breast  abscesses 
have  resulted  from  these  studies  in  but  three  pa- 
tients, and  two  of  these  had  an  active  pre-injection 
mastitis  while  in  the  third  the  thorotrast  was  in- 
advertently injected  directly  into  the  breast  tissue. 
Refinements  in  technic,  however,  have  eliminated 
most  of  these  complications.  Acute  mastitis  is  a 
definite  contraindication  to  these  studies. 

Baraldi  and  his  pupil,  Benzadon,  have  done  con- 
siderable work  with  the  air  insufflations  and  they 
report  excellent  results.  They  have  used  oxygen, 
air  and  nitrogen  as  insufflation  agents  but  we 
have  found  COg  to  be  far  superior  in  that  it  is  so 
quickly  absorbed. 

Two  years  of  clinical  experience  with  mammo- 
grams and  aeromammograms  have  convinced  us 
that  they  are  invaluable  in  the  recognition  and 
diagnosis  of  mammary  neoplasms.  Complete 
data  on  these  studies  may  be  obtained  elsewhere. 
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ELMER  DID  IT 

Elmer’s  Mother — Doctor,  I suppose  you  will 
be  getting  a good  fee  for  attending  little  James 
Robey — the  family  are  so  rich  ? 

Doctor — Why  do  you  ask? 

Elmer's  Mother — Well,  I ho]ie  when  you  send 
us  your  next  bill  you’ll  bear  in  mind  that  it  was 
our  Elmer  that  throwed  the  brick  that  hit  James. 
— Pathfinder  Magazine. 
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Tbrombo-angiitis  obliterans  was  first  described 
by  Buerger  in  1908  and  is  often  known  as  Buer- 
ger’s disease.  Tbe  condition  is  due  to  an  inflam- 
matory reaction  in  tbe  arteries  and  veins  of  tbe 
e.xtremities  resulting  in  thrombus  formation  and 
occlusion  of  these  vessels. 

The  cause  of  tbe  disease  is  not  known  but  the 
inflammatory  picture  presented  in  the  acute  stages 
suggests  a bacterial  origin.  Rabinowitz^^^  has 
isolated  a gram  negative  organism  from  the  active 
lesions  and  from  the  blood  stream  which  injected 
into  rabbits  produced  gangrene  of  the  feet. 
Buerger (2)  has  reported  the  development  of  typ- 
ical lesions  in  man  by  the  implantation  of  clot 
from  a known  active  case  alongside  healthy 
ligated  veins.  Allen  and  Lauderdale^^^  have  re- 
cently reported  a typical  case  of  thrombo-angiitis 
obliterans  developing  in  a surgeon’s  hand  follow- 
ing puncture  of  a finger  during  an  amputation 
for  Buerger’s  disease.  The  direct  transmission 
of  the  disease  in  this  instance  would  seem  to  of- 
fer additional  support  to  this  view. 

Many  other  factors  of  importance  must  be 
considered.  It  is  primarily  a disease  of  young 
men  between  the  ages  of  25  and  45  with  a strong 
tendency  to  affect  Russian  and  Polish  Jews.  Re- 
cent studies  show'  that  approximately  45%  of  all 
cases  are  of  Jewish  extraction  but  no  race  is 
exempt. 

Women  are  rarely  subject  to  this  disease,  a 
very  small  number  of  proven  cases  being  report- 
ed. Because  of  this  striking  immunity  of  the 
one  sex  McGrath^^^  has  suggested  that  there 
may  be  some  endocrine  factor  responsible.  This 
contention  is  supported  by  the  experimental  dif- 
ficulty of  producing  g'angrene  in  rats  with  ergo- 
tamine  tartrate  when  theelin  has  been  previously 
administered. 

The  relationship  between  the  excessive  use  of 
tobacco  and  thrombo-angiitis  obliterans  is  w'ell 
established.  With  few'  exceptions  all  cases  have 
been  heavy  consumers  of  cigarettes  over  long 
periods  of  time.  SamuelsI®^  and  SilbertH)  each 
state  that  they  have  never  seen  a proven  case  of 
Buerger’s  disease  that  did  not  use  tobacco  and 
both  consider  it  an  extremely  important  etiologi- 
cal factor. 

The  effect  of  tobacco  in  producing  peripheral 


vasoconstriction  has  been  repeatedly  demonstrat- 
Lampson^^i)  has  recently  shown 
that  the  inhaling  of  cigarette,  pipe  or  cigar  smoke 
produces  a similar  peripheral  vasoconstriction  per- 
sisting for  about  one  hour.  Whether  the  tobacco 
acts  alone  in  this  way'  or  through  an  actual  sensi- 
tization of  the  vessel  wall  is  not  definitely  known. 

Pathologically  thrombo-angiitis  obliterans  pre- 
sents an  acute  and  a chronic  or  end  stage.  In  the 
former  there  is  an  acute  inflammatory  reaction 
affecting  all  the  layers  of  the  moderate  sized 
peripheral  arteries  and  veins.  The  inflammatory 
reaction  then  extends  into  the  peri-vascular  tis- 
sues which  with  the  vessel  walls  are  infiltrated 
with  polymorphonuclear  cells.  The  result  is  an 
arteritis,  phlebitis,  periarteritis  and  a periphlebitis. 
Large  giant  cells  and  foci  of  endothelial  cells  are 
seen  in  the  vessel  walls  and  dispersed  through  the 
red  clot  that  fills  the  lumen.  This  acute  inflam- 
matory reaction  may  involve  only  one  section  of 
the  peripheral  vessels  or  extend  from  the  popliteal 
to  the  finer  branches  of  the  dorsalis  pedis  artery.! 
These  cells  seen  in  the  acute  stage  are  gradually 
replaced  as  the  lesion  becomes  older.  When  the 
acute  inflammatory  reaction  disappears  the 
thrombus  becomes  organized  and  fibrous  connec- 
tive tissue  is  layed  down  in  the  vessel  walls  and 
peri-vascular  tissues.  New  vascular  channels 
lined  by  endothelium  develop  in  the  organized 
thrombus  but  the  intimal  proliferation  and  de- 
posits of  calcium  seen  in  arteriosclerosis  oblit- 
erans are  absent.  Eventually  the  peripheral  ar- 
teries and  veins  become  fused  together  in  a firm 
fibrous  mass.  This  pathological  process  may  be 
present  in  different  stages  in  various  vessels  at 
the  same  time. 

The  pathological  process  usually  advances 
slowdy  and  permits  months  or  years  to  pass  be- 
fore the  major  peripheral  arterial  pathways  are 
occluded.  This  fact  together  with  the  relative 
youth  of  the  men  affected  permits  the  develop- 
ment of  a very  extensive  collateral  circulation  and 
is  the  basis  for  the  conservatism  practiced  in  the 
surgical  management  of  this  disease.  Recent 
pathological  studies  show  that  the  inflammatory 
process  is  not  limited  to  the  peripheral  vessels. 
Tvpical  lesions  are  found  in  the  cerebral,  mesen- 
teric, coronary  and  renal  vessels  in  these  cases, 
suggesting  again  a generalized  inflammatory  dis- 
ease of  the  vascular  system. 
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Clinically  thrombo-angiitis  obliterans  is  pri- 
I marily  a disease  of  the  lower  extremities.  Mac- 
]\Iyn(i2)  in  a series  of  240  cases  observed  the 
lower  limbs  involved  in  00%,  the  lower  and  upper 
limbs  involved  in  38%,  and  the  upper  extremi- 
ties alone  in  2%.  Allen  and  Meyerding^^^)  found 
the  lesion  principally  limited  to  the  lower  ex- 
tremities in  95%  of  their  series.  In  seven  cases 
studied  at  the  University  Hospital  during  the  past 
year,  six  complained  only  of  the  lower  limbs  and 
in  one  both  the  hands  and  feet  had  been  exten- 
I .sively  involved. 

Pain  in  the  limbs  is  the  initial  symptom  in  over 
half  of  the  reported  cases  and  may  be  extremely 
severe.  The  pain  may  first  appear  in  the  foot  or 
calf  with  exercise,  relieved  by  inactivity,  or  it  may 
present  as  rest  pain  from  the  begininng.  Gold- 
smith^^"*^  has  described  six  types  of  rest  pain  en- 
countered in  these  cases : 

a.  Painful  toes  of  a pre-trophic  type  due  to  oedema 
and  neuritis  and  often  preceding-  ulceration  by  months. 

b.  Severe  pain  in  a small  ulcer  or  area  of  gangrene 
due  to  ischemia  or  infection. 

c.  Pain  of  acute  arterial  occlusion. 

d.  Localized  pain  overlying  an  inflammatory  lesion 
in  the  muscles. 

e.  Pain  due  to  ischemic  neuritis. 

f.  Pain  due  to  vaso-spasm,  being  induced  by  cold 
and  relieved  by  heat. 

In  addition  to  pain,  other  presenting  com- 
plaints are  common.  A history  of  fatigability, 
cold  feet,  non-healing  ulcers  and  color  changes 
when  the  limbs  are  placed  in  the  dependent  posi- 
tion may  often  be  obtained.  In  from  10  to  20% 
of  patients  a definite  history  of  painful  migrating 
superficial  phlebitis  may  be  elicited. 

A diagnosis  of  thrombo-angiitis  obliterans 
should  always  be  considered  when  a riian  under  45 
who  has  been  a heavy  smoker  presents  with  any  of 
the  above  symptoms  referable  to  his  lower  ex- 
tremities. If  the  examination  discloses  that  the  feet 
are  cool,  definite  color  changes  are  visible  and  if 
the  peripheral  vessels  are  obliterated  or  only  faint- 
ly pulsating,  the  diagnosis  is  almost  certain.  It 
is  well  to  remember  that  thrombo-angiitis  oblit- 
I erans  and  arteriosclerosis  obliterans  make  up 
1 95%  of  the  cases  of  occlusive  arterial  disease  of 

local  distribution  in  man,  and  the  latter  condition 
is  extremely  rare  before  the  age  of  45. A 
thorough  study  of  the  peripheral  vascular  system 
as  previously  outlined  is  indicated  in  all  such  pa- 
tients, since  many  of  these  men  are  erroneously 
diagnosed  as  cases  of  rheumatism,  fallen  arches 
and  simple  vaso-spasm. If  thrombo-angiitis 
obliterans  be  kept  in  mind,  the  only  real  difficulty 
in  diagnosis  arises  in  that  group  which  first  pre- 
sents with  symptoms  late  in  the  fourth  decade  of 


life.  A very  helpful  table  to  assist  in  this  differ- 
ential diagnosis  has  been  outlined  by  Silbert  and 
previously  quoted. 

When  the  disease  process  affects  the  upper  ex- 
tremities, Allen<^*>  has  suggested  the  following 
methods  of  examining  the  peripheral  circulation. 

1.  With  both  radial  arteries  firmly  compressed  the 
patient  makes  a fist  and  empties  the  hand  of  blood. 
The  fingers  are  then  extended  and  the  time  required 
for  color  to  return  in  the  palm  is  noted.  If  the  ulnar 
arteries  are  patent,  reactionary  hyperemia  promptly 
develops.  If  they  are  occluded  the  return  of  color 
will  be  delayed.  To  test  the  patency  of  the  radial 
arteries  the  test  is  reversed. 

2.  The  blood  supply  to  the  digits  may  be  tested 
by  stroking  the  fingers  till  all  color  is  gone  and  noting 
the  time  required  for  its  return. 

Since  the  exact  etiology  of  Buerger’s  disease 
is  unknown  there  is  no  specific  therapy  available. 
All  the  suggested  methods  of  treatment  employed 
in  this  condition  are  directed  toward  the  protec- 
tion of  the  limbs  from  injury,  increasing  the 
peripheral  blood  supply  and  controlling  pain 
when  it  becomes  a factor. 

The  marked  tendency  for  the  development  of 
painful  fissures  and  ulcers  about  the  nails  is  well 
appreciated.  The  same  rigid  foot  hygiene  out- 
lined for  the  care  of  diabetic  limbs  should  be  ob- 
served by  these  patients  with  thrombo-angiitis 
obliterans.  Smoking  must  be  stopped  completely, 
for  it  is  almost  impossible  to  help  these  patients 
if  this  be  continued.  Buerger’s  exercises  should 
be  carried  out  for  periods  of  one-half  to  one  hour 
three  times  per  day.  Warm  sitz  baths  are  use- 
ful but  care  must  be  taken  to  protect  the  skin  from 
unduly  hot  temperatures.  No  oral  medication  has 
been  found  of  any  value. 

The  use  of  intravenous  saline  solution  in  the 
treatment  of  thrombo-angiitis  obliterans  was  sug- 
gested years  ago  because  of  the  reduced  blood 
volume  so  often  found  in  these  patients.  Silbert 
et  aB^^)  found  an  average  reduction  of  21%  in 
the  total  blood  volume  in  69  proven  cases,  only 
10%  of  the  series  failing  to  show  the  typical  re- 
duction. 

Hypertonic  saline  solution  in  3%  or  5%  con- 
centration is  given  intravenously  twice  per  week 
in  150-300  cc.  amounts.  Treatment  is  continued 
from  six  weeks  to  two  years  depending  upon  the 
response.  The  only  known  way  this  therapy  can 
produce  the  excellent  results  reported  is  through 
an  increase  in  the  total  blood  volume.  SilbertH) 
reports  improvement  in  83%  of  a series  of  524 
cases  in  which  35,000  injections  were  given  with- 
out a fatality.  Samuels^®^  working  in  the  same 
clinic  noted  a reduction  in  the  number  of  cases 
requiring  amputation  from  77%  to  less  than 
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10%.  Since  the  only  apparent  complication  seen 
with  this  form  of  therapy  is  a tendency  to  develop 
a moderate  anemia,  there  need  be  no  hesitation  in 
giving  it  a thorough  trial  in  every  case. 

The  use  of  foreign  protein  in  the  treatment  of 
thrombo-angiitis  obliterans  has  been  reported  by 
Allen  and  Smithwick^^®!  and  by  Barker. 
Combined  typhoid  vaccine  is  given  intravenously 
every  third  day,  beginning  with  20  million  and 
increasing  this  by  25  million  each  time.  A course 
of  therapy  consists  of  eighteen  injections.  Barker 
reports  definite  improvement  in  49%  of  150 
cases  and  slight  improvement  in  an  additional 
27%.  The  beneficial  results  are  probably  due  to 
the  peripheral  vaso-dilatation  incident  to  the  fever 
induced  by  foreign  protein. 

The  rational  of  popliteal  or  femoral  vein  liga- 
tion to  increase  the  peripheral  circulation  was 
mentioned  in  the  treatment  of  arteriosclerosis 
obliterans.  The  same  form  of  therapy  has  been 
advised  by  Morton  and  Pearse^^^^  in  thrombo- 
angiitis obliterans.  The  end  results,  however,  have 
not  been  impressive.  Miller  and  Kauffman^^S) 
observe  that  little  can  be  expected  from  this  pro- 
cedure in  Buerger’s  disease  since  a condition  com- 
parable to  ligation  is  constantly  occurring  with 
thrombosis  of  the  vessels  at  different  levels  dur- 
ing the  course  of  the  disease. 

The  recent  interest  in  surgery  of  the  sympa- 
thetic nervous  system  has  prompted  numerous 
investigators  to  advise  and  perform  lumbar  sym- 
])athectomy  in  thrombo-angiitis  obliterans.  Brown 
et  aP^'*\  Telford  and  Stropford^^s)  ^^id  Mac- 
Myn(i2)  have  all  reported  series  of  cases  treated 
by  sympathectomy  with  variable  results. 

All  of  these  authors  emphasize  that  lumbar 
ganglionectomy  is  useless  in  the  presence  of  acute 
fulminating  ulceration,  progressive  gangrene  or 
in  those  cases  in  which  a definite  spastic  element 
is  not  demonstrable.  Realizing  that  thrombo- 
angiitis obliterans  is  a progressive  occlusive  vas- 
cular disease,  it  seems  unlikely  that  sympathetic 
surgery  will  be  helpful  except  in  a very  few 
.selected  cases  in  which  vaSo-spasm  is  a predomi- 
nant factor. 

The  use  of  passive  vascular  exercises  or  alter- 
nate pressure  and  suction  therapy  has  been  em- 
ployed extensively  in  these  patients  in  the  past 
few  years.  The  results  in  cases  with  a moderate 
degree  of  arterial  occlusion  without  vasospasm, 
in  which  other  conservative  measures  have  failed, 
are  quite  encouraging.  Landis  and  Hitzrot^^e) 
and  Herrmann have  observed  definite  im- 
provement in  rest  pain,  color  of  the  extremities 
and  intermittent  claudication  with  prolonged 


treatment.  However,  the  presence  of  extensive 
or  spreading  infection,  osteomyelitis  or  a recent 
phlebitis  must  all  be  considered  definite  contra- 
indications to  this  form  of  therapy. 

Pain  is  often  the  most  distressing  symptom 
that  must  be  controlled  in  these  patients.  Because 
of  the  chronicity  of  the  disease,  morphine  is  to  be 
avoided  if  at  all  possible.  When  other  conserva- 
tive measures  fail,  section  or  alcohol  injection  of 
the  peripheral  nerves  as  suggested  by  Smithwick 
and  White^^*^<^®^  should  be  seriously  considered. 
Allen<3®)  did  alcohol  injections  on  a series  of  29 
cases  of  thrombo-angiitis  obliterans  because  of 
severe  pain.  Tw'elve  subsequently  required  major 
amputations  because  of  infection  or  gangrene. 
Almost  all  of  the  remaining  17  cases  later  lost  one 
or  more  toes,  but  retained  serviceable  feet.  His 
conclusion  was  that  if  palliation  is  to  be  con- 
sidered at  all,  this  form  of  therapy  is  justifiable 
to  relieve  the  pain  in  the  hope  of  saving  a portion 
of  the  extremity. 

When  gangrenous  toes  develop  in  thrombo- 
angiitis obliterans  the  lesion  is  almost  invariably 
wet,  yet  there  is  a striking  resistance  to  the  rap- 
idly spreading  infection  and  septicemia  so  com- 
monly seen  in  diabetic  limbs.  This  fact,  together 
with  the  relative  youth  of  these  patients,  makes 
it  possible  to  carry  out  conservative  surgical  pro- 
cedures with  success. 

In  the  presence  of  a gangrenous  ulcer  or  toe, 
Samuels^^^)  advises  soaking  the  feet  twice  daily 
for  periods  of  10  minutes  in  .5%  chloramin  solu- 
tion or  boric  acid.  This  he  follows  by  the  appli- 
cation of  1%  nupercaine  ointment  or  an  ointment 
of  camphor  and  phenol  containing  1%  of  each. 
With  the  employment  of  rest,  heat,  Buerger’s 
exercises  and  hypertonic  saline  solution  intra- 
venously, the  general  condition  usually  improves 
enough  to  permit  a simple  toe  amputation.  Often 
these  patients  will  lose  several  toes  over  a period 
of  months  and  yet  retain  a relatively  serviceable 
foot.  The  characteristic  remissions  in  the  disease 
coincident  with  the  development  of  the  collateral 
circulation  justify  conservative  surgery. 

When  major  amputations  become  necessary  be- 
cause of  infection  and  extent  of  the  lesion,  it  is 
usually  possible  to  go  below  the  knee  with  assur- 
ance that  the  stump  will  heal.  This  again  is  in 
marked  contrast  to  the  cases  of  arteriosclerosis 
obliterans  and  diabetic  gangrene  in  which  such 
conservative  procedures  are  usually  unsuccessful. 

The  following  brief  case  reports  illustrate  cer- 
tain of  the  characteristic  features  of  thrombo- 
angiitis obliterans : 
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Case  1.  Mr.  W.  K.  of  German  extraction,  29,  was 
admitted  to  the  University  of  Nebraska  Hospital  on 
,Tanuary  30,  1927,  complaining-  of  (1)  increasing  cramps 
in  the  arches  of  the  feet  for  5 years  and  (2)  a painful 
ulcer  beside  the  left  little  toe  nail  of  1 month  dura- 
tion. 

I^.  H.;  Essentially  negative.  The  patient  served  in 
the  mai’ine  corps  from  1927-1930  during  which  time  he 
enjoyed  excellent  health. 

P.I.:  In  1931  the  patient  first  noted  the  development 
of  cramps  in  the  distal  arches  of  both  feet.  This 
gradually  increased  during  the  next  five  years,  being 
worse  during  the  winter  months.  There  was  no  typi- 
cal intermittent  claudication  and  no  history  of  phle- 
bitis. In  the  winter  of  1935  the  patient’s  feet  were 
frost  bitten.  Following  this  the  feet  were  always  cold, 
the  cramps  in  the  arches  became  much  worse  and  a 
small  ulcer  appeared  beside  the  right  little  toe  nail. 
This  healed  slowly  and  the  patient  was  relatirely 
comfortable  until  .lanuary,  1937.  At  this  time  an 
ulcer  appeared  on  the  left  little  toe  which  has  per- 
sisted. This  has  been  extremely  painful,  has  inter- 


day. In  addition  to  this,  hypertonic  saline 
solution  was  given  in  ;i00  cc.  amounts  three  times 
per  week.  Under  this  therapy  the  pain  rapidly 
disappeared  and  in  three  weeks  time  the  ulcer 
was  com])letely  healed.  The  cramps  in  the  feet 
ra])idly  disajipeared  and  he  was  discharged  one 
month  after  admission  to  the  hospital.  Since 
leaving  the  hospital  he  has  received  oOO  cc.  of 
o%  saline  solution  twice  per  week,  a total  of 
twenty  injections  having  been  given.  Except  for 
a slight  chill  which  occasionally  follows  the  in- 
jection, there  has  been  no  reaction.  The  blood 
picture  remains  normal.  All  cramps  have  now 
disappeared,  the  patient  is  back  at  work  and  states 
that  he  can  walk  any  distance  without  pain  in  his 
feet. 


FIG.  1 

Case  III.  Appearance  of  patient’s  feet  on  admission  showing  large  gangrenous 
ulcer  on  right  foot.  The  discoloration  of  the  remaining  toes  is  quite  evident. 


fered  with  the  patient’s  sleep  and  has  required  bed 
rest  for  comfort.  The  patient  has  smoked  from  30-40 
cigarettes  p>er  day  for  15  years. 

P.X.;  Both  feet  were  extremely  cold  to  palpation, 
congested  and  cyanotic  in  the  dependent  position, 
and  very  pale  when  elevated.  There  was  a small  in- 
fected ulcer  just  behind  the  nail  on  the  left  little 
toe.  A healed  scar  of  a previous  ulcer  was  seen  on 
the  right  little  toe.  Both  femoral  arteries  showed 
small  pulsations  but  there  was  no  palpable  pulse  in 
the  popliteal,  posterior  tibial  or  dorsalis  pedis  arteries 
on  either  side.  Histamine  tests  showed  fair  responses 
at  the  knee,  mid-leg  and  on  the  dorsum  of  the  feet 
on  both  sides.  Skin  temperature  studies  showed  an 
elevation  of  only  one  degree  C.  when  the  vasocon- 
stricting  influence  was  removed,  indicating  a rather 
marked  degree  of  organic  obstruction  in  the  peripheral 
vessels.  X-ray  examination  of  the  extremities  showed 
no  calcification.  A diagnosis  of  tbrombo-angiitis  ob- 
literans was  made  and  treatment  outlined. 

Smoking  wa.s  stopped,  tlie  ulcer  was  given 
simple  surgical  care  and  the  patient  was  put  on 
Buerger's  exerci.ses  for  one  hour  three  time.s  jxir 


Case  2.  Mr.  M.  M.,  a German  laborer,  53,  was  seen 
in  the  Surgical  Disp.  at  the  University  of  Nebraska 
Medical  School  on  February  12,  1936,  with  symptoms 
suggestive  of  a duodenal  ulcer.  This  was  confirmed 
by  x-ray  study.  In  the  course  of  the  examination 
the  patient  called  attention  to  severe  cramp-like  pain 
which  had  been  present  in  the  right  calf  for  the  past 
month.  During  this  same  period  there  had  devel- 
oped marked  intermittent  claudication  which  limited 
the  patient’s  ability  to  walk  fui-ther  than  two  or  three 
blocks  without  rest.  The  right  foot  was  constantly 
cold  and  seemed  cooler  than  the  left  foot.  There 
was  no  history  of  superficial  phlebitis.  The  patient 
had  smoked  to  excess  for  many  years. 

B.X.:  The  right  foot  was  definitely  cold  on  palpa- 
tion and  in  contrast  to  the  left.  In  the  dependent 
position  the  right  foot  was  cyanotic  and  congested, 
while  in  the  elevated  position  it  became  pale  and 
cadaveric.  All  the  peripheral  vessels  on  the  left 
were  palpable.  On  the  right  side  the  femoral  ar- 
tery was  pulsating,  but  none  of  tbe  three  peripheral 
\essels  below  this  point  could  be  felt.  Histamine 
studies  on  the  left  side  showed  good  response  at  three 
levels.  On  the  right  side  there  was  only  .a  slight 
wheal  and  flare  on  the  mid-leg  and  no  response  on 
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the  dorsum  of  the  foot.  Skin  temperature  studies 
showed  no  elevation  with  a release  of  the  vasocon- 
stricting  influence,  indicating  a rather  marked  degr  ee 
of  organic  occlusion.  X-ray  studies  showed  no  cal- 
cification in  the  peripheral  vessels.  A diagnosis  of 
thrombo-angiitis  obliterans  was  made. 

The  jiatient  was  advised  to  stop  smoking’,  begin 
Buerger's  exercises  and  take  special  care  of  his 
feet.  He  was  also  placed  on  a diet  for  his  duo- 
denal ulcer.  The  patient  was  again  seen  on 
March  T,  ITKi  at  which  time  a small  area  of  dry 
gangrene  had  developed  on  the  right  great  toe, 
just  proximal  to  the  nail.  There  had  lieen  in- 
creased iiain  in  the  calf  since  the  last  examination. 
He  was  ]tlaced  on  theobromine  sodium  acetate 
drams  2 daily,  and  hospitalization  advised.  Some 
symptomatic  relief  was  obtained  on  this  medica- 
tion but  the  gangrenous  area  remained  stationary 
and  dry.  On  admission  to  the  hospital  on  .April 
2d.  BK3().  the  condition  was  as  before.  In  addi- 
tion to  Buerger's  exercises  and  local  care  of  the 
toe.  intravenous  salt  therapy  was  begun.  During 
tbe  two  weeks  in  the  hospital  .300  cc.  of  4% 
saline  solution  were  given  intravenously  three 
times  per  week.  .At  the  end  of  this  time  the  lesion 
on  the  toe  was  definitely  healing  and  the  patient 
was  able  to  walk  about  the  ward  without  pain. 
He  was  discharged  for  further  saline  therapy  in 
the  dispensary.  One  month  after  discharge  the 
toe  had  entirely  healed  and  pain  had  practically 
disappeared.  In  the  next  eleven  months  a total 
of  70  injections  of  hypertonic  saline  were  given 
at  bi-weeklv  intervals.  .At  the  present  time  the 
feet  are  definitely  warmer,  there  is  no  abrasion  or 
ulceration,  and  the  patient  is  now  able  to  walk 
nine  or  ten  blocks  without  anv  discomfort  in  his 
limbs. 

Case  3.  Mr.  R.  B..  a telephone  lineman  of  Dutch 
descent  was  admitted  to  the  University  Hospital  on 
May  31,  1936,  complaining  of  pain  in  both  feet  and  a 
gangrenous  ulcer  on  the  dorsum  of  the  right  foot. 

P.H.:  This  was  essentially  uneventful.  The  patient 
had  smoked  from  20-40  cigarettes  per  day  for  the 
past  12  years. 

P.I.:  Eighteen  months  before  admission  both  feet 
became  numb  and  cold.  Pain  developed  in  both  feet 
on  walking  which  would  be  promptly  relieved  with 
rest.  A chiropodist  was  consulted  who  taped  the  feet 
without  relief.  .\n  osteopath  was  then  seen  who  pre- 
scribed massage  for  the  feet  and  special  shoes,  which 
gave  little  relief.  In  August,  1935,  another  chiropodist 
was  consulted  who  fitted  pads  for  the  support  of  the 
arches.  In  September,  1935,  a blister  appeared  on  the 
plantar  surface  of  the  right  great  toe.  This  increased 
in  size,  became  very  painful  and  forced  the  patient 
to  stop  work.  It  was  now  noted  that  the  feet  were 
very  red  when  in  the  dependent  position.  The  blister 
V>roke.  became  infected  and  a deep  spreading  ulcer  re- 
mained. This  was  cauterized  with  the  electro-cautery 
in  March.  1936,  but  did  not  improve  the  condition. 
An  x-ray  taken  at  this  time  revealed  an  osteomyelitis 
of  the  right  great  toe.  Simple  drainage  and  the  local 
application  of  maggots  during  .4pril,  1936,  were  with- 
out benefit.  On  May  12.  1936,  his  physician  amputat- 
ed the  right  great  toe  and  removed  the  distal  portion 


of  the  first  metatarsal  bone,  opening  the  dorsum  of 
the  foot  widely.  Buerger’s  exercises  were  prescribed 
at  this  time  and  the  patient  was  referred  to  the  Uni- 
versity Hospital  for  further  treatment. 

P.X.:  On  admission  on  May  31,  1936,  the  right  foot 
was  seen  to  be  acutely  inflamed  with  a large  slough- 
ing gangrenous  ulcer  on  the  dorsum.  (See  Fig.  I.) 
Both  feet  were  very  red  in  the  dependent  position 
especially  the  right,  tending  to  blanch  when  elevated. 
The  left  foot  was  cold,  the  right  being  somewhat 
warmer  because  of  the  marked  infection.  Both  fem- 
orals  were  open  and  the  left  popliteal  could  be  felt 
but  none  of  the  other  peripheral  vessels  were  pul- 
sating. Histamine  tests  showed  good  response  on 
both  sides  at  the  knee,  with  fair  reactions  on  the 
left  dorsum,  but  a poor  response  on  the  right.  Vaso- 
dilatation tests  carried  out  on  the  left  limb  showed 
an  elevation  of  only  1.5  degrees  C.  when  vasoconstric- 
tion was  released.  X-ray  studies  showed  no  evident 
calcification  along  the  course  of  the  peripheral  ves- 
sels. There  was  evidence  of  an  osteomyelitis  in  the 
head  of  the  right  second  metatarsal  bone.  A diag- 
nosis of  thrombo-angiitis  obliterans  wuth  an  extensive 
gangrenous  ulcer  on  the  right  foot  was  made. 

A heat  cradle,  Buerger's  e.xercises  and  hyper- 
tonic salt  therapy  were  prescribed.  At  the  end 
of  one  week  in  the  hospital  the  infection  was  seen 
to  be  extending,  the  temperature  was  elevated  and 
the  leucocytes  were  17,000.  Pain  had  become  in- 
creasingly severe.  Amputation  of  the  limb  was 
advised  and  carried  out  through  the  lower  third  of 
the  thigh  under  spinal  anaesthesia  on  June  13, 
1936.  Except  for  a minor  wound  infection  which 
jiromptly  responded  to  therapy,  the  patient  made 
an  uneventful  recovery  and  was  discharged  from 
the  hospital  on  July  12,  1936.  He  was  instructed 
to  continue  with  Buerger's  exercises  for  the  other 
limb,  abstain  from  smoking  and  carefully  guard 
the  extremities  from  undue  trauma. 

Case  4.  Mi'.  C.  D.,  49,  of  English  descent  was  ad- 
mitted to  the  University  Hospital  on  February  10, 
1936,  for  the  second  time,  complaining  of  redness  and 
sharp  burning  pain  in  the  right  index  finger. 

P.H.;  In  1930  the  patient  developed  intermittent 
claudication  in  both  limbs.  The  feet  became  cold  and 
numb,  and  exercise  aggravated  the  complaints.  Fol- 
lowing a mild  frostbite  the  right  foot  became  gan- 
grenous and  the  limb  was  amputated  below  the  knee 
in  1931.  In  1932  he  developed  a gangrenous  left  great 
toe  for  which  the  leg  was  amputated  below  the  knee 
and  bilateral  artificial  limbs  were  fitted.  In  Decem- 
ber, 1933,  the  left  amputation  stump  became  ulcerated 
and  painful  and  he  was  for  the  first  time  admitted 
to  the  University  Hospital.  A secondary'  amputation 
was  carried  out  below  the  knee  at  this  time  and  sat- 
isfactory healing  obtained.  He  continued  at  his  work 
as  a dishwasher  until  November,  1935,  when  a hang- 
nail appeared  on  the  left  forefinger.  Sharp  pain  then 
developed  in  all  the  fingers  of  the  left  band  and  they 
became  red,  swollen  and  very  sensitive  to  cold.  Dis- 
articulation at  the  metacar])al-phalangeal  joint  was 
done  elsewhere  on  the  left  forefinger  in  IMay.  1935, 
with  satisfactory  healing.  Subsequently  the  pain  in 
the  fingers  of  the  left  hand  abated  and  the  redness 
and  sensitivity  to  cold  became  less. 

P.I.:  In  December,  1936,  the  index  finger  of  the  right 
hand  became  red,  cold  and  painful.  One  month  before 
admission  an  ulcer  appeared  behind  the  nail  on  this 
digit.  This  rapidly  broke  and  began  to  drain. 

P.X.:  Examination  disclosed  a weeping  ulcerated  le- 
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sion  about  the  base  of  the  right  index  finger.  When 
the  hand  was  held  in  the  dependent  position  all  of  the 
fingers  were  cyanotic  and  cold,  while  in  the  elevated 
position  they  became  pale.  The  skin  was  smooth  and 
atrophic,  and  the  fingers  were  definitely  tapered. 
Neither  radial  pulse  could  be  palpated.  Histamine 
studies  on  the  forearms  and  dorsi  of  the  hands  showed 
a fair  response  on  both  sides. 


marked.  Under  t^as  anaesthesia  the  right  inde.x 
finger  was  amputated  at  the  junction  of  the  pro.xi- 
mal  and  middle  phalanges,  in  the  hope  of  saving  a 
portion  of  the  finger  for  the  patient.  This  was 
successful  for  although  the  digital  vessels  were 
thrombosed  at  the  site  of  amputation,  there  was 


FIG.  2 

Case  IV.  Appearance  of  hands  on  admission  to  hospital.  The  infected  ulcer 
about  the  nail  on  the  Rt.  index  finger  is  well  shown.  Superficial  ulcers  were  also 
present  on  the  right  thumb  and  little  finger. 


Sterile  dressings  were  applied  to  the  ulcerated 
area,  and  Buerger’s  exercises  and  bi-weekly  in- 
jections of  400  cc.  of  0%  saline  solution  were  in- 
stituted. After  three  weeks  of  this  therapy  the 
ulcerated  area  on  the  index  finger  was  seen  to 
have  extended  slightly  and  pain  had  become  more 


sufficient  collateral  circulation  to  permit  healing. 
At  discharge  12  days  after  operation  the  wound 
was  almost  closed.  The  patient  was  referred  to 
his  home  physician  with  instructions  to  continue 
the  salt  therapy  and  Buerger's  exercises. 

(Bibliography  in  Reprint.s) 


OPERATIX'E  EENUTHENING  OF  THE  LOWER  EXTREAHTIE.S* 

FRITZ  TEAR,  M.  D., 

Lincoln. 


The  problem  of  equalizing  the  length  of  the 
lower  extremities  has  received  a great  deal  of 
consideration  during  the  past  few  years.  The 
problem  has  been  partly  answered  in  several  ways. 
First,  by  adding  sufficient  extension  to  the  shoe 
of  the  short  leg:  second,  by  shortening  the  long 
leg;  third,  by  damaging  the  epiphysis  of  the 
sound  leg,  thereby  retarding  its  growth  ; fourth, 
by  stimulating  the  growth  of  the  short  leg  by  in- 
creasing its  blood  supply ; and  fifth,  by  operative 
lengthening  of  the  short  leg. 

Because  it  adds  weight  to  a weakened  limb  and 
for  cosmetic  reasons,  shoe  extensions  are  not 
popular.  By  tamjiering  with  the  sound  leg  in 
any  manner,  there  is  the  risk  of  winding  up  with 

*Read  before  the  Lancaster  County  Medical  Society,  January, 
1936. 


two  unsound  legs.  Further,  the  arrest  of  growth 
following  operation  on  the  epiphysis  of  a bone 
cannot  be  controlled,  and  although  slight  acceler- 
ation in  growth  may  follow  increased  blood  flow 
to  the  part,  the  additional  length  gained  could 
never  make  up  for  the  extreme  shortening  that 
occurs  following  infantile  paralysis,  bone  or  joint 
disease,  and  certain  fractures.  By  elimination 
then,  our  choice  rests  with  operative  lengthening 
of  the  shortened  leg. 

The  first  osteotomy  on  record  was  performed 
by  John  llarton  of  Lancaster,  Pennsylvania  in 
l<S2(i,  for  correction  of  deformity  in  a case  of 
ankylosis  of  the  hip.  The  ojieration  was  extreme- 
ly successful  and  opened  an  entirely  new  field  in 
surgery.  During  the  succeeding  twenty-five 
years  siioradic  cases  were  reported  but  ostectomy 
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received  its  main  im])etus  in  1854  when  Langen- 
beck  of  Berlin  published  a paper  of  a new  method 
(subcutaneous  osteotomy).  With  the  advent  of 
antisepsis,  however,  the  operation  of  osteotomy 
became  practical  and  widely  used  and  has  con- 
tinued to  hold  a favored  place  among  operations 
for  the  correction  of  deformity. 

Mayer  in  1850,  was  the  first  to  apply  osteotomy 
to  the  problem  of  ec|ualization  of  length  of  the 
lower  extremities.  His  operation  consisted  of  re- 
moving a portion  of  the  shaft  of  the  good  leg, 
reducing  its  length  to  that  of  the  other.  Rizzoli 
used  this  procedure  several  times,  and  later  Codi- 
villa repeated  the  operation  with  some  success. 
Codivilla,  however,  in  1905,  performed  the  first 
osteotomy  of  both  bones  for  the  purpose  of 
lengthening  a short  leg.  This  work  has  been  ad- 
mirably carried  on  by  his  successor,  Putti.  Tech- 
nical difficulties,  however,  have  been  obstacles 
which  allowed  the  use  of  this  procedure  to  fall 
into  disuse.  John  B.  iMurphy  revived  the  ojiera- 
tion  and  reported  several  cases  in  his  clinics. 

Prior  to  1921.  the  operation  had  consisted  of  a 
Z-shaped  osteotomy  of  the  tibia,  simple  osteotomy 
of  the  fibula  and  gradual  traction  bv  means  of  a 
device  designed  by  Putti.  This  machine  consisted 
of  two  bone  ])ins  attached  to  two  telescoping  tubes 
with  screws  and  .springs  to  control  the  tension. 
The  disadvantage  of  this  apparatus  was  the  diffi- 
culty in  controlling  the  ends  of  the  fragments  as 
angulation  nearly  always  occurred.  In  1921  Ab- 
bott devised  a modified  form  of  this  splint,  using 
two  pins  through  each  fragment,  thus  better  con- 
trolling displacement  and  angulation. 

This  method  of  lengthening  is  in  general  use 
in  many  clinics  in  this  country.  In  1928  a length- 
ening operation  was  ]ierfo"ined  by  Dr.  H.  W.  Orr 
at  the  Nebraska  Orthopedic  hospital  on  a patient 
who  had  a severe  shortening  following  infantile 
paralysis.  The  lengthening  was  accomplished  by 
doing  the  osteotomy  already  described  and  plac- 
ing pins  in  both  upper  and  lower  fragments  and 
finally  applying  a spica  cast.  A few  days  later, 
the  cast  was  cut  circularly  and  lengthening  begun 
by  means  of  turn  buckles  which  were  fastened 
into  the  plaster.  This  method  has  been  very  suc- 
cessful in  our  practice  and  with  a few  refinements, 
has  continued  to  be  used  when  this  operation  is 
necessary. 

The  indications  for  operation  may  be  broadly 
stated  as  those  cases  of  shortening  of  the  leg 
which  are  due  to  infantile  paralysis,  bone  or  joint 
disease  in  other  parts  of  the  extremity  than  the 
lower  leg,  fractures  in  which  there  has  been  some 
arrest  of  growth  due  to  damage  to  the  epiphysis, 
cystic  disease  of  the  bone  and  congenital  short- 
enings. 

The  only  contra-indications  to  bone  lengthen- 
ing are  active  infection  of  any  part  of  the  limb. 


healed  inflammatory  lesions  at  the  site  where 
the  osteotomy  would  normally  be  performed,  and 
cases  of  paralysis  in  which  the  hip  muscles,  espe- 
cially the  glutei  are  involved. 

During  the  past  seven  years  at  the  Nebraska 
Orthopedic  hospital,  we  have  performed  bone 
lengthenings  in  twenty-two  cases ; eighteen  times 
in  cases  of  infantile  paralysis,  once  for  deformity 
in  a boy  suffering  from  a .cystic  condition  of  the 
bone,  once  where  shortening  was  due  to  hip  dis- 


FIG.  I 

Fig.  1.  Cast  with  pins  imbedded  and  turnbuckles  applied, 
ready  for  stretching. 

ease,  and  in  one  ca.se  where  the  shortening  was 
due  to  damage  to  the  e]>iphysis  at  an  early  age. 
In  none  of  the  cases  listed  above  have  there  been 
any  serious  complications.  In  two  instances  there 
was  some  loss  of  position  and  resulting  angula- 
tion of  the  fragments,  which  was  easily  corrected. 
In  three  cases  there  was  moderate  sloughing  of 
the  skin  over  the  front  of  the  leg,  which  healed, 
however,  without  resorting  to  skin  grafts  or  other 
o])erative  measures.  In  no  case  was  there  any 
evidence  of  even  temporary  paralysis  due  to  nerve 
stretching,  although  this  complication  has  been 
reported  frequently  by  other  writers. 

In  cases  of  infantile  paralysis,  it  has  been  our 
e.xperience  that  foot  stabilization  operations  when 
necessary  should  be  done  before  the  lengthening 
is  attempted.  In  two  cases  the  lengthening  op- 
eration was  done  on  the  tibia  and  fibula  and  on 
the  femur  in  order  to  gain  the  necessary  length. 
The  amount  of  length  obtained  in  this  series  of 
cases  varies  from  three-fourths  inch  (3/4  in.)  to 
ap])roximately  three  inches. 

The  oi)eration  is  done  at  the  Nebraska  Ortho- 
])edic  hospital  by  the  method  described  by  Dr. 
Orr.  The  patient  is  first  placed  on  the  fracture 
table  and  the  leg  is  fastened  to  the  traction  foot- 
piece  by  means  of  a i)in  through  the  os  calcis. 
The  knee  is  suspended  in  moderate  flexion  by 
means  of  a muslin  sling  tied  to  the  over-head  bar. 
The  counter  traction  pin  is  placed  through  the 
up])er  end  of  the  tibia  and  the  osteotomy  per- 
formed. As  much  length  as  possible  is  obtained 
at  the  time  of  operation  by  means  of  traction 
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screws  on  the  fracture  table.  The  two  sliding 
ends  are  kept  in  jtosition  by  heavy  chromic  su- 
tures. The  wound  is  closed  and  dressing  applied. 
The  leg  is  well  padded  with  sheet  wadding  and 
plaster  of  paris  cast  put  on  with  pins  firmly  im- 
bedded. When  the  cast  is  solid  two  or  three  turn 
buckles  are  added  to  the  cast  and  imbedded  in 
plaster.  After  the  cast  is  completely  dry  (in 
about  two  days)  a small  section  of  plaster  is  re- 
moved from  the  circumference  of  the  leg  between 
the  turn  buckles.  Each  day  thereafter,  the  turn 
buckles  are  turned  an  equal  amount  so  that  the 
fragments  continue  to  lie  appro.ximately  in  the 
position  in  which  they  were  left  at  operation.  Al- 
though there  is  some  discomfort  and  pain  at  the 
time  of  stretching  each  day,  this  soon  quiets  down 
and  the  patient  usually  has  no  discomfort  until 
the  ne.xt  stretching.  The  desired  length  can  us- 
uallv  be  obtained  in  from  ten  days  to  two  weeks 
following  operation. 

At  the  end  of  from  four  to  six  weeks,  the  cast 
is  removed,  the  pins  taken  out  and  a new  cast 
applied.  Consolidation  of  fragments  is  usually 
present  in  from  eight  to  twelve  weeks.  At  this 
time  the  patient  is  given  a caliper  splint  and  al- 
lowed to  be  up  and  around  on  crutches. 


I wish  to  report  three  cases  briefly  to  show  the 
value  of  the  operation  in  selected  cases. 

Case  No.  I,  D.  D.,  female,  age  13. 

Iia.s  had  infantile  paralysis  since  she  was  a small 
child.  Paralysis  involved  only  the  left  leg  and  re- 
sulted in  a shortening  of  more  than  two  and  one-half 
inches  (2%-in.).  In  1930  the  left  ankle  was  stabilized 
by  operation  and  she  got  about  fairly  well  by  means 
of  brace  and  a shoe  extension  of  two  and  one-half 
inches  (2V2-in.).  On  July  17,  1934,  leg  lengthening 
operation  was  performed.  On  October  19,  1934.  the 
cast  was  removed  and  she  was  given  a caliper  splint 
with  one  quarter  inch  (t4-in.)  extension  on  heel.  The 
total  length  in  this  case  gained  by  operation  was  two 
inches. 


Case  No.  Ill,  W.  E.,  female,  age  11. 

This  girl  had  infantile  paralysis  when  a small  girl 
and  was  first  admitted  to  the  Nebraska  Orthopedic 
hospital  in  1928.  At  that  time  a stabilization  opera- 
tion was  done  on  the  ankle.  She  returned  in  the 
summer  of  1934  with  the  leg  two  and  one-half  (2%- 
in.)  inches  short.  On  July  7th  lengthening  of  the 


lower  leg  was  done  which  healed  without  any  com- 
plications. 

The  gain  resulting  from  this  operation  was  about 
one  and  one-half  inches  (li/i-in.).  Because  there  was 
still  considerable  shortening,  it  was  thought  advis- 


FIG.  II  FIG.  Ill 

Fig.  II.  Case  2.  Before  operation — note  shortening  and 
scoliosis. 

Fig.  III.  Case  2.  Following  operation.  The  curvature  of  the 
spine  which  was  postural  has  been  adequately  corrected. 

able  to  perform  a lengthening  of  the  femur.  This  op- 
eration was  performed  on  December  11,  1934.  The 
cast  was  removed  and  the  femur  soundly  healed  on 
February  22,  1935.  She  was  last  seen  on  September 
27,  1935,  at  which  time  she  was  walking  about  very 
well  with  about  one-half  inch  heel  extension. 


PREVALENCE  OE  MILD  BRUCELLA 
ABORTUS  INFECTIONS 

In  the  last  few  years  the  profession  has  be- 
come increasingly  conscious  of  the  prevalence  of 
undulant  fever.  But  W.  Beecher  Scoville,  New 
York  {Journal  A.  M.  A.,  Dec.  14,  1935),  does 
not  think  that  it  has  yet  realized  how  common 
the  subclinical  and  ambulatory  forms  may  be.  He 
is  of  the  opinion  that  many  such  cases  may  mas- 
querade under  the  guise  of  infectious  arthritis, 
nervous  exhaustion,  undiscoverable  focal  infec- 
tion and  chronic  neutropenia.  In  his  case  of 
mild  ambulatory  brucella  infection  with  normal 
or  nearly  normal  temperature  and  negative  ag- 
glutination titers,  but  markedly  positive  skin  and 
phagocytic  tests,  there  were  enough  subjective 
.symptoms  to  cause  incapacitation,  yet  with  little 
enough  objective  signs  to  cause  a diagnosis  to  be 
made  of  neurasthenia,  chronic  neutropenia  and 
undiscoverahle  focal  infection. 


Case  No.  II,  male,  age  16. 

Infantile  paralysis  December,  1933,  with  involve- 
ment of  right  leg.  This  boy  was  able  to  walk  with 
considerable  difficulty  and  it  was  necessary  to  steady 
the  leg  with  the  hand  in  walking.  He  had  good  sta- 
bility of  the  right  foot  and  ankle  and  the  right  hip, 
but  shortening  of  about  two  and  one-half  inches  (2Vi- 
in.).  .lanuary  18,  1935,  lengthening  operation  was 
performed.  There  was  a moderate  slough  over  the 
anterior  portion  of  the  leg  which  healed  promptly. 
Union  was  solid  by  March  29th,  but  cast  re-applied 
because  of  wound  over  tibia.  On  August  12,  1935,  a 
light  caliper  splint  was  applied  and  it  was  not  neces- 
sary to  add  any  extension  to  the  shoe  in  order  to 
balance  the  pelvis. 
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FIXED  niPACTlOX  IX  FRACTURES  OE  THE  EEIHORAL  NECK 


C.  FRED  PERCIOT,  M.  D.. 

(From  the  Ortliopedic  Clinic  of  Doctors  J.  E.  M.  Thomson  and  C.  Fred  Ferciot) 

Lincoln. 


Intracapsular  fracture  of  the  neck  of  the  femur 
is  still  referred  to  as  “the  unsolved  fracture’’  de- 
spite the  extensive  study  and  research  which  have 
been  devoted  to  its  problems.  Many  factors  com- 
bine to  oppose  a favorable  outcome.  The  nearly 
uniform  advanced  age  of  these  patients,  with  the 
consequent  slowing  of  reparative  activity  and 
lessened  general  resistance,  favors  the  occurrence 
of  both  early  and  late  complications.  The  debil- 
ity of  these  patients  has  frequently  been  offered 
in  the  past  as  a reason  for  not  undertaking  any 
active  treatment  since  it  was  feared  that  the  added 
shock  would  prove  fatal.  However,  with  the  im- 
provement in  methods  of  treatment  there  is  really 
little  basis  for  this  attitude,  especially  when  one 
considers  the  established  fact  that  without  ade- 
quate treatment  these  patients  face  certain  in- 
validism and  often  fall  prey  to  the  complications 
which  so  commonly  accompany  it. 

Fracture  of  the  femoral  neck  has  long  been 
the  object  of  scientific  study  and  it  was  Sir  Astley 
Cooper  who,  over  100  years  ago,  first  postulated 
that  one  of  the  causes  for  non-union  was  the  lack 
of  sufficient  blood  supply  to  the  capital  frag- 
ment. In  1831:,  union  of  this  fracture  was  so  in- 
frequent that  specimens  were  greatly  prized  as 
museum  rarities.  Prior  to  the  time  of  Royal 
Whitman,  who  published  his  monumental  paper 
in  1901:,  bony  union  occurred  in  less  than  12%  of 
the  cases.  Whitman  realized  that  without  ac- 
curate reduction  few  of  these  cases  could  ever 
unite.  He  devised  a method  of  reduction  by  ab- 
duction, traction  and  internal  rotation  of  the  leg, 
maintaining  this  position  by  the  application  of  a 
spica  cast.  Thus,  for  the  first  time,  were  the  pri- 
marv  postulates  of  reduction  and  rest  applied  to 
the  treatment  of  this  fracture.  A review  of  recent 
literature  indicates  that  when  this  method  of 
treatment  is  carefully  followed  bony  union  can  be 
expected  in  from  50-60  per  cent  of  the  cases. 

During  the  past  thirty  years  various  modifica- 
tions of  Whitman’s  method  have  been  developed. 
Outstanding  among  these  is  the  manipulative 
method  of  reduction  described  by  Leadbetter  in 
which  the  hip  capsule  is  first  relaxed  by  flexion, 
after  which  repositioning  of  the  fragments  can 
be  accomplished  more  effectively.  The  incorpor- 
ation of  skin  or  skeletal  traction  in  plaster  affords 
adequate  fixation  in  a less  extensive  cast.  More 
recenty  the  so-called  “well  leg  traction  splints’’ 
have  been  used  to  maintain  reduction. 

As  early  as  1902  Murphy  had  attempted  in- 
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ternal  fixation  of  this  fracture  by  means  of  nail- 
ing, and  soon  after  Delbet  devised  a screw  for 
the  same  purpose.  About  1911  Albee  began  to 
treat  cases  of  non-union  by  open  reduction  and 
fi.xation  with  a bone  peg  which  was  passed 
through  a drill  hole  in  the  femoral  neck  and  up 
into  the  head,  later  advising  this  procedure  as  a 
method  of  primary  treatment.  These  types  of 
fi.xation  met  with  little  general  use,  due  to  certain 
technical  dangers  and  difficulties  in  the  hands 
of  the  average  operator.  About  1913  the  inter- 
esting observation  was  made  by  Cotton  that  near- 
ly all  of  those  fractures  of  the  femoral  neck 
which  were  impacted  resulted  in  bony  union,  and 
he  suggested  that  reduction  be  routinely  followed 
by  artificial  impaction.  The  logic  of  this  pro- 
cedure is  evident,  but  in  the  hands  of  most  opera- 
tors the  end  results  do  not  appear  to  have  shown 
marked  improvement. 

Speed,  in  reviewing  100  cases  adequately 
treated  by  the  Whitman  method  and  followed  for 
a period  of  over  one  year,  reports  non-union  in 
48  cases,  34  of  which  manifested  aseptic  necrosis 
of  the  capital  fragment.  In  four  other  cases  asep- 
tic necrosis  with  bony  union  was  demonstrated  in 
which  gradual  revitalization  of  the  head  occurred. 
The  work  of  Phemister,  Santos,  Murray,  and 
others  has  demonstrated  the  fact  that  the  most 
probable  cause  for  this  aseptic  necrosis  is  inter- 
ference with  the  blood  supply  to  the  femoral  head, 
which  is  derived  from  capsular  vessels  found 
chiefly  along  the  posterosuperior  portion  of  the 
neck,  the  circulation  of  the  marrow  cavity  of  the 
neck,  and  small  vessels  entering  through  the  Liga- 
mentum  Teres. 

In  impacted  fractures  these  sources  of  blood 
supply  are  much  less  seriously  damaged  than 
when  wide  separation  of  the  fragments  occur, 
which  fact  suggests  the  reason  for  their  nearly 
routine  union.  The  factors  which  are  known  to 
favor  union  of  fractures  in  general  pertain  here, 
namely:  Close  apposition,  good  blood  supply,  and 
immobilization.  For  the  past  two  years  we  have 
been  using  a method  of  treatment  in  our  clinic 
which  attempts  to  reproduce  as  far  as  possible 
the  conditions  which  exist  in  the  simple  impacted 
fractures.  The  technique  of  this  method  of  fixed 
impaction  has  been  developed  largely  during  the 
past  decade  and  combines  the  work  and  findings 
of  a considerable  number  of  men.  Smith-Peter- 
son  was  one  of  the  first  men  in  this  country  to 
advocate  the  internal  fixation  of  this  fracture  by 
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(a)  (b) 

Fig.  1.  (a).  Fracture  of  femoral  neck  transported  in  traction  ring  splint.  Note  partial  reduction. 

(u).  Transported  Without  traction.  Note  extreme  shortening  and  external  rotation  present. 


(a) 


(b) 


Fig.  2.  Anteroposterior  and  (b)  lateral  roentgenograms  of  fracture  after  manipulation,  demonstrating  satisfactory  reduction 
in  both  planes. 


(a) 


(b) 


Fig.  .3.  Anteroposterior  roentgenograms  showing  (a)  guide  wires  in  place  and  (b)  flanged  nail  being  introduced  along  the  cen- 
trally placed  wire. 


means  of  a three-flanged  nail  which  combined 
the  strength  of  a steel  beam  with  light  weight 
and  bulk. 


Early  workers  nailed  the  fragments  under  di- 
rect visual  guidance  after  the  fracture  had  been 
reduced  by  open  operation  on  the  hip  joint.  With 
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improved  radiographic  technique,  however,  ar- 
throtomy  is  rarely  necessary.  When  accurate  re- 
duction has  been  demonstrated  by  anteroposterior 
and  lateral  roentgenograms  of  the  femoral  neck, 
the  lateral  aspect  of  the  femur  just  beneath  the 
greater  trochanter  is  exposed  with  aseptic  tech- 
nique and  two  or  three  Kirschner  wires  are  drilled 
at  slightly  varying  angles,  up  through  the  femoral 
neck  and  head  and  into  the  acetabulum,  thus 
firmly  fixing  the  fragments.  A centrally  placed 
wire  is  determined  by  radiographic  recheck,  and  a 
three-flanged  nail  of  suitable  length  is  driven 
into  place  along  this  guide  wire,  a drill  hole  in  the 
head  of  the  nail  permitting  it  to  he  threaded  over 
the  wire.  \\'hen  the  head  of  the  nail  rests  upon 
the  subtrochanteric  region  the  fragments  are 


FIG.  4 

Fig.  4.  Flanged  nail  in  place  firmly  fixing  the  capital  frag- 
ment on  the  neck  and  thus  maintaining  fixed  impaction. 

firmly  impacted  by  several  light  blows,  the  wires 
removed  and  the  wound  closed.  An  appropriate 
dressing  is  held  in  place  by  a muslin  hip  spica 
bandage  and  the  jiatient  returned  to  bed  in  a trac- 
tion ring  splint. 

This  procedure  involves  no  extensive  surgery, 
causes  little  shock  to  the  patient,  and  can  be  car- 
ried out  under  local,  general  or  spinal  anesthesia 
as  indicated.  Use  of  the  back  rest  is  permitted 
at  once  and  the  patient  can  be  turned  with  com- 
fort. Hospitalization  is  necessary  only  until  the 
wound  has  healed,  or  so  long  as  the  general  con- 
dition of  the  patient  demands.  Light  weight- 
bearing with  the  aid  of  crutches  is  started  in  from 
three  to  four  weeks  if  the  condition  of  the  patient 
permits.  A lift  of  two  inches  is  placed  on  the 
sole  of  the  shoe  of  the  well  leg  so  that  early 
weight-bearing  takes  place  in  a relatively  ab- 
ducted position  due  to  the  tilting  of  the  jielvis. 
The  flanged  nail  is  usually  removed  after  twelve 
months  when  bony  union  can  he  demonstrated. 


hut  if  well  placed  may  be  allowed  to  remain  long- 
er without  danger. 

CASE  SUMMARIES 

Mrs.  S.  .1.,  age  75  years.  Fell  at  home  on  January 
2,  1935.  Taken  to  hospital  where  x-ray  examination 
revealed  fracture  of  the  femoral  neck.  To  bed  with 
moleskin  traction  three  days  while  she  recuperated 
from  primary  shock  and  general  medical  check-up 
was  made.  On  January  5,  1936,  under  low  spinal 
anesthesia,  closed  reduction  and  internal  fixation  with 
flanged  nail  was  done.  Postoperative  course  unevent- 
ful. Back-rest  first  day.  Up  in  wheel  chair  in  three 
weeks.  Left  hospital  February  7,  1936.  Light  weight- 
bearing was  begun  on  April  25,  1936.  Full  weight- 
bearing  on  September  1,  1936.  Nail  has  not  been  re- 
moved. No  final  x-ray  check  has  been  possible, 

Mrs.  B.  K.,  age  62  years.  Tripped  over  electric  cord 
at  home  on  January  10,  1937,  sustaining  fracture  of 
the  femoral  neck.  Hospitalized  with  traction  for 
three  days  and  physical  condition  checked.  On  Jan- 
uary 13,  1937,  under  basal  anesthesia,  closed  reduction 
with  fixed  impaction  by  flanged  nail  was  done.  Post- 
operative course  uneventful.  Back-rest  allowed  on 
first  day.  Stitches  removed  on  eighth  day.  In  wheel 
chair  on  tenth  day,  and  left  the  hospital  on  the  four- 
teenth postoperative  day.  Light  weight-bearing  be- 
gun on  the  twenty-fourth  day,  and  on  March  1.  1937, 
the  patient  was  about  hei-  home  freely  with  the  aid 
of  crutches. 

The  value  of  the  application  of  traction-ring 
splints  as  a fir.st  aid  measure  in  all  fractures  of 
the  leg  has  frequently  been  stressed.  Their  early 
use  in  all  suspected  hip  fractures  would  be  espe- 
cially advantageous  as  it  would  tend  to  conserve 
the  blood  supply  to  the  capital  femoral  fragment 
by  relieving  pressure  of  the  distal  fragment  on 
the  capsular  vessels  and  minimize  soft  tissue  in- 
jury. Figure  I demonstrates  the  position  of 
fragments  in  a femoral  neck  fracture  transported 
in  traction,  and  one  transported  with  none.  Xote 
the  partial  reduction  of  the  fracture  by  the  trac- 
tion splint. 

While  our  small  series  of  cases  treated  by  this 
method  and  followed  for  so  short  a period  of  time 
does  not  warrant  final  conclusions  as  to  end  re- 
sults. yet  we  feel  that  closed  reduction  followed 
by  fixed  impaction  offers  a definite  advance  in 
the  treatment  of  this  problem  fracture,  both  as  to 
the  comfort  of  the  patient  and  in  improving  the 
probability  of  bony  union.  Our  personal  experi- 
ence with  this  method,  together  with  information 
received  by  personal  communications  from  others 
employing  it,  lead  to  the  tentative  conclusion  that 
bony  union  can  be  expected  in  from  75  to  90  per 
cent  of  the  cases  so  treated. 

CONCLUSIONS 

This  method  of  treatment  favors  bony  union 
by  meeting  the  physiologic  requisites  of  accurate 
leduction,  good  blood  supply,  and  adequate  im- 
mobilization. 

The  slight  trauma  of  this  procedure  to  the  pa- 
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tieiit,  together  witli  the  early  activity  which  it  per- 
mits, minimizes  the  development  of  complications 
and  adds  greatly  to  comfort  during  con- 
valescence. 


Early  application  of  traction-ring  splints  to  all 
suspected  hip  fractures  is  urged  as  a means  of 
j)reserving  the  circulation  of  the  capital  fragment 
and  lessening  soft  tissue  injury. 


H.\LLUX  \'.-\LGL’S:  A STEDY  OF  EXD  RE.Sl'LTS  OE 
I’.rXK )XECTOAIIE.S* 


W.  R.  HAJIHA,  M.  D., 
Iowa  City. 


As  the  size  of  the  toe  is  small  indeed  in  rela- 
tion to  the  body  as  whole,  any  deformity  of  the 
former  would  seem  to  play  a minor  role  in  the 
function  of  the  entire  body  structure.  However, 
the  essentials  of  normal  gait  jdace  great  stress 
upon  the  action  of  the  great  toe.  Thus  weight 
on  the  forward  sw’inging  leg  is  first  thrown  on 
the  heel,  the  force  then  passing  through  the  fifth 
metatarsal  head  to  the  first  metatarsal  head.  The 
final  thrust  of  the  leg  is  transmitted  through  the 
fle.xor  hallucis-longus  to  the  great  toe  component. 


irritation,  a bursa  forming  under  thick  calloused 
skin  ; the  latter  are  very  suscejitible  to  inflamma- 
tion and  infection.  The  small  toes  adapt  them- 
selves to  the  abducted  position  of  the  great  toe. 
assummg  an  abducted  and  hammered  position. 
The  sesamoid  bones  under  the  first  metatarsal 
head  follow  the  deviation  of  the  short  fle.xor 
tendons  of  the  great  toe.  The  lateral  sesamoid 
may  be  entirely  displaced  into  the  space  between 
first  and  second  metatarsal  heads,  thereby  remov- 
ing their  weight-bearing  ability  and  throwing  ad- 
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It  is  evident  therefore  that  a deformity  causing 
disalignment  of  the  great  toe  disturbs  the  gait 
by  destroying  the  final  driving"  force  of  the  pro- 
pelling extremity,  placing  undue  pressure  in  areas 
not  intended  for  this  demand,  and  eventually  pro- 
ducing traumatic  changes  of  arthritic  nature  and 
painful  callosities. 

Hallu.x  valgus  consists  of  an  abduction  of  the 
phalanges  in  the  first  metatarso-phalangeal  joint. 
This  deviation  places  the  abductor  hallucis  muscle 
under  the  metatarsal  head,  thereby  changing  its 
abductor  action  to  flexor  action.  The  adductor 
hallucis  muscle,  lateral  head  of  short  flexor  and 
medial  joint  capsule  shorten  to  adapt  themselves 
to  the  new  position,  thereby  established  its  per- 
manency. The  accompanying  lateral  deviation  of 
the  extensor  hallucis  longus  tendon,  which  is 
often  shortened  for  similar  adaptive  purposes, 
now  acts  as  a bowstring  across  the  angle  formed 
by  the  deviation.  The  medial  jirominence  of  the 
first  metatarsal  head<i>,  which  is  often  inter- 
preted as  an  enlarged  joint,  acquires  an  exostosis 
on  its  medial  aspect  in  response  to  the  unusual 
pressure  and  irritation  from  the  shoe  vanq).  The 
“bunion”  is  the  soft  tissue's  response  to  the  same 

^Service  of  Dr.  A.  Steindler,  University  of  Iowa. 


ditional  stress  on  an  already  suffering  meta- 
tarsal head. 

The  literature  lists  many  factors  responsible 
for  the  occurrence  of  hallu.x  valgus — These  are 
enumerated  in  the  following  classification: 

I  Improper  foot  apparel. 

a.  Shoes  tig'ht,  narrow,  or  short. 

b.  Shoes  improperly  selected. 

1.  High  heel:  increased  pitch  causing  foot  to 
slide  down  into  tip,  cramping  intrinsic  foot 
musculature. 

2.  Improper  support  under  first  metatarsal 
shaft;  metatarsal  head  alone  being  supported 
and  bearing  excess  pressure. 

c.  Tight  hosiery. 

II  Pre-existing  ))es  valgue:  Continuation  of  same 

force  that  depresses  longitudinal  arch  and  abducts 
forefoot,  throws  first  metatarsophalangeal  joint 
frontal  plane  into  eversion,  forcing  great  toe  into 
abduction. 

III  iUuscle  imbalance. 

a.  Weakness  or  paralysis  of  abductor  hallucis  flex- 
or or  extensor  hallucis  longus,  or  flexor  hal- 
lucis brevis,  leaving  adductor  hallucis  unop- 
posed. 

b.  Incidental  to  joint  and  muscle  changes  asso- 
ciated with  arthritis. 

IV  Traumatic:  Secondary  scai"  contracture;  deep  lac- 
eration of  plantar  surface  of  forefoot. 

V  Congenital. 

a.  Metatarsus  primus  varus(2) — first  metatarsal 
adducted. 
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b.  Os  intermetatarseum — may  cause  metatarsal 
adduction. 

1.  Free  ossicle(3). 

2.  Attached  to  metatarsal  base(-l). 

a.  Laterally  articulating  with  second  meta- 
tarsal. 

b.  Interiorly (5). 

Symptoms  of  hallux  valgus  are  produced  by 
the  so-called  bunion  and  the  disturbed  mechanics 
of  the  weight-bearing'  foot.  The  first  metatarso- 
phalangeal joint  is  painful  primarily  because  of 
bursal  inflammation  or  pressure.  Later  arthritic 
changes  may  occur  which  may  become  so  marked 
that  hallux  rigidus  result.  The  hammered  and 
abducted  small  toes  are  assuming  no  weight- 
bearing, placing  all  pressure  on  the  metatarsal 
heads  instituting  anterior  metatarsalgia.  Thick 
or  tender  callosities  appear  secondarily  under 
these  portions  of  the  anterior  arch.  Thus  in  late 
stages,  we  see  a patient  walking  with  a stiff  gait, 
shortened  stride,  placing  the  foot  down  so  that  all 
weight-bearing  surfaces  immediately  assume  their 
burden,  using  very  little  of  the  flexion  extension 
range  of  the  ankle  joint. 

The  primary  treatment  of  hallux  valgus  is 
conservative.  This  consists  of  adequate  support 
for  both  longitudinal  and  anterior  arches,  thereby 
relieving  stresses  and  redistributing  weight.  A 
properly  fitted  straight  last  shoe  is  the  founda- 
tion. The  vamp  must  be  pliable  to  allow  snug 
lacing,  supporting  shaft  without  extreme  pressure 
on  first  metatarsal  head.  The  toe  piece  must  be 
wide  enough  to  prevent  cramping  of  the  toes. 
An  insole  will  support  the  longitudinal  arch  but 
any  valgus  of  the  foot  responds  best  to  addition- 
al wedging  of  heel  into  supination  and  forefoot 
into  pronation^®h  This  restores  the  normal  re- 
lationship of  forefoot  to  the  hindfoot.  1/8-in.  or 
3/lG-in.  wedges  are  sufficient.  The  extension  of 
an  insole  far  enough  anteriorly  to  oppose  meta- 
tarsal shafts  just  posterior  to  heads  or  the  addi- 
tion of  a bar  of  leather  3/16-in.  thick  under  or 
into  the  sole  of  the  shoe  just  behind  metatarsal 
heads  relieves  the  latter  of  weight-bearing.  Ho- 
siery must  be  sufficiently  long  and  wide  to  allow 
free  toe  motion.  With  the  addition  of  daily 
manipulations  to  gently  correct  the  deviation  and 
exercises  to  develop  the  intrinsic  foot  muscula- 
ture, considerable  improvement  may  be  expected, 
particularly  in  the  early  cases.  Night  splints, 
maintaining  great  toe  adduction,  hold  whatever 
correction  is  obtained  from  day  to  day.  Social 
demands,  however,  often  decrease  the  chance  for 
improvement.  The  altered  appearance  of  a shoe 
that  is  off  a last  other  than  a straight  last  seems 
to  constitute  a social  handicap,  particularly  in 
women.  This  e.xplains  the  greater  frequencv  of 
hallux  valgus  in  the  female  sex. 


But  what  is  the  logical  treatment  for  the  group 
that  does  not  respond  to  conservative  therapy  or 
that  desires  cosmetic  change?  Periodically  new 
methods  of  surgical  correction  appear  in  the  lit- 
erature, each  introduced  as  the  logical  solution. 
Following  the  report  of  a few  case  histories  with 
varied  results,  usually  very  encouraging,  the  new 
method  falls  into  obscurity.  The  literature, 
therefore,  abounds  with  a variety  of  operations 
for  correction  of  hallux  valgus,  each  with  its  pe- 
culiarities, short-comings,  or  specialized  tech- 
nique. Following  is  an  outline  of  the  better 
known  plasties.  Combinations  of  these  are  too 
numerous  to  mention. 

I  S'imple  resection  of  exostosis — Schede. 

II  Resection  exostosis  and  capsulotomy  or  plasty— 
Silver,  McBride,  Porter,  Roberts,  Hiss,  Payr, 
Stanley,  Lenggenhagger, 

III  Resection  of  head  of  metatarsal — Heuter,  Mayo, 
Perkins,  Roth,  Soresi. 

IV  Resection  of  ijroximal  phalanx,  partial  or  total — 
Brandes,  Keller,  Girdlestone. 

V  Wedge  resections  behind  metatarsal  head — Hoh- 
mann,  Reverdin,  MauClaire,  Peabody, 

VI  Wedge  resection  of  metatarsal  base  — Riedl, 
Truslow,  Kleinberg, 

VII  Osteotomy  of  metatarsal  shaft — Ludloff,  Chlum- 
sky. 

At  the  University  of  Iowa  Department  of 
Orthopedics,  adequate  records  for  end  result 
study  are  available  in  339  operative  corrections, 
observed  for  periods  ranging  from  a two  month 
minimum  to  a twenty-two  year  maximum.  This 
series  comprises  42  males  and  157  females.  The 
Brandes  and  McBride  techniques  have  been  used 
only  during  the  past  four  years,  the  Mayo  and 
Silver  plasties  being  previously  accepted  as  the 
logical  procedures.  On  twO'  occasions,  the  Pea- 
body procedure  was  used  for  bilateral  bunions. 

Results  are  classified  as  follows: 

1.  Good  — correction  good,  pain  absent,  active 
flexion-extension  good. 

2.  Pair — correction  cosmetic,  pain  slight,  active 
flexion-extension  slightly  limited. 

3.  Poor — recurrence,  pain,  active  flexion-extension 
poor. 

The  results  tabulated  are,  therefore,  slightly 
pessimistic  as  patients  who  subjectively  are  im- 
proved are  classed  as  poor  results  because  of  ob- 
jective criteria  just  mentioned. 

It  is  evident  that  the  simple  Silver  plasties  pro- 
duced 79%  favorable  and  21%  poor  results.  Ex- 
cluding the  arthritic  feet,  the  141  Silver  plasties 
produced  87%  favorable  and  only  13%  poor  re- 
sults. Similar  consideration  of  the  Mayo  plas- 
ties shows  91%  good  and  9%  poor  results,  ex- 
clusion of  arthritic  feet  shows  only  8%  poor  re- 
sults. The  McBride  and  Brandes  plasties  con- 
stitute a small  series  and  the  14%  and  33%  poor 
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results  respectively  may  not  be  a true  indication 
of  the  procedures'  values.  This  clinic,  however, 
does  feel  that  the  Hrandes  plasty  is  not  as  effec- 
tive as  the  other  three  methods  and  it  has  been 
discontinued  ( Fig'.  1.  2.  ;>). 

Congenital  changes  which  are  interpreted  by 
many  as  contributing  to  or  causing  the  forma- 
tion of  hallu.x-valgus  were  observed.  The  os 


crease  in  adduction  of  first  metatarsal  shaft,  meta- 
tarsus primus  varus,  was  noted  in  Id  instances 
( h'ig.  215).  The  latter  adduction  was  corrected 
by  osteotomy  of  shaft  in  two  feet  ( 1 fair  and  1 
poor  result ) and  I)v  wedge  osteotomy  at  cunei- 
form-metatarsal joint  in  four  feet  (d  good  and  1 
[)oor  results). 

Of  associated  corrective  procedures  performed. 


ABC  D 

Fig.  1 — Before  and  after  various  plasties: 

A.  Silver  bunionectomy  bilateral,  good  results. 

B.  Right  Mayo,  left  Silver  bunionectomies,  good  results. 

C.  Bilateral  Mayo  bunionectomy,  good  results. 

D.  Bilateral  McBride  bunionectomies  with  wedge  rejection  of  right  first  metatarsal  base  for  metatarsus  primus 
varus  ; results  were  fair  early,  later  returned  due  to  improper  shoes,  deformity  recurred,  classed  as  poor  result. 


A B C 

Fig.  2 — Before  and  after  various  plasties  : 

A.  Silver  bunionectomy  bilateral,  good  results. 

B.  McBride  bunionectomy  bilateral;  see  Fig.  ID.  Lateral  extension  of  metatarsal  base,  articulating  with  .seooiul 
metatarsal  interpreted  as  lateral  fusion  of  os  inter  metatarseum. 

C.  Peabody  bunionectomy  bilateral,  one  fair  and  one  poor  result. 


intermetatarseum  occurred  twice  in  its  separate 
state  (Fig.  d);  changes  about  the  base  of  first 
metatarsal  interpreted  as  variations  of  this  sep- 
arate ossicle  were  more  fre(]uent.  Fusion  to  lat- 
eral aspect  of  base,  articulating  with  second  meta- 
tarsal shaft,  (Fig.  315-right)  was  noted  in  twelve 
feet,  fusion  inferiorly  in  four  feet.  Definite  in- 


lengthening of  e.xtensor  tendons  of  toes  was  j)er- 
formed  in  42  feet,  most  frecpiently  in  the  favor- 
able end  results.  Metatarsal  head  re.section,  25 
feet,  and  wedge  resection  of  the  proximal  inter- 
phalangeal  joint  for  hammer-toe  deformity,  18 
feet,  were  equally  distril)uted  among  good,  fair 
and  poor  results.  This  higher  frequency  among 
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the  poor  results  compared  to  the  former  operation  subsequent  small  toe  deformities,  contribute  di- 
is  explained  on  the  basis  of  more  marked  de-  rectly  to  production  and  persistence  or  recurrence 
formity  when  the  latter  two  procedures  were  respectively  of  hallux  valgus. 


A B c 

Fig.  3 — Before  and  after  various  plasties  : 

A.  Left  Mayo,  right  Brandes  bunionectomies.  Results,  left  fair,  right  poor.  Mayo  bunionectomy  should  have  been 
bilateral. 

B.  Bilateral  Silver  Bunionectomy  and  Ludloff  osteotomy ; results  poor ; right  os  itner  metatarseum  fused  to  meta- 
tarsal base. 

C.  Left  Mayo,  right  Sliver  bunionectomies.  bilateral  metatarsal  head  resections;  results,  left  good,  right  poor;  Mayo 
bunionectomy  should  have  been  bilateral. 


deemed  necessary.  Sesamoid  removal  in  8 feet 
was  limited  to  lateral  sesamoid  only,  performed 
only  when  marked  degenerative  changes  were 
present  or  when  displacement  into  the  space  be- 
tween first  and  second  metatarsal  heads  ]wevented 
good  correction  of  the  first  metatarsal  shaft  ad- 
duction. 


Postoperative  infection  occurred  in  4%,  only 
2%  predisposing  to  poor  results. 


FIG.  4 

Fig.  4.  Bilateral  os  intermetatarseum. 

CONCLUSIONS 

1.  Congenital  anomalies  play  a minor  role  in 
the  formation  of  hallu.x  valgus. 

2.  Extrinsic  forces  as  improper  shoes,  and 


Conservative  treatment  improves  a large 
])ortion  of  hallu.x  valgus  patients,  especially  in 
the  early  stages. 

4.  Simple  resection  of  exostosis  alone  with- 
out correction  of  the  deviation,  if  the  latter  does 
not  exceed  In  to  20  degrees,  seems  to  be  the 
most  logical  method,  especially  in  women  whose 
social  demands  stress  shoes  that  seem  attractive 
rather  than  sensible. 

T).  In  the  absence  of  arthritic  changes,  simple 
procedures  as  the  Silver  and  IMcBride  plasties 
bear  promise  of  the  greatest  percentage  of  favor- 
able end  results. 

().  In  the  presence  of  arthritic  changes,  atro- 
phic or  hypertrophic,  a more  radical  procedure 
as  the  Mayo  plasty  is  in  order. 

T.  Associated  small  toe  deformities  should  be 
corrected  so  that  a space  does  not  persist  after 
correction  between  great  and  second  toes  into 
which  the  former  may  subsequently  migrate. 

8.  Metatarsus  primus  varus  of  15  to  20  de- 
grees should  be  corrected  simultaneously  with 
correction  of  hallux  valgus,  base  correction  being 
more  logical  and  affording  better  results  than  the 
shaft  osteotomy. 
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SKIX  ERUPTIONS  DUE  TO  NUPERCAIN  AND  PANTOCAIN 

O.  J.  CAMERON,  M.  D., 

Omaha. 


Since  1912,  when  novocain  ( procain ) was  in- 
troduced as  a safer  local  anesthetic  for  many  jiiir- 
poses  than  cocaine,  there  have  been  many  other 
ors^anic  compounds  brought  forth  for  the  same 
purpose,  many  of  which  have  been  discarded,  but 
a few  of  which  are  of  decided  value.  During  the 
war  novocain  was  scarce  in  this  country.  It  was 
not  until  1921  that  Eane^^^  reported  novocain 
denn'>t'tis  of  the  hands  in  dentists,  and  since  then 
this  rather  uncommon  hut  troublesome  occupa- 
tional skin  disease  has  had  considerable  mention 
in  medical  and  dental  literature,  one  of  the  most 
valuable  .symposia  on  this  subject  having  been 
]iresented  by  Klauder^’^  and  Gilchrist. 

It  is  not  surprising  that  following  the  introduc- 
tion of  a new  local  anesthetic,  some  years  may 
elapse  before  the  first  reports  of  dermatitis  from 
its  use  appear,  as  most  cases  of  idiosyiicrasv  to 
such  a substance  are  acquired,  and  often  acquired 
I only  after  years  of  use.  Also,  those  who  are  in 
contact  with  such  preparations  are  also  apt  to  he 
contacting  other  common  skin  irritants  or  eczema- 
togenoiis  materials  as  for  instance,  formaldehyde, 
mercurv  products,  lysol,  epinephrin,  phenol,  iodin, 
antiseptic  soaps,  etc.,  and  in  such  cases  it  may  be 
difficult  to  ascertain  which  is  the  major  single 
offender. 

.Among  others,  nupercain  ( percain ) and  panto- 
cain  ( tetracain  ) have  in  about  the  last  ten  years 
been  found  to  he  exceedingly  effective  and  safe 
local  anesthetics  with  many  uses  for  each.  The 
following  case  reports  should  demonstrate,  how- 
ever, that  either  of  them  may  in  an  occasional  in- 
stance produce  a marked  cutaneous  reaction. 

Case  1.  Mrs.  S.,  age  54.  bad  used  some  proorietarv 
suppositories,  carljolated  vaseline,  weak  lysol  water, 
and  calamoin  ointment  for  relief  of  piuritus  ani  et 
vulvae,  without  relief  and  anparently  without  aggra- 
vating her  ti’ouble  or  causing  local  dermatitis.  An 
ointment  of  nupercain  (1%)  was  prescribed  liv  her 
physician  and  used  with  some  relief  for  two  weeks, 
after  w'hich  marked  itching,  burning  and  swelling  of 
the  skin  and  mucosa  of  the  gluteal  cleft,  iierineum. 
vulva,  vagina,  inner  thighs  and  pubic  t'egion  occurred 
and  persisted.  I saw  her  in  consultation  aftei-  this 
condition  had  been  present  for  a week,  and  at  this 
time  there  was  intense  erythema,  edema,  many  small 
discrete  and  confluent  vesicles  and  areas  of  erosion 
and  serous  oozing  on  the  above  named  regions.  There 


was  general  dryness  of  the  rest  of  her  skin  and  a 
general  pruritus,  manifested  by  many  small  excoria- 
tions over  her  trunk  and  extremities.  She  was  apath- 
etic, apprehensive,  and  of  an  ashen  gray  color.  Her 
general  examination,  x-ray  and  complete  laboratory 
studies  showed  only  a slight  hypertension  (170/100) 
and  a duodenal  diverticulum  (Dr.  F.  W.  Niehaus)  but 
gave  no  clue  to  the  cause  of  her  dermatitis. 

An  inventory  was  made  of  the  materials  she  had 
used  locally.  This  was  not  difficult  as  the  constitu- 
ents of  the  suppositories  were  printed  on  the  package. 
Batch  tests  of  the  following  substances  were  applied 
to  the  skin  of  her  arm:  cocoa  butter,  carbolated  vase- 
line, 0.5%  a<iueous  lysol,  0.1%  ephedrine  sulphate  in 
vaseline,  zinc  oxide  ointment,  1%  belladonna  in  vase- 
line, boric  acid  ointment.  10%  bismuth  subcarbonate 
in  vaseline,  2%  bismuth  oxyiodide  in  vaseline,  cal- 
amoin ointment  and  nupercain  1%  ointment. 

At  the  end  of  24  hours  the  patch  tests  were  all 
found  to  be  negative  fno  reaction)  except  the  test 
for  nupercain,  which  showed  marked  erythema  .and 
edema. 

T"pon  the  withdrawal  of  the  nupercain  ointment  and 
the  use  of  colloidal  baths,  wet  compresses  of  1% 
aluminum  acetate  solution,  boric  acid  solution,  men- 
tholated cream  and  talc,  the  dermatitis  and  vulvitis 
subsided  in  2 weeks  and  has  not  leturned  in  the  last 
year.  Dr.  R.  R.  Best  removed  her  hemorrhoids  ,and 
rectal  fissure  shortly  after  the  above  episodes  and 
used  only  vaseline  as  a postoperative  instillation. 

Case.  2.  A physician,  age  49,  had  used  nupercain 
1%  ointment  for  several  weeks  for  piuritus  ani  from 
hemorrhoids.  He  suddenly  developed  a marked  in- 
crease in  local  symptoms,  manifested  by  intense  ery- 
thema, edema,  vesiculation  and  erosion  of  the  skin  of 
the  gluteal  cleft,  scrotum,  perineum,  and  penis.  At 
this  time  he  had  been  wearing  a pair  of  colored  sum- 
mer weight  trunks  and  had  used  some  butesin  picrate 
ointment.  These  were  suspected  as  causing  his  diffi- 
culty. Within  a few  days,  more  nupercain  having 
been  used,  the  above  deianatitis  exacerbated  and  a 
general  typical  toxic  erythema  of  a mottled  type  ap- 
peared. His  general  examination  and  laboratory  find- 
ings were  essentially  normal.  T’atch  tests  to  butesin 
picrate  ointment  were  negative  in  24  hours,  but  a 
patch  test  using  nupercain  1%  ointment  was  strongly 
positive  (erythema  and  edema).  As  the  patch  test 
to  nupercain  became  positive  there  was  a general 
flare  of  his  toxic  erythema  which  had  been  subsiding 
under  colloid  baths  and  aluminum  acetate  wet  com- 
liresses. 

After  nupercain  was  iiei'm.anently  withdrawn  the 
dermatitis  entirely  subsided  in  two  weeks  under 
soothing  baths,  lotions  and  ointment.  I have  failed 
to  disprove  the  possibility  that  the  dyed  trunks  may 
have  been  partially  etiologic  but  doubt  that  they 
played  any  such  role. 

Case  3.  Mrs.  1^.,  age  48,  a nurse,  had  i)revioiisly 
found  after  using  butyn  as  an  eye-anesthetic  for  two 
years  that  any  furthei-  use  pi-oduced  a marked 
dermatitis  of  her  fingers.  She  used  pantocain  dro)>s 
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in  patients'  eyes  for  four  years  without  any  diffi- 
culty, catching:  the  overflow  from  the  conjunctival  sac 
with  cotton  held  in  her  fingers.  For  the  last  three 
>ears  she  has  had  a persistent  dermatitis  of  her 
thumb,  index  and  middle  fingers  manifested  by  ery- 
thema, edema,  infiltration,  scaling  and  fissuring. 
Patch  tests  are  markedly  positive  to  pantocain  and 
butyn.  negative  to  cocaine,  holocain  and  homatropin. 
^'al■ious  soothing  and  stimulating  ointments  have 
given  little  or  no  relief.  A few  fractional  x-ray  treat- 
ments brought  only  transitory  relief  and  it  was  not 
deemed  wise  to  continue  such  therapy.  The  only 
measure  of  value  has  been  abstinence  from  the  use 
of  pantocain  and  as  this  has  not  been  found  practi- 
cable, her  dermatitis  persists.  Intradermal  desensi- 
tization injections  were  carried  out  for  several  weeks 
without  untoward  effect  and  without  benefit. 

DI.SCUSSION 

It  is  possible  that  other  reports  of  cutaneous 
sensitivity  to  these  local  anesthetics  will  give  us 
some  idea  as  to  how  frequently  such  reactions  may 
be  expected.  I believe  that  these  cases  are  quite 
uncommon.  Irritations  and  toxic  reactions  in 
other  regions  or  organs,  and  general  toxic  reac- 
tions may  he  expected  from  any  such  drugs. 
Jahnke^'*!  has  reported  eczema  of  the  lids  from 
pantocain  used  in  the  eye.  Choquard^^^  reported 
unex]>ected  general  anesthesia  from  the  local  use 
of  nupercain.  Several  years  ago.  while  on  the 
service  of  Dr.  U.  J.  Wile  in  the  University  of 
Michigan  hosjutal.  T prescribed  34%  nupercain 
in  .-Xquajihor  to  be  used  universally  on  an  infant 
suffering  from  dermatitis  exfoliativa  neonatorum 
(Ritter's  disease).  The  next  day  the  child  was 
in  coma,  from  which  he  fortunately  recovered 
after  the  nupercain  was  discontinued. 
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ZI.\C  IOXIZ.\TIOX  IX  X.AS.AL  .ALLERGY 
L.  15.  Ilernheimer,  Chicago  (Journal  A.  d/.  A., 
June  (i.  I!).)!) ).  treated  twenty-five  persons  suffer- 
ing with  nonsea.sonal  allergic  rhinitis  with  zinc 
ionization.  .All  gave  typical  allergic  histories, 
having  had  trouble  for  from  one  month  to  seven 
years.  Ionization  had  no  effect  on  the  clinical 
course  of  the  disease  in  twenty  of  the  patients. 
Five  were  free  from  symptoms  for  from  five  to 
eleven  months.  The  nasal  mucous  membrane  of 
these  five  patients  became  pink  and  otherwise 
normal  to  macroscopic  examination.  These  peri- 
ods of  remission  are  much  longer  than  the  usual 


periods  of  spontaneous  remissio-.i  observed  fre- 
(juently  in  the  course  of  untreated  hyperesthetic 
rhinitis  with  ])roved  nonseasonal  nasal  allergy. 
The  records  of  twenty  patients  treated  with  tri- 
chloroacetic acid  or  phenol.  The  escharotics  were 
apjilied  to  the  anterior  tips  of  both  middle  tur- 
binates, the  medial  and  anterior  lateral  surfaces 
of  both  inferior  turbinates,  and  both  sides  of 
the  anterior  septal  wall.  (.)f  ten  patients  treated 
with  ])henol.  four  had  periods  of  remission  pro- 
longed for  from  five  to  nineteen  months.  Of 
the  ten  treated  with  trichloroacetic  acid  three  had 
jieriods  of  remis.sfon  which  lasted  for  from  four 
months  to  two  and  one-half  years.  The  usual 
clinical  course  of  hay  fever  of  ten  individuals  was 
in  no  way  altered  by  ionization.  Two  patients 
suffering  from  hyperesthetic  rhinitis  developed 
anosmia.  ISoth  of  these  patients  had  a normal 
sense  of  smell  before  ionization  but  lost  the  abil- 
ity to  detect  unpleasant,  pungent  or  mild,  pleasant 
odors  within  twenty-four  hours  after  ionization. 
Iloth  complained  of  associated  taste  disturbances. 
It  should  not  be  forgotten  that  many  persons  suf- 
fering from  hyperesthetic  rhinitis  have  disturb- 
ances of  the  sense  of  smell  resulting  from  the 
disease  process  itself.  The  rhinologist,  there- 
fore, for  his  own  protection,  should  test  the  pa- 
tient's sense  of  smell  before  employing  ionization, 
just  as  the  ophthalmologist  tests  vision  before  re- 
moving a foreign  body.  One  patient  developed 
a unilateral  headache  referred  from  the  eye  on 
the  affected  side  to  the  lower  occipital  region  and 
down  into  the  neck  and  shoulders.  The  pain 
was  typical  of  the  syndrome  described  by  Slender. 
It  persisted  for  three  and  one-half  months  with 
short  periods  of  remission  following  application 
of  cocaine  to  the  sphenopalatine  foramen.  The 
patient  refused  to  submit  to  alcohol  injection.  Xo 
complications  have  ever  been  noted  from  the 
use  of  escharotics. 


TRE.ATMEXT  (3F  WARICOSE  \'EIXS:  IS 
SVSTEAIIC  DISEASE  A COXTRA- 
IXDIC.ATIOX? 

Edward  .A.  Edwards,  Ilrookline,  Alass.  {Jour- 
nal A.  .1/.  A.,  June  8,  1935),  made  a study  of 
1.000  consecutive  patients  with  varicose  veins 
treated  in  the  outpatient  department  of  the  Bos- 
ton City  Hospital.  Seventy-five  of  the  patients 
had  a iierliminary  ligation.  All  were  treated  by 
the  injection  of  quinine  and  urethane,  or  sodium 
morrhuate  and  a few  by  solutions  of  .sodium 
chloride  and  dextrose,  or  invert  sugar.  Three 
hundred  and  .seventy-five,  or  37.5  per  cent,  of 
these  patients  suffered  from  at  least  one  compli- 
cating .serious  systemic  disease,  and,  according  to 
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previously  noted  criteria,  treatment  would  have 
been  contraindicated  in  them.  There  were  no 
deaths.  Aside  from  syncope  there  were  only 
three  reactions,  all  in  women,  consisting  of  vom- 
iting and  dizziness  once  and  uterine  bleeding 
twice.  A consideration  of  the  pharmacology  of 
the  stibstances  injected  suggests  no  contraindica- 
tion to  their  use  in  the  presence  of  systemic  dis- 
ease. The  removal  of  pain  incident  to  varices, 
and  ulcers  and  phlebitis,  and  the  infection  pres- 
ent at  least  in  ulcers  would  seem  of  very  definite 
value  in  the  treatment  of  heart  disease,  hyperthy- 
roidism, tuberculosis  and  especially  diabetes.  The 
results  obtained  from  this  series  of  cases  would 
suggest  that  the  injection  treatment  of  varicose 
veins  may  be  safely  employed  even  in  the  pres- 
ence of  conditions  in  which  it  was  previously  con- 
sidered as  contraindicated.  A bedfast  patient 
should  not  receive  the  injection  treatment  for 
varices.  During  pregnancy,  the  treatment  of  in- 
dividual segments  of  varices  that  are  large  or 
painful  is  desirable  and  safe,  provided  o.xytocic 
substances,  such  as  quinine,  are  avoided.  Sod- 
ium morrhuate  would  seem  to  be  the  solution  of 
choice. 


AS  OTHERS  SEE  US— OUR  COUNTRY 
DOCTORS 

Many  a tribute  is  paid  to  that  vast  army  of 
physicians  who  choose  to  cast  their  lot  in  the 
small  towns  and  villages  of  our  country.  Poems 
have  been  written  and  a famous  painting  has 
honored  this  profession,  but  all  too  often  we 
who  benefit  from  their  ministrations  are  apt  to 
take  them  as  a matter-of-course.  Depending  en- 
tirely on  their  services,  we  turn  to  them  for 
friendly  advice  in  little  matters  as  well  as  in 
times  of  sickness  and  death. 

Not  the  least  of  the  friendly  services  rendered 
are  their  ever-ready  co-operation  in  any  health 
project  that  will  benefit  the  community.  During 
the  recent  Red  Cross  swimming  classes  our  doc- 
tors donated  their  time  for  free  examination  of 
children  participating,  and  even  more  recently 
they  again  generously  contributed  their  services 
during  our  county  fair,  examining  and  grading 
each  entrant  in  the  4-H  Health  contests. 

The  good  accomplished  by  these  health  con- 
tests cannot  be  measured.  One  particular  in- 
stance was  called  to  our  attention  during  fair 
week  of  a }'oung  girl  who  was  examined  by  a 
local  doctor  last  year  and  found  to  be  in  rather 
a run-down  condition  due  to  an  easily  corrected 
defect.  Eollowing  the  examination  the  parents 
and  child  worked  with  the  doctor  and  this  year 


at  the  time  of  the  yearl}^  contest,  it  was  found 
that  she  had  gained  seven  points  towards  her 
goal  of  county  health  champion.  This  was  not 
an  unusual  case,  just  one  of  the  many  that  could 
be  quoted. 

Children  restored  to  their  rightful  heritage,  a 
healthy  body  and  a clear  mind,  ready  for  school, 
for  work  or  play,  is  the  gift  to  our  community 
from  our  best  friend,  our  country  doctor. 

— Pierce  Call. 


SELF-PERFORMED  OPERATIONS 
John  G.  Frost  and  Chester  C.  Guy,  Chicago 
(Journal  A.  M.  A.,  jMay  Ifi,  1930),  review  the 
recorded  cases  of  autosurgery  which  fall  into 
one  of  four  major  groups:  (1)  surgeons  who 
liave  o])erated  on  themselves.  (2)  normal  minded 
individuals  who  have  been  forced  by  severe  pain 
or  in  the  absence  of  medical  attention  to  perform 
autosurgery.  (3)  the  sexual  perverts  and  those 
suffering  from  an  acute  psychosis,  intense  sexual 
excitement,  or  anger  resulting  in  self-inflicted 
mutilations  or  amputations,  usually  of  the  geni- 
talia and  (4)  those  who.  because  of  utter  ignor- 
ance or  feeblemindedness,  have  attempted  the 
surgical  correction  of  some  obvious  disease  or 
abnormality.  A case  (group  4)  of  major  auto- 
surgery, twice  performed  with  eventual  recovery 
is  reported.  The  patient's  self-performed  opera- 
tions were  undertaken  for  what  seemed,  to  his 
simple  mind,  to  be  good  reasons,  castration  and 
the  resection  of  a loop  of  jejunum  11.5  cm.  in 
length,  the  former  was  performed  without  any 
medical  attention  and  the  latter  with  surgical 
anastomosis  eleve:i  hours  after  the  injury.  Com- 
ments and  diagnoses  by  the  attending  staff  of  the 
Psychopathic  Hospital  on  the  patient  were  that 
he  was  a mental  defective  but  not  committable. 


A TENACIOUS  LIX'ER 

Clerk:  ‘‘Yes  sir,  that  medicine  sure  is  power- 
ful. P>est  stuff  we  have  for  the  liver.  Makes 
ya  peppy.” 

Customer:  “Well,  can  you  give  me  any  spe- 
cific references,  I mean  people  who  have  taken  . 
said  medicine  with  good  results  ?” 

Clerk : “Well,  there  was  an  old  man  living  next 
to  us  who  took  this  liver  medicine  three  years.” 
Customer:  “Well,  did  it  help  him?’’ 

Clerk : “He  died  last  week.” 

Customer:  “Oh,  I see.” 

Clerk : “And  they  had  to  beat  his  liver  with  a 
stick  for  three  days  after  he  died  before  they 
could  kill  it.” — Royal  Gaboon. 
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THE  EXr.ELlEV-VRLE  H.kPPENS 

.Another  physician's  wife  spent  the  evening 
])leasantly  with  the  wife  of  the  editor.  (An  leav- 
ing, she  tarried  a moment  on  the  porch  outside 
the  door,  for  a final  word  and  a friendly  “Good 
Night,"  made  a misstep,  lost  her  balance,  and  fell 
to  the  ground,  sustaining  an  intracapsular  frac- 
ture of  the  femur. 

The  editor’s  wife  impulsively  jumped  to  the 
rescue,  missed  her  footing  and  fell  to  the  con- 
crete walk,  where  she  was  found  by  members  of 
her  family,  unconscious,  lying  in  a pool  of  blood, 
with  a scalp  wound,  a broken  rib.  a Codes'  frac- 
ture and  in  shock. 

In  an  effort  to  lift  the  unconscious  form  of 
his  wife,  the  editor  injured  his  back  so  it  had 
to  be  strapped  and  supported  for  weeks.  The 
editor's  wife  seemed  convalescing  satisfactorily 
until  the  eleventh  post-accident  day  when  embolic 
pneumonia  and  other  complications  developed. 
Ishe  passed  away  on  the  eighteenth  day.  ( See 
page  242 ) . 

.ACKNOWLEDGEMENT 

Because  of  what  is  recorded  above,  Dr.  H.  M. 
Jahr,  Omaha,  kindly  consented  to  cover  the  an- 
nual meeting  of  the  Nebraska  State  Aledical  .As- 
sociation and  his  masterful  report  herein  will  be 
appreciated  by  the  reader. 


THE  SIXTY-NINTH  SESSION 

Eive  hundred  si.xteen  physicians  registered  at 
the  Nebraska  State  Aledical  .Association's  sixty- 
ninth  annual  session  in  the  Hotel  Paxton.  Omaha. 
It  is  significant  that  over  400  of  those  in  attend- 
ance registered  on  the  first  day  of  the  session. 
Several  features  of  the  meeting  deserve  mention 
inasmuch  as,  in  our  opinion,  they  indicate  a sig- 
nificant trend. 

PROGRAM 

The  scientific  program  constitutes  the  most 
important  phase  of  the  annual  convention.  Casual 
reading  of  the  announcement  conveyed  the  im- 
pression that  the  titles  submitted  were  of  the 
usual  "state  meeting"  type.  In  fact  the  writer 
heard  many  remarks  suggesting  this  version.  Ac- 
tually, the  jirogram  committee  is  to  be  congratu- 
lated upon  the  e.xcellence  of  the  papers  read  in 
meeting.  Every  paper  without  exception  gave 
evidence  of  thoughtful  and  dilig'ent  preparation. 
The  meeting  hall  was  crowded  with  an  audience 
bent  upon  obtaining  new  knowledge  or  refresh- 
ing its  mind  on  facts  previously  learned.  It  was 
encouraging  indeed  to  see  our  own  members  well 
trained  in  delivery.  Perhaps  the  loud  speaker 
was  in  some  jiart  responsible  for  the  ease  with 
which  the  papers  were  heard,  yet  generally  one 
feels  that  the  essayist  was  ever  conscious  of  his 
duty  to  ]>resent  facts  carefully  outlined  and  de- 
liver these  facts  with  pedagogical  facility.  The 
guest  speakers  were  well  received  and  although 
some  apprehension  had  been  expressed  at  the 
large  number  of  guests  in  proportion  to  home 
papers,  one  cannot  but  feel  that  the  program  com- 
mittee exercised  discrimination  in  their  choice. 
Strict  adherence  to  time  schedule  brought  many 
commendations  both  from  our  own  members  as 
well  as  our  guest  speakers. 

One  evil,  however,  remains,  though  to  a lesser 
extent  in  comparison  with  previous  years — the 
delav  in  opening  the  morning  sessions  due  to  the 
small  audience  present.  It  is  this  delay  that  im- 
ports a feeling  of  haste  and  results  in  curtail- 
ment and  in  some  cases  omission  of  general  dis- 
cussion of  essays  jiresented. 

SCIENTIFIC  E.NHTBITS 

The  scientific  exhibits,  judging  from  the 
crowded  sjiaces,  received  ample  attention.  Here 
too,  one  is  impressed  with  the  painstaking  care 
with  which  these  e.xhibits  were  prepared.  The 
physicians  submitting  this  material  are  to  be  con- 
gratulated on  their  comprehensive  displays.  This 
feature  of  the  state  meeting,  although  compara- 
tively new.  jiortrays  an  interest  second  to  no  other 
jihase  in  medical  education  through  object  lesson. 
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Exhibitors  should  be  given  every  encouragement 
by  the  program  committee. 

POLITICS 

A feature  that  is  apparently  on  the  wane  and 
l^erhaps  with  no  great  loss  to  any  state  medical 
association  is  the  constantly  decreasing  promi- 
nence of  the  medico-political  situation.  Within 
the  writer’s  memory  the  political  angle  of  the  state 
meeting  in  former  years  was  almost  of  a domi- 
nating character ; dominating,  inasmuch  as  it 
seemed  to  overshadow  the  basic  purposes  of  the 
sessions.  Where  corridor  discussions  used  to  be 
practically  limited  to  political  maneuvering,  the 
past  few  meetings  have  shown  a great  diminution 
in  this  phase  of  the  meeting  with  a definitely  pre- 
vailing interest  in  subjects  more  relevant  to  the 
practice  of  medicine.  One  could  not  say  that 
the  ]X)litical  angle  was  entirely  absent  at  this 
meeting,  but  in  comparison  with  former  sessions 
there  is  indication  that  the  physicians  in  attend- 
ance come  to  increase  their  knowledge  rather  than 
to  wrangle  over  politics. 

— Herman  M.  .lahr,  Omaha. 


HIGHLIGHTS  FROM  OUR  OWN  PAPERS 

According  to  Dr.  C.  S.  Moran,  ovarian  activity 
may  be  estimated  by  an  examination  of  the  sex 
organs  and  secondary  se.x  characters : by  a study 
of  endometrial  histology,  by  quantitative  determi- 
nation of  the  blood  and  urinary  estrogen. 

* ^ :1c  4:  ^ 

Most  physicians  who  have  a microscope  avail- 
able can  learn  to  type  sputum  by  the  Neufeld 
method  for  determination  of  Pneumonia  types. 
Elaborate  apparatus  is  unnecessary,  according  to 
Dr.  W.  W.  Waddell. 

4c  4c  4c  4:  4:  4: 

According  to  Dr.  E.  E.  Koebbe  the  definite 
diagnosis  of  allergy  depends  on  a cytological  ex- 
amination of  the  nasal  secretion.  A high  per- 
centage of  eosinophils  is  diagnostic  of  allergy. 
Predomination  of  neutrophils  point  to  an  infec- 
tious state  of  the  nasal  mucous  membrane. 

4c  4c  4;  4c  4:  4: 

Dr.  J.  F.  Gardiner  believes  that  it  is  only  rare- 
ly that  an  abnormality  of  the  heart-beat  will  be 
met,  which  needs  the  aid  of  the  electrocardio- 
graph. The  accurate  recognition  of  the  irregu- 
larity at  the  bedside  will  save  the  patient  expense 
and  will  often  be  of  vital  importance  in  treat- 
ment. 

4c  4c  4c  4:  4:  4c 

Dr.  I.  C.  Monger,  Jr.:  The  most  important 


consideration  of  the  surgeon  faced  with  operating 
on  a cardiac  patient  is  a determination  of  the  type 
of  heart  disease  and  its  severity.  Such  patients 
are  generally  safe  only  when  they  are  considered 
and  treated  as  especially  unsafe. 

4c  4c  4c  4:  * 4c 

In  speaking  of  cord  bladder.  Dr.  Payson  S. 
Adams  described  the  cystometric  examination  in 
bladder  disease.  The  method  consists  of  deter- 
mining by  a recording  instrument,  A. — the  de- 
sire to  void,  B. — feeling  of  fullness  of  pain,  C. — 
severe  pain  from  over  distention,  D. — the  maxi- 
mum voluntary  bladder  pressure  or  straining  pres- 
sure. The  instrument  is  a modified  mercury 
monometer. 

4;  4c  4c  4c  4:  * 

In  this  enlightened  age  of  the  X-ray  the  ma- 
nipulation and  torture  necessary  for  eliciting 
crepitus  is  a relic  of  the  dark  ages  and  is  more 
likely  to  increase  deformity  and  endanger  the 
ultimate  good  result,  says  Dr.  J.  E.  M.  Thompson. 

4c  4:  4:  4c  4:  4( 

In  speaking  of  injuries  to  tendons  and  nerves 
in  fractures  and  dislocations.  Dr.  Herman  John- 
son holds  that  necessary  information  can  be  ob- 
tained by  observation  of  fingers  and  toes ; deter- 
mination of  motor  power,  sensation,  and  terminal 
circulation.  These  simple  tests  should  be  made 
before  anesthesia  is  administered  for  manipula- 
tion or  open  operations. 

4:  4c  4:  4:  4:  4c 

In  the  experience  of  Dr.  F.  L.  Rogers  prota- 
mine insulin  is  superior  to  the  old  insulin  in  the 
in  the  treatment  of  Diabetes.  The  new  insulin 
requires  small  dosage  and  is  of  longer  duration 
in  its  blood-sugar  control. 

4c  4c  4c  4c  4:  4c 

Describing  his  studies  in  peritoneal  immunity 
Dr.  H.  B.  Morton  stated  that  intraperitoneal  im- 
munity is  associated  with  the  presence  of  macro- 
phage cells  in  the  peritoneal  fluid  and  omenta  of 
the  protected  animals.  The  degree  of  immunity 
seems  to  be  projjortional  to  the  cjuantitative  pres- 
ence of  these  cells. 

4c  4c  4c  4c  * 4c 

Dr.  H.  S.  Morgan,  a member  of  the  .Advisory 
Committee  on  Maternal  and  Child  Health  of  the 
Nebraska  State  Medical  Association,  holds  that 
the  type  of  Obstetrics  practiced  in  a community 
may  well  be  gauged  by  the  questions  asked  by  the 
lay  public  at  the  “Refresher”  meetings  held  in 
some  of  the  councilor  districts  in  this  .state.  "It 
is  gratifying  to  find,”  he  states,  “that  there  is  gen- 
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nine  interest  displayed  by  the  public  in  the  prob- 
lem of  pre-natal  care  and  maternal  mortality.  The 
women  of  the  lay  audiences  are  conversant  with 
the  dangers  of  poorly  indicated  Caesarian  sections 
and  that  they  are  not  demanding  painless  labor 
from  their  medical  attendants.” 

Hfi  4(L  ^ ^ Hfi 

Dr.  B.  R.  Farner:  It  is  as  necessary  that  the 
woman  be  guided  safely  through  pregnancy  in  an 
attempt  to  anticipate,  prevent  and  minimize  seri- 
ous complications  as  for  her  labor  to  be  properly 
conducted.  Her  safety  in  labor  may  be  influ- 
enced favorably  or  otherwise  by  the  care  she  re- 
ceived during  her  pregnancy. 

— Herman  M.  Jahr,  Omaha. 


AMERICAN  MEDICINE:  EXPERT  TESTI- 
MONY OUT  OF  COURT— II 

Five  thousand  answers  received  by  the  Foun- 
dation from  about  two  thousand  doctors  of  twen- 
ty or  more  years  of  practice  constitute  the  basis 
for  the  abstracts  of  opinions  given  in  the  two- 
volume  work  under  consideration.  The  answers 
are  not  only  from  leaders  of  the  profession,  but 
also  from  men  on  the  sidelines.  Answers  from 
the  Nebraska  profession  numbering  forty-five, 
support  the  above  statement. 

The  readers  of  the  Journal  will  be  interested 
to  know  that  the  National  Medical  Advisory 
Committee  directing  this  survey  includes  three 
men  from  Nebraska:  Dr.  Alfred  J.  Brown,  Oma- 
ha; Dr.  C.  W.  M.  Poynter,  Omaha;  Dr.  H.  Win- 
nett  Orr,  Uincoln. 

VIEWS  PROM  MEDICAL  MEN  ON  THE  GENERAL 

PRINCIPLES  AND  CONSIDERATIONS  WHICH, 
THEY  BELIEVE.  SHOULD  UNDERLIE  THE 
ORGANIZATION  OP  MEDICAL  CARE 

The  problem  of  providing  adequate  medical  care,  as 
described  in  the  preceding  section,  is  obviously  very 
complex,  and  there  is  no  single  simple  solution  for  it. 
This  correspondence  is,  therefore,  analyzed  in  order 
to  assemble  the  gener.al  principles  and  considerations 
which,  in  the  view  of  these  medical  writers,  should 
underlie  the  organization  of  medical  care. 

The  views  presented  justify  emphasis  on  ten  out- 
standing principles: 

1.  The  problem  of  medical  care  is  bound  up  with 
the  social  and  economic  problem  as  a whole  and  can 
be  accurately  analyzed  only  in  this  connection.  Medi- 
cine, in  the  view  of  many  students  that  express  them- 
selves in  this  chapter,  must  mesh  with  the  gears  of 
general  society  and  of  economics. 

A number  of  those  that  lack  adequate  medical  care, 
it  is  suggested,  lack  also  adequate  anything;  the  real 
solution  would  be  a living  wage  for  everybody  em- 
l>loyable. 

Medical  care,  it  is  submitted  by  many,  consists  of 
many  things  besides  medical  advice  and  medicine.  The 
achievement  of  public  health  involves  factors  besides 
medical  science;  the  attack  must  be  made  upon  a 
broader  front. 


There  is  the  view  that  the  depression  has  caused 
the  present  crisis  (as  to  medical  care)  and  that  it  will 
pass  with  the  depression;  and  there  is  the  contrary 
view  that  the  depression  merely  revealed  permanent 
defects  hidden  from  the  general  view  in  more  prosper- 
ous times. 

2.  It  is  necessary  to  define  the  objective  of  medical 
science  and  practice — is  it  merely  the  care  of  the  sick 
in  illness  or  the  promotion  of  “positive”  health  for  the 
whole  population? 

3.  Who  is  responsible  for  the  health  of  the  indi- 
vidual? It  is  necessary  to  define  the  extent  to  which, 
in  a modern  industrial  society,  with  unemployment 
and  lack  of  a living  wage  as  permanent  hazards,  the 
individual  can  be  held  responsible  for  his  own  health. 

4.  The  public  conception  of  health  is  a controlling 

factor:  “Adequate”  medical  care  assumes  a public 

that  understands  it,  wants  it,  and  is'  capable  of  re- 
ceiving it.  The  present  extent  of  quackery  and  the 
present  wide  use  of  nostrums  emphasize  the  fact  that 
a better  educated  public  is  a condition  precedent  to 
any  nation-wide  plan  for  making  adequate  medical 
care  available. 

5 and  6.  The  parties  in  interest  are  the  medical 
profession,  the  public  and  the  government  and  all 
three  must  “search  togethei"”  if  the  answer  to  the 
problem  of  supplying  adequate  medical  care  to  the 
whole  population  is  to  be  found.  The  degree  to  which 
government  has  responsibility,  must  certainly  be  pre- 
determined. 

7.  There  is  wide  agreement  on  the  soundness  of 
the  principle  that  the  individual  should  pay  (in  some 
manner)  in  accordance  with  his  capacity  to  pay,  and 
that  there  is  need  for  establishing  indigence  (by  just 
and  generous  means  and  with  no  implication  of  de- 
linquency) and  of  determining  degrees  of  capacity  to 
pay. 

A number  express  the  view  that  there  is  abuse  at 
present  of  facilities  intended  for  the  indigent  and  the 
“medically  indigent”  (those  that  generally  pay  their 
way  but  have  no  margin  at  all  for  medical  care)  and 
that  this  abuse  raises  costs  for  the  middle  class. 

8.  There  is  animated  discussion  as  to  whether  the 
doctor-patient  relation  and  the  free  choice  of  physi- 
cian are  merely  sentimental  smoke  screens  or  whether 
they  do  denote  an  essential  principle  in  medical  ther- 
apy. A general  view  is  expressed  that  so  far  as  they 
are  real  they  can  certainly  be  defined.  It  is  admitted 
that  the  “art  of  medicine”  has  frequently  been  ex- 
ploited at  the  expense  of  the  science  and  that  the 
doctor-patient  relation  ought  certainly  not  to  be  made 
to  serve  as  a substitute  for  diagnosis;  but  there  is 
also  the  view  that  after  the  doctor-patient  relation  has 
been  stripped  of  purely  sentimental  values  genuine 
therapeutic  values  remain. 

While  some  writers  refer  to  the  doctor-patient  re- 
lation and  free  choice  of  physician  as  “overhandled 
pieces,”  there  are  a number  of  expressions  to  indicate 
that  medical  service  should  go  beyond  the  disease 
which  has  caught  the  patient  and  include  the  patient 
who  has  “caught”  the  disease.  There  is  often  little 
to  be  done  about  the  illness,  but  much  to  be  done 
about  the  situation  it  creates,  and  this  principle 
should  not  be  lost  in  seeking  an  adjustment  of  medical 
care. 

9.  Evolution  versus  revolution  in  the  reorganiza- 
tion of  medical  care:  While  certain  groups  advocate 
sharp  and  complete  change  in  the  present  reorganiza- 
tion of  medical  care,  the  view  seems  fairly  general 
that  even  thoroughgoing  change  (which  many  believe 
is  in  order)  will  best  be  worked  out  by  evolutionary 
process. 

10.  Tbe  quality  of  medical  care  must  be  the  deter- 
minant in  all  planning.  The  physicians  quoted  in  this 
section  largely  stress  the  point  that  no  program  of 
reform  will  succeed  that  is  based  wholly  on  economic 
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considerations.  They  feel  that  social  economists  in 
the  past,  in  dealing  with  the  subject  of  medical  care, 
have  perhaps  been  more  concerned  with  the  cost  and 
distribution  of  medical  service  than  with  the  quality 
and  character  of  the  care  itself.  Medical  care  is 
neither  a commodity  nor  a constant,  and  any  distribu- 
tive schemes  that  so  assume  are  destined  to  fail.  Very 
generally  the  view  is  expressed  that  the  best  service 
that  can  be  rendered  to  those  in  need  of  medical  care 
is  first  of  all  to  improve  the  quality  of  medical  care 
and  the  personnel  of  the  profession.  However  the 
problem  may  be  defined,  it  cannot  be  defined  a.s  mak- 
ing mediocre  medical  care  available  to  a greater  num- 
ber of  people. 

Better  medicine,  say  the  doctors,  is  more  important 
than  better  distribution  and  lower  costs. 


THE  DARKENING  HORIZON— HEALTH 
INSURANCE 

During  the  recent  national  campaign,  upon  the 
occasion  of  the  dedicatory  ceremonies  in  Jersey 
City,  President  Roosevelt  took  special  pains  to 
assure  the  medical  profession  that  it  would  have 
nothing  to  fear  from  his  re-election,  but  could 
rest  assured  that  it  would  be  consulted  and  its 
wishes  taken  under  consideration  on  the  question 
of  medical  care  in  devising  means  to  bring  about 
the  goal  set  for  the  administration  in  the  domain 
of  social  security. 

Hardly  had  the  excitement  of  the  election  sub- 
sided than  the  Nezv  York  Herald  Tribune^''^')  of 
November  23,  carried  a story  concerning  a proj- 
ect for  compulsory  health  insurance,  including 
“cash  benefits  in  disability  and  invalidity” — end- 
ing with  the  statement  that  it  can  all  be  conducted 
on  a “pay-as-you-go”  plan. 

We  learn  that  this  story  was  promoted  by  the 
Department  of  Information  of  the  Social  Se- 
curity Board.  It  was  not  published  as  coming 
from  this  Department ; it  was  disguised  so  that 
it  would  appear  to  have  a different  origin  of  issue. 
This  disguise  was  put  on  so  that  the  medical  pro- 
fession would  not  feel  that  “it  had  been  ditched” 
by  Washington  activity  just  two  weeks  following 
the  election,  and  without  even  the  semblance  of 
that  consultation  and  conference  which  the  pre- 
election statement  implied  would  take  place.  From 
information  at  hand  we  confidently  predict  that 
there  will  be  more  and  more  intense  propaganda 
along  the  same  lines  in  the  near  future,  coming 
from  diverse  points  of  issue  but  all  originating 
in  the  same  place. 

We  strongly  resent  this  appeal  to  the  public  in 
an  effort  to  form  public  opinion  prior  to  con- 
sultation and  conference  with  the  medical  pro- 
fession. We  do  not  blame  the  head  of  the  ad- 
ministration for  all  the  acts  of  those  of  its  func- 

1.  “Health  Insurance  Study  is  Instituted  by  Security  Board,” 
New  York  Herald  Tribune,  November  23. 


tionaries  who,  like  Mr.  Watson  Hale  Hamilton, 
have  fixed  ideas  upon  the  topic  at  issue. 

On  the  one  hand  we  are  in  honor  bound  to 
defend  the  high  standards  of  medical  care  which 
we  have  evolved  through  decades.  We  have  a 
duty  to  the  general  public  to  see  to  it  that  instead 
of  dropping  to  the  level  at  which  it  is  held  in 
foreign  lands,  preventive  medicine  shall  not  only 
maintain  its  high  American  level,  but  be  devel- 
oped even  further.  We  have  an  obligation  to  the 
public  to  keep  them  from  developing  into  a na- 
tion of  “medicine  bottle  users”  in  lieu  of  exact 
diagnosis  and  expert  treatment  of  their  ills,  both 
acute  and  chronic.  As  a profession  we  have  a 
tradition  to  maintain,  that  those  who  come  into 
our  ranks  shall  come  because  they  carry  eager 
hands  to  serve  suffering,  and  are  not  a job-hunt- 
ing and  job-holding  fraternity  organized  to  en- 
hance their  economic  and  financial  interests.  We 
want  nothing  whatever  to  do  with  the  inevitable 
dirtiness  which  the  demands  for  “cash  benefits” 
and  “disability  and  invalidism  pay”  would  bring 
upon  us. 

On  the  Washington  scene,  examination  reveals 
a curious  situation.  The  “socializers”  are  active- 
ly preparing  and  issuing  their  propaganda  to  con- 
vince labor  in  particular  and  the  public  in  general 
that  it  zvants  this  legislation. 

On  the  other  hand,  President  Roosevelt  desires 
no  new  ta.xes,  and  so  we  confidently  predict  that 
the  bill  for  compulsory  health  insurance  will  be 
introduced  into  Congress  in  the  latter  part  of  its 
next  session  and  will  be  so  phrased  that  it  will 
take  effect  only  in  January  1938 — thus  easing  the 
gradation  into  additional  tax  burdens ! 

Until  now  President  Roosevelt  has  not  said 
one  word  that  he  himself  is  convinced  that  com- 
pulsory health  insurance  is  the  answer  to  the 
problem  of  medical  care  and  service  to  the  Amer- 
ican people.  Nevertheless,  many  of  the  agencies 
in  his  administration  are  actively  working  for  its 
establishment  here. 

What  shall  our  attitude  be  when  we  are  con- 
sulted? Will  it  suffice  for  us  to  concentrate  only 
upon  a defensive  position?  A positive  position  is 
always  better  than  that  of  a negative  defensive 
attitude.  Shall  we  content  ourselves  only  with 
efforts  to  defeat  compulsory  health  insurance  be- 
cause we  know  its  shortcomings?  Would  it  not 
be  better  for  us  to  formulate  a positive  program 
and  concentrate  our  best  efforts  to  devise  some 
plan  or  scheme  which,  while  obviating  and  avoid- 
ing' all  the  known  disadvantages  inherent  in  com- 
pulsory health  insurance,  would  yet  be  along  lines 
which  without  sacrifice  of  intellectual  honesty 
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and  accepted  higli  principles  of  service,  we  could 
honorably  afford  to  support. 

The  Ncxv  York  Herald  Tribune  of  December 
1,  commenting  upon  the  action  of  the  Social  Se- 
curity Hoard  editorially  remarks : 

To  save  the  medical  profession  and  the  nation 
from  the  application  of  another  European  insti- 
tution, about  as  well  suited  to  our  temper  as 
peace-time  conscription,  it  seems  to  us  that  the 
doctors  will  have  to  consider  forthwith  how  medi- 
cal, nursing  and  hospital  service  can  be  rapidly 
extended  in  conformity  with  the  public  interest 
and  with  their  own  professional  ideals. 

We  have  adopted  the  principle  that  the  care  of 
the  indigent  is  the  care  of  the  community  and  for 
this  care  the  doctor  should  be  paid ; and  we  de- 
mand that  the  highest  quality  of  medical  care  be 
given  those  below  the  "comfort  level,”  at  a cost 
within  their  means.  And  since  the  government 
considers  aid  to  those  below  the  "comfort  level” 
to  be  within  the  domain  of  the  goal  set  for  social 
security,  the  government  should  participate  in  the 
payment  for  this  care.  Upon  any  scheme  con- 
taining these  principles  we  could  unite  because 
neither  the  provisions  of  our  own  Booth  Report 
nor  the  ten-point  program  of  the  A.  M.  A.  would 
he  violated  in  any  way. 

We  are  not  at  this  time  in  jx)sition  to  foretell 
what  organized  medicine  will  do.  Having  in 
mind  the  current  political  situation  with  its  vari- 
ous cross  currents  we  feel  that  the  time  is  almost 
upon  us  w'hen  aetion  will  be  required  of  us  posi- 
tively to  shape  our  policy.  In  this  policy  lies  the 
very  future  of  medicine.  Now,  it  is  for  us  to 
decide  whether  American  medicine  will  lead  the 
way,  or  be  a reluctant  follower  in  the  develop- 
ments with  which  the  instant  situation  is  preg- 
nant. 

— N.  Y.  .Jour.  Med.,  Dec.  15,  1936. 


SAFE  AND  SIMPLE  HOME  OBSTETRICS 

Edmund  Lissack,  Concordia,  Mo.,  and  some- 
time Nebraskan,  published  in  the  Journal  of  the 
Missouri  State  Medical  Association  an  article  by 
the  above  title.  We  republish  part  of  the  article 
having  to  deal  with  labor : 

LABOR 

With  a little  thought,  tact  and  skill  a satisfac- 
tory delivery  room  can  be  improvised  for  a home 
confinement,  even  when  the  surroundings  are 
])Oor  and  the  available  utensils,  linen,  etc.,  meager. 
The  principles  of  the  prevention  of  infection,  i.e., 
first,  the  disinfection  of  the  field  of  operation 
and,  second,  the  absolute  asepsis  of  everything 


that  comes  in  contact  with  it ; that  is,  hands,  in- 
struments, sponges,  etc.,  are  really  simple.  .\ 
great  deal  of  suffering  could  be  avoided  if  these 
two  principles  were  appreciated  and  respected. 

The  sunniest  and  best  room  in  the  house  should 
be  chosen  for  the  confinement.  It  should  not 
have  been  recently  occupied  by  an  infectious  case. 
About  two  weeks  before  the  expected  date  the 
room  could  be  made  ready. 

The  requiremehts  of  asepsis  do  not  demand  that 
the  lying-in  room  be  inhospitably  bare.  Unneces- 
sary furniture  and  dust  catching  bric-a-brac,  etc., 
however,  should  be  removed. 

A washable  floor  is  desirable.  A single  bed 
with  a firm  mattress  is  preferable.  It  should  be 
about  30  inches  high.  The  ordinary  bed  with 
its  soft  and  sagging  mattress  is  best  replaced  by 
a hospital  bed  with  a firm  mattress.  Should  this 
not  be  available  the  ordinary  bed  can  be  raised  on 
stout  wooden  blocks  and  several  table  boards  in- 
serted between  the  springs  and  mattress  to  obtain 
firmness.  A chair,  a kitchen  table,  a sewing  ta- 
ble, the  dresser  and  a rocker  complete  the  furni- 
ture. Provisions  should  be  made  to  have  good 
light,  a bundle  of  newspapers  and  plenty  of  hot 
and  cold  sterile  water. 

Some  patients  may  term  this  unnecessary  prep- 
aration but  a little  tact  and  explanation  will  clear 
the  way.  Advancement  must  be  smoothed  on  the 
people,  not  forced. 
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Childbirth  is  essentially  a surgical  problem  and  I 
must  be  approached  from  that  angle.  The  oper-  | 
ative  field  lies  in  an  area  which  is  subject  to  gross  ‘ 
contamination  and  which  in  part  comprises  tis-  : 
sues  that  cannot  be  safely  treated  with  the  strong- 
er  antiseptics.  The  chief  problem,  therefore,  is  ■ ‘ 
to  do  as  little  harm  as  possible. 

If  it  be  admitted  that  any  invasion  of  the  birth  |i 
canal  carries  a risk,  it  becomes  evident  that  the  : 
simpler  the  procedure  the  better.  A simple  and 
safe  method  is  herewith  presented. 
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The  patient  is  projjerly  dressed  for  delivery. 
The  lower  bowel  is  emptied  by  an  enema  early  *1 
in  the  first  stage.  A snug  abdominal  binder  will 
often  aid  in  making  the  uterine  contractions  more 
effective.  The  physician’s  hands  should  be  well  i .jj 
washed,  his  finger  nails  cleaned  and  the  hands  fj 
covered  with  sterile  gloves  during  the  actual  de-  ti 
livery.  His  street  clothes  should  be  covered  by  a 
sterile  gown  and  he  should  wear  a mask  over  his 
nose  and  mouth.  The  latter  is  one  of  the  essen-  ^ ► 
tials  of  a good  conscientious  technic.  Instruments  'o 
are  boiled  and  set  out  ready  and  handy.  Sterile  ai 
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supplies  should  be  ready  at  hand  and  solution 
pans  filled  and  in  readiness. 

The  vulva  is  shaved  to  aid  in  the  easier  appli- 
cation of  cleanliness  after  delivery.  No  further 
preparation  is  necessary.  Sterile  sponges  and  1 
per  cent  cresol  solution  are  employed  externally 
during  delivery.  The  chief  risk  of  infection  comes 
from  without  and  it  is  reasonable  to  reduce  these 
chances  to  a minimum  by  eliminating  every  jx)ssi- 
bility  of  such  contamination.  For  this  reason  the 
instillation  of  antiseptics  into  the  vagina  during 
delivery  is  not  favored. 

The  course  of  labor  is  followed  by  abdominal 
and  vaginal  examinations.  X’aginal  examinations 
under  strict  sterile  precautions  are  made  only  as 
necessary. 

-■\s  the  contractions  become  increasingly  se- 
vere, more  frequent  and  prolonged,  the  endur- 
ance of  the  patient  is  often  taxed.  Modern  ob- 
stetrics provides  many  analgesics  for  use  in  labor 
and  each  has  its  rejmted  relative  merits,  but  since 
the  most  uneventful  labor  may  at  any  time  devel- 
op a pathological  aspect  demanding  operative  in- 
terference, the  use  of  drugs  whose  effect  is  long 
continued  and  not  ciuickly  removable  becomes  a 
debatable  procedure. 

It  is  desirable  that  the  patient  be  encouraged 
to  use  her  voluntary  musculature  to  supplement 
the  action  of  the  uterine  contractions  during  the 
second  stage  of  labor.  There  is  no  single  meas- 
ure which  offers  the  patient  more  actual  relief 
from  the  recurring  pains  than  the  privilege  of 
coordinating  her  bearing  down  efforts  with  each 
contraction. 

The  problem  of  anesthesia  for  home  delivery 
is  quite  important.  Chloroform  and  ether  still 
compete  for  honors.  The  former  is  .still  exten- 
sively used  and  preferred  for  the  short  anesthetic 
in  spontaneous  labor.  The  too  free  use  of  anes- 
thetics is  a major  cause  of  an  increase  in  operative 
interference  in  childbirth. 

Spontaneous  labor  should  be  encouraged,  in- 
terference being  employed  only  for  definite  and 
strict  indications.  Operative  delivery  increases 
the  risk  of  maternal  morbidity  and  mortality. 

I’ituitrin  really  has  no  place  in  the  conduct  of 
labor  until  after  the  child  has  been  born.  A pre- 
cipitate delivery  is  worse  for  the  mother  and  child 
than  a slow  normal  birth. 

PUERPERIUM 

.\fter  expression  of  the  placenta  a hypodermic 
of  asept'-c  ergot  is  administered.  Anesthesia  is 
again  induced  provided  there  is  repair  work  to 


be  done.  If  not.  the  patient  is  made  comfortable 
in  bed  and  kept  under  constant  supervision  for 
at  least  one  hour  to  guard  against  excessive 
bleeding  from  uterine  atony.  Thereafter  a dram 
of  fluid  extract  of  ergot  is  given  every  three 
hours  for  eight  doses. 

The  delivery  thus  completed  the  patient  will 
require  rest  and  during  the  next  twenty-four 
hours  every  effort  should  be  made  to  see  that 
she  is  not  disturbed.  Thereafter  inactivity  is  not 
essential  and  she  is  encouraged  to  change  her  po- 
sition in  bed  frequently.  It  is  better  for  her  to 
remain  in  bed  about  ten  days.  After  the  third 
day  systematic  exercises,  directed  at  the  abdom- 
inal muscles  and  including  deep  breathing,  rais- 
ing the  legs  and  elevating  the  head  and  shoulders 
are  begun. 

Cleanliness  is  the  greatest  factor  in  the  pre- 
vention of  infection  of  the  breast.  Before  and 
after  each  nursing  the  nipples  should  be  gently 
cleansed  with  a solution  of  boric  acid.  Between 
nursings  the  nipples  are  covered  by  small  squares 
of  dry  sterile  gauze  held  in  place  by  a breast 
binder. 

Mother's  milk  is  the  best  food  for  the  baby. 
Fewer  little  graves  would  be  seen  in  the  ceme- 
teries if  all  mothers  would  or  could  nurse  their 
babies.  It  is  rare  that  a mother  cannot  nurse 
her  baby  if  she  is  given  the  proper  care  before 
and  after  the  arrival  of  the  child. 


r^IEDICAL  LEGISLATION  NIL 

The  first  Unicameral  legislature  adjourned 
without  doing  either  good  or  harm  to  matters  of 
interest  and  importance  to  the  medical  profession, 
as  we  hurriedly  recall  events. 

The  attempted  modification  by  cultists  of  the 
Basic  Science  statute  died  "abornin,”  the  Health 
District  bill,  a really  worthy  one.  was  killed  by 
political  influence  and  [Margaret  Sanger’s  Contra- 
ception l)ill.  an  acephalous  monstrosity,  which  sat- 
isfies nobody,  was  passed  before  it  became  known 
outside  of  the  legislature  what  it  was  about — and 
some  doubt  if  the  senators  themselves  knew  what 
it  is  about. 


AMERICAN  BOARD  OF  SURGERY 
ORGANIZED 

In  answer  to  the  widesi)read  demand  for  an 
agency  which  will  attempt  to  certify  competent 
surgeons  the  American  Board  of  Surgery  has  re- 
cently Iieen  organized.  This  Board  is  a member 
of  tile  .\dvisory  Board  of  Medical  Siiecialties 
which  includes  all  of  the  boards  of  certification 
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for  the  different  medical  s])ecialties  wliich  have 
been  already  organized.  Since  boards  were  in 
existence  for  the  certification  of  practitioners  of 
some  of  the  surgical  specialties  such  as  ophthal- 
mology, otolaryngolog}',  obstetrics  and  gynecolo- 
gy, genito-urinary  surgery  and  orthopedic  sur- 
gery it  is  expected  that  the  American  Board  of 
Surgery  will  be  responsible  for  the  certification 
of  general  surgeons  as  well  as  those  practicing 
in  the  remaining  specialized  subdivisions  of  sur- 
gery. 

Acting  upon  the  invitation  of  the  American 
Surgical  Association  the  following  surgical  soci- 
eties cooperated  in  the  creation  of  the  American 
Hoard  of  Surgery : the  American  Surgical  Asso- 
ciation, the  Surgical  Section  of  the  American 
Medical  Association,  the  American  College  of 
.Surgeons,  the  Southern  Surgical  Association,  the 
Western  Surgical  Association,  the  Pacific  Coast 
.Surgical  Association  and  the  New  England  Sur- 
gical .Society.  The  first  three  of  these  bodies 
which  are  national  in  scope  have  three  representa- 
tives on  the  Board.  All  of  the  other  societies 
have  one  representative  each.  The  representa- 
tives of  the  cooperating  societies  are  nominated 
by  the  society  which  they  represent  and  upon  ap- 
proval of  the  Board  shall  become  members  of  it. 
The  term  of  membership  on  the  Board  will  be 
six  years.  The  following  were  chosen  to  repre- 
sent the  cooperating  surgical  societies : 

Dr.  Evarts  A.  Graham,  Dr.  Arthur  W.  Elting.  Dr. 
Allen  O.  Whipple,  representing  the  American  Surgical 
Association. 

Dr.  Donald  Guthrie.  Dr.  Erwin  R.  Schmidt,  Dr.  Har- 
vey B.  .Stone,  representing  the  American  College  of 
Surgeons. 

Dr.  Fred  W.  Rankin,  Dr.  Howard  ]\I.  Clute,  Dr.  .1. 
.Stewart  Rodman,  representing  the  Surgical  Section  of 
the  A.  M.  A. 

Dr.  Philemon  E.  Truesdale,  representing  the  New 
England  Surgical  Society. 

Dr.  Thomas  Orr,  representing  the  Western  Surgical 
Association. 

Dr.  Robert  Payne,  representing  the  Southern  Surgi- 
cal Association. 

Dr.  Thomas  .Joyce,  representing  the  Pacific  Coast 
Surgical  Association. 

The  following  officers  were  elected:  Chairman,  Dr. 
Evarts  A.  Graham:  Vice-Chairman.  Dr.  Allen  O. 

Whipple;  Secretary-Treasurer.  Dr.  .T.  Stewart  Rod- 
man. 

Two  groups  of  candidates  are  recognized  for  ciual- 
ification  by  the  Board. 

(A)  Those  who  have  already  amply  demonstrated 
their  fitness  as  trained  specialists  in  sui'gery. 

(B)  Those  who.  having  met  the  general  and  spe- 
cial requirements  exacted  by  the  Board,  successfully 
pass  its  qualifying  examination. 

The  first  of  these  gi-oups.  the  Founders  Group, 
upon  invitation  by  the  Board  wull  be  chosen  from  the 
following: 

1.  Professors  and  Associate  Professors  of  Surgery 
in  approved  medical  schools  in  the  United  States  and 
Canada. 

2.  Those  who  for  fifteen  years  prior  to  the  Board's 
organization  have  limited  their  practice  to  surgery. 


3.  Members  of  the  American  Surgical  Association, 
the  Southern  Surgical  Association,  the  Western  Surgi- 
cal Association,  the  Pacific  Coast  Association  and  the 
New'  England  Surgical  Society,  who  are  in  good  stand- 
ing .January  9,  1937. 

All  applications  for  the  Founders  Group  must  be 
received  within  two  years  of  the  Board’s  organization, 
January  9,  1937.  No  candidates  for  the  Founders 
Group  w'ill  be  considered  after  that  date. 

Requirements  for  those  to  be  qualified  by  examina- 
tion will  be  as  follows: 

1.  Graduation  from  a medical  school  of  the  United 
States  or  Canada  recognized  by  the  Council  on  Medi- 
cal Education  and  Hospitals  of  the  A.  M.  A.  or  grad- 
uation from  an  approved  foreign  school. 

2.  Completion  of  an  internship  of  not  less  than 
one  year  in  a hospital  approved  by  the  same  Council, 
or  its  equivalent  in  the  opinion  of  the  Board. 

3.  Si)ecial  Training.  A further  period  of  graduate 
work  of  not  less  than  three  years  devoted  to  surgery 
taken  in  a recognized  graduate  school  of  medicine  or 
in  a hospital  or  under  the  sponsorship  accredited 
by  the  American  Board  of  Surgery  for  the  training 
of  surgeons.  This  period  of  special  training  shall  be 
of  such  character  that  the  relation  of  the  basic  sci- 
ences of  anatomy,  physiology,  pathology,  bacteriology 
and  biochemistry  is  emphasized.  Jvnowledge  of  these 
sciences  as  applied  to  clinical  surgery  will  be  required 
in  the  examination.  Adequate  operative  experience 
in  w'hich  the  candidate  has  assumed  the  w'hole  re- 
sponsibility will  be  required.  An  additional  period  of 
not  less  than  two  years  of  study  or  practice  in  sur- 
gery. 

4.  The  candidate  must  present  to  the  Board  suffi- 
cient evidence  of  good  moral  character  as  to  justify 
it  in  the  belief  that  he  will  not  engage  in  fee  split- 
ting and  other  dishonest  practices. 

Jt  is  expected  that  the  Board,  with  the  assistance 
and  cooperation  of  the  American  Medical  Association 
and  the  American  College  of  Surgeons,  will  be  able 
to  increase  the  facilities  w'hich  now  exist  for  the 
adequate  training  of  young  surgeons  by  means  of 
residencies,  fellow'ships,  etc.,  in  suitable  hospitals. 

The  above  requirements,  especially  those  referring 
to  surgical  training,  are  subject  to  change  from  time 
to  time  as  the  existing  opportunities  for  training  in 
this  field  of  specialization  may  be  broadened. 

The  qualifying  examination  will  be  divided  into 
two  parts;  Part  I,  written,  and  Part  H.  clinical,  bed- 
side and  practical.  The  w'ritten  part,  IWrt  J.  w'ill 
concern  itself  w'ith  general  surgical  problems  and  w'ith 
the  clinical  application  of  the  basic  sciences  of  sur- 
gery to  these  problems.  This  examination  w'ill  cover 
a period  of  three  hours  each  and  will  be  held  simul- 
taneously in  as  many  centers  as  are  necessary  to  ac- 
commodate the  number  of  applicants  w'ho  are  eligi- 
ble. Part  II,  is  entirely  oral  and  will  also  concern 
itself,  in  the  main,  with  general  surgery  and,  as 
stated  for  Part  I.  clinical  application  of  the  basic  sci- 
ences to  the  clinical  problem  represented.  In  addi- 
tion to  this,  in  I'art  II.  an  examination  w'ill  be  given 
to  test  the  candidate's  know'ledge  of  operative  surgery, 
N-ray  plate  interpretation  and  the  principles  and  ap- 
plication of  surgical  anesthesia.  This  examination 
will  be  held  in  as  many  centers  as  the  Board  may 
determine  necessary  to  accommodate  the  eligible 
candidates.  Reexaminations  will  be  allowed  providin.g 
one  year  shall  elapse  between  examinations. 

The  fee  for  Group  A.  the  Founders  Group,  shall  be 
.$25.  The  fee  for  Group  B shall  be  $75,  payable  as 
follows;  $5  for  registration  fee.  which  shall  be  re- 
turned if  the  candidate  is  not  accepted  for  examina- 
tion; $20  for  Part  I;  and  $50  for  Part  II.  The  same 
fee  will  be  required  for  each  reexamination.  Once  the 
candidate  has  become  qualified,  he  will  have  no  fur- 
ther financial  obligation  to  the  Board. 
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This  Board  is  a non-profit  organization.  All  fees 
will  be  used,  after  a reasonable  amount  is  set  aside 
for  necessary  expenses  in  maintaining  its  office,  con- 
ducting examinations,  etc.,  to  aid  in  improving  ex- 
isting opportunities  for  the  training  of  the  surgeon. 

A certificate  attesting  to  a candidate's  qualifica- 
tions in  surgery  after  meeting  the  requirements  of 
the  Board  will  be  issued,  having  been  signed  by  its 
officers. 

Any  certificate  issued  by  the  Board  shall  be  sub- 
ject to  revocation  by  the  Board  at  any  time  in  case 
it  shall  determine  in  its  sole  judgment,  that  a candi- 
date. who  has  received  a certificate,  either  was  not 
properly  qualified  to  receive  it  or  has  become  dis- 
(lualified  since  its  receipt. 

The  Board  will  hold  its  first  examination  (Part  I, 
written)  on  September  20,  1937.  All  inquiries  con- 
cerning applications  for  this  examination  should  be 
received  by  the  secretary’s  office  promptly. 

Requests  for  booklets  of  information,  application 
blanks,  and  other  information  should  be  addressed  to 
the  Secretary — Dr.  .1.  Stewart  Rodman,  225  South 
15th  Street,  Philadelphia,  Pennsylvania. 


‘•SPINAL  DISLOCATIONS” 

In  a recent  number  of  the  magazine  Time 
a New  York  orthopedic  surgeon,  the  son  of  a 
former  Fremont  physician,  now  deceased,  is  quot- 
ed under  the  above  heading,  as  follows : 

In  the  frequent  accident  where  a person  falls  or  is 
thrown  in  such  a way  that  his  spine  telescopes,  the 
injury  usually  occurs  in  the  small  of  the  back.  Dr. 
Robert  Louis  Preston  of  Manhattan  said:  “If  they 
can  be  treated  within  24  hours,  most  of  the  wedging 
of  the  body  can  usually  be  overcome  by  careful 
manipulation  under  general  anesthesia.”  Dr.  Preston 
lays  the  patient  face  downward  with  head  and  shoul- 
ders on  one  table,,  hips  and  legs  on  another,  the  trunk 
sagging  downward  between  the  tables.  This  “forces 
the  spine  into  hyper-extension  and  reduces  the  de- 
formity.” A plaster  cast  keeps  the  spine  stretched 
that  way  for  twelve  weeks,  eight  of  which  the  patient 
must  remain  in  bed. 


HOME  OR  HOSPITAL? 

The  drain  on  a family  which  is  required  to 
support  a patient  in  a hospital  for  a long  time 
is  evident.  It  often  becomes  so  acute  that  it  takes 
the  form  of  delay  in  the  payment  of  the  family 
physician’s  bill. 

P>y  stimulating  medical  service  in  the  home, 
by  establishing  classes  in  home  nursing,  and  by 
promoting  an  intelligent  understanding  of  the 
place  of  the  hospital  in  public  health,  we  should 
be  able  to  effect  a badly  needed  reform  in  medical 
economics.  Lastly,  we  may  find  it  possible  to  re- 
vive that  almost  forgotten  blessing  of  neighborly 
interest  in  the  sick  of  the  community,  which  was 
one  of  the  glories  of  our  less  complicated  eras. — 
Henry  Pleasants,  Jr,,  in  Med.  Economics. 


“I  don't  care  what  the  doctors  say,  I don't 
believe  Cousin  Ed's  got  heart  trouble.  The  old 
skin-flint  ain't  got  any  heart.” 


DR.  ADOLPH  LORENZ  ON  PHYSICALLY 
UNFIT  CHILDREN 

Dr.  Adolph  Lorenz  ( 80  years  of  age ) in  his 
book  “My  Life  and  Work'’,  writing  about  the 
pitiable  condition  of  spastic  paralytics,  goes  on  to 
state : “It  is  even  more  important  that  these  chil- 
dren, who  are  usually  prematurely  born,  should 
not  be  pampered  with  all  possible  means  of  pre- 
serving their  feeble  lives.  If  new-born  premature 
children  are  too  weak  to  stand  the  conditions  of 
extra-uterine  life  in  which  normal  children  thrive, 
they  had  better  die  than  live  a life  not  worth  liv- 
ing at  all.  This  seems  cruel,  but  in  the  end  this 
seems  better.  Believe  this,  from  a man  who  is 
rather  too  soft  hearted  to  be  a surgeon  and  who 
has  witnessed  untold  misery  and  suffering  be- 
cause of  children  who  are  unfit  for  life.” 


THIS  DECADENT  AGE 

A woman  was  knocked  down  by  an  automo- 
bile the  other  day.  Nothing  unusual  about  that. 

The  woman  was  rushed  into  a nearby  private 
hospital  for  emergency  treatment.  Nothing  un- 
usual about  that. 

The  woman  was  successfully  treated  and  after 
ten  days  was  dismissed  from  the  hospital,  cured. 
Nothing  unusual  about  that. 

MTen  the  woman  was  presented  with  a bill  for 
$65.00  for  room,  board,  dressings,  and  general 
hospital  care,  she  showed  indignation  and  stalked 
out  of  the  front  door  declaring  she  had  been  tak- 
en to  the  hospital  without  her  knowledge  or  con- 
sent, and  whereas  she  admitted  that  she  had  been 
well  treated  and  was  now  well  again,  she  felt  no 
responsibility  for  a bill  she  had  not  voluntarily 
contracted.  Nothing  unusual  about  that ! 

— Editorial,  Va.  iUed.  Monthly,  .Jan.,  1937. 


VITAL  STATISTICS  EOR  ENGLAND, 
(INCLUDING  WALES),  AND 
UNITED  STATES 

Dr.  Erederick  Hoffman,  statistician  of  the 
Prudential  Life  Insurance  Company,  furnishes 
the  following  mortality  statistics  for  1934  for 
England  (and  Wales)  and  the  United  States: 

(The  following-  death  rates  are  (luoted  per  100,000 
))opulation.) 

Respiratory  tuberculosis:  England,  G3.5;  U.  S.,  51.2. 

Erysipelas:  England,  3.6;  S.,  1.5. 

Septicemia:  England.  2.0;  U.  S.,  0.7. 

Cancer:  England.  156.3;  It.  S.,  106.3. 

Rheumatic  fever:  England,  3.4;  U.  S.,  1.8. 

Anemia-chlorosis:  England.  6.6;  U.  S.,  3.1. 

Diseases  of  the  nervous  system  other  than  cerebral 
hemorrhage,  apoplexy,  etc.:  England,  7.3;  IT.  S..  3.1. 

Ai'teriosclerosis:  England.  54.4;  IT.  S.,  18.0. 

Retarded  action  of  the  heart;  England,  6.7;  It.  S., 
0.7. 
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Diseases  of  the  myocardium:  England,  163.2;  U.  S., 
108.1. 

Cerebral  hemorrhage,  apoplexy,  etc.:  England,  64.7; 
U.  .S„  85.5. 

Diseases  of  the  coronary  arteries  and  angina  pec- 
toris: England,  26.4;  U.  S.,  42.8. 

Guided  by  these  statistics,  which  he  believes  to 
be  an  absolutely  fair  test  of  health  conditions  in 
private  practice  United  States  and  panel  practice 
England,  Hoffman  concludes  that  “to  impose  a 
system  of  health  insurance  upon  United  States 
wage-earners  would  merely  diminish  their  income 
and  reduce  their  surplus,  which  otherwise  would 
go  toward  maintaining  the  American  standard 
of  living.” 

TAKING  A LITTLE  AT  A TIME 

”.\mericans  won't  stand  for  an  elimination  of 
their  liberties  at  one  fell  swoop,  but  the  knowing' 
have  a way  of  getting  what  they  want,  taking  a 
little  at  a time.” 

The  above,  which  apjieared  recently  in  the  edi- 
torial columns  of  a Nebraska  daily  newspaper, 
s])eaks  volumes  and  should  be  immediately  recog- 
nized by  the  medical  profession  as  the  means 
which  might  be  adopted  to  eventually  establish  a 
jiractice  of  State  Medicine.  Quite  obviously  it 
would  be  an  impossibility  to  regiment  the  medical 
profession  overnight,  so  to  speak,  but  by  adopting 
methods  of  “taking  a little  at  a time”  the  same 
end  result  is  a possibility.  It  might  easily  appear 
in  an  offer  of  grants  of  some  type  or  other  in 
whicli  the  medical  profession  would  have  to  make 
certain  concessions : always,  of  course,  in  the  best 
interest  of  the  patient  at  the  time,  since  it  is  a 
well  known  fact  that  is  a paramount  part  of  the 
medical  profession,  and  is  the  efficient  kind  of 
bait  to  use.  Again  it  might  appear  in  a form  of 
payment  for  services  to  the  medical  profession 
which  would  vest  control  outside  of  the  profes- 
sion. and  again  concessions  must  be  made,  until 
such  a time  that  sufficient  concessions  have  been 
made  until  a great  and  noble  profession  might  be 
under  control,  and  a type  of  practice  can  be  en- 
forced which  we  know  now  is  not  to  the  best 
interest  of  the  patient,  but  which  at  that  future 
date,  having  “taken  a little  at  a time”  might  not 
appear  in  its  true  form. 

If  ever  the  medical  ]mofession  needed  to  be 
alert  and  watchful  with  a close  organization  and 
cooperation  between  its  members  it  is  now.  W'e 
must  admit  that  there  are  problems  of  medical 
care  and  distribution,  but  these  ]4roblems  should 
and  will  be  solved  by  those  who  are  interested  and 
educated  to  handle  such  problems  and  not  those 
who  are  ambitious  to  regiment  and  control  a great 
profession  for  their  own  welfare. 

There  is  no  one  so  capable  of  administering 


medical  care  as  a medical  man,  and  the  control  of  ^ 
such  care  and  its  distribution  should  always  rest  ' 
in  medical  liands.  The  profession  must  always  ® 

insist  that  any  matters  pertaining  to  health  and  i 
medical  care  must  have  its  control  and  direction  ■" 

vested  in  medical  authorities.  This  is  the  only  ^ 

safeguard  to  insure  that  the  physician-patient  re- 
lationship will  always  be  maintained,  and  thus  the  oi 
patient  receives  the  highest  type  of  medical  serv-  iv 
ice.  B 

— M.  S.  Smith,  Executive  Secretary.  [) 

EDITORIAL  PARAGRAPHS 

Next  to  our  families,  our  friends  are  our  most  ' ! 
cherished  possession.  I 

The  American  Medical  Association,  annual  ' 4 
meeting,  will  be  held  at  .Atlantic  City,  June  I'-ll.  nj  ir 

Denmark  has  commenced  to  vaccinate  all  chil-  1 ^ 

dren  against  whooping  cough,  hoping  thereby  to 

practicallv  wipe  out  the  disease.  , 

I) 

We  are  told  that  experiments  by  government 
scientists  show  that  the  gizzard  of  a chicken  is  a 
food  grinder  but  not  a digesting  organ. 

.....  M 

The  new  synthetic  drug  “Prontosil”  is:  Disod-  ^ 

ium  salt  of  4-sulphamido-phenyl-2-azo-7-acetyla- 
mino-l-hydroxynaphthalene  3.()-disulphonic  acid,  jt^,  ^ 

It  is  now  definitely  established  that  diabetic  tt  a 
“coma”  is  not  an  “acidosis.”  The  underlying  f | I 
cause  is  a deficiency  in  the  power  to  assimilate  M' 
carbohydrate  (glucose).  Hi 

The  L'nicameral  legislature  appropriated  the  B! 
sum  of  $1,000  to  the  Nebraska  State  Medical  As-  ■ 
sociation  to  assist  in  the  collection  and  distribu-  I 
tion  of  infantile  paralysis  serum.  W ; 

The  annual  meeting  of  the  American  Associa-  ly 
tion  for  the  Study  of  Goiter  will  be  held  in  De-  B ' 
troit,  Michigan,  June  14,  1.5,  10.  lO,*!!,  with  head-  I ' 
quarters  at  the  P)Ook-Cadillac  hotel.  |H 

Now  that  the  dandelion  season  is  past,  we  pro-  j , 
pose  that  candidates  for  the  next  Unicameral  | , 
legislature  run  on  a platform  slogan:  “Let  every  J , 
one  eat  his  own  dandelions !”  That  will  bring  | 
tlie  votes.  ■ 

.A  Nebraska  cultist  has  landed  in  jail,  with  an 
addition  of  a $.500  fine  hanging  over  him,  for  the 
illegal  selling  of  morphine.  This  should  prove 
a valuable  lesson  to  any  who  may  have  likewise 
trangressed.  (P.  S. — He  has  since  died). 

Dr.  Earl  Sage  in  his  refresher  course  lectures 
is  authority  for  the  statement  that  within  .50  years 
the  mortality  of  ruptured  ectopic  pregnancy  has  1 

been  reduced  from  80%  to  1%  in  a well  con-  i 
ducted  hospital  with  competent  op>erators.  I 
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Dr.  Lee  \V.  Dean,  noted  St.  Lonis  rhino- 
laryngologist,  suggests  that  the  recognition  of 
many  cases  of  sinus  disease  as  an  allergic  mani- 
festation, will  do  away  with  much  of  the  present 
sinns  surgery  being  done,  with  not  altogether 
satisfactory  results  in  most  cases. 

Elected  to  Fellowships  in  the  American  College 
of  Physicians  at  the  recent  St.  Louis  meeting, 
were  the  following  Nebraska  physicians:  Dr.  E. 
P)urkett  Reed  and  Dr.  O.  A.  Reinhard,  Lincoln; 
Dr.  Michael  Barry  and  Dr.  Edmund  i\L 
Walsh,  the  latter  an  associate  member. 

Three  Omaha  doctors,  each  to  serve  four 
months  at  salaries  of  two  hundred  dollars  a month 
each,  were  placed  in  charge  of  the  new  .\-ray 
department  at  the  county  hospital  by  county  com- 
missioners. They  are  Drs.  Howard  Hunt.  Roy 
Fonts  and  James  F.  Kelly.  They  wid  replace 
women  x-ray  operators  in  view  of  the  fact  that 
the  American  Medical  association  in  A-1  rated 
hospitals  requires  men  to  do  this  work. 

The  Public  Health  Service  is  authority  for  the 
following:  Persons  living  in  or  traveling  to  flood 
areas  where  the  water  supply  may  be  polluted 
temporarily  can  assure  themselves  of  a safe  drink 
of  water  by  adding  a drop  of  iodine  to  each  glass 
of  water.  The  ordinary  tincture  of  iodine  for  first 
aid  treatment  of  cuts  does  the  trick  of  destroying 
typhoid  fever  or  other  harmful  germs.  A drop 
will  make  as  much  as  a quart  of  water  safe  for 
drinking.  The  value  of  iodine  for  this  puqxjse 
was  discovered  by  Major  A.  P.  Hitchens  of  the 
U.  S.  Army  Medical  School. 

\ aluable  results  in  the  study  of  blood  chemis- 
try are  reported  by  Drs.  \dctor  E.  Levine  and 
Adolph  Sachs,  Omaha,  of  the  faculty  of  Creigh- 
ton Medical  school.  "Our  experimental  findings,” 
said  Dr.  Levine,  "indicate  that  we  have,  through 
chemical  study  of  the  blood,  found  a method  of 
distinguishing  between  the  blood  of  a child  and 
of  an  adult  and  a means  to  discover  the  sex.  De- 
termination of  sex  and  age  through  blood  analysis 
may  be  tiseful  in  criminology  or  in  identifying  a 
disfigured  body,"  before  the  American  Chemical 
society  in  session  in  (Jmaha  recently. 

Somebody  apparently  has  been  counting  the  rat 
population  for  today  it  is  estimated  there  are 
1215,000,000  rats  in  the  LTnited  States — almost  as 
many  rats  as  persons.  Half  the  total  is  estimated 
to  be  on  farms ; 34,000,000  on  non-farm  country 
residences  and  in  towns  with  less  than  10,000 
population,  and  20, 000. 000  in  cities  of  10,000  or 
more.  The  circular  says  rats  cause  an  estimated 
annual  loss  of  $180,000,000.  Of  this  sum,  $ >3,- 
000.000  is  lost  on  farms,  an  average  of  $10  ])er 


farm;  $(>8,000,000  in  small  towns  and  on  non- 
farm residences,  and  $o8,000,000  in  large  cities. 

"The  diagnostic  value  of  the  \'on  Pirquet  cu- 
taneous reaction  has  long  been  unquestioned. 
More  recently  much  interest  has  been  aroused  in 
its  possible  prognostic  significance  through 
studies  of  variations  in  individual  sensitiveness 
shown  by  delicate  methods  of  testing.  Dr.  Wat- 
son's conclusion  is  that  pronounced  sensitiveness 
to  tuberculin  is  an  advantage  to  its  possessor 
whether  he  has  latent  or  clinically  evident  disease. 
This  is  because  of  a satisfactory  supply  of  an  ac- 
tivating substance  in  the  blood  serum  which  he 
calls  ‘ergine,’  which  breaks  down  circulating 
tuberculin  into  an  irritant  body  producing  toxic 
phenomena  and  some  other  unknown  substance  or 
substances." 
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Frank  S.  Morris,  McCool  .Junction,  Nebr.;  native  of 
Bainbridg-e,  Ohio;  Medical  College  of  Indiana,  1887; 
in  practice  at  McCool  .Junction  for  fifty  years;  a man 
devoted  to  the  community  which  he  served;  father- 
confessor,  good  neighbor,  friendly  advisor;  a studious 
and  earnest  physician;  a man  who  took  his  part  in 
community  problems;  for  many  years  a member, 
sometime  president,  of  the  board  of  education;  an 
extensive  land-holder  in  York  county;  member,  Ne- 
braska State  Medical  Association;  died  May  first, 
1937,  aftei-  some  weeks  of  illness  from  a heart  affec- 
tion, aged  seventy-one  years. 

A widow  and  four  daughters  survive. 

Robert  S.  Lucke,  Santa  Ana,  Calif.;  Rush  Medical 
College,  1884;  practitioner  in  Omaha  for  fifty  years; 
died  of  heart  disease.  May  1,  1937,  aged  about  seventy- 
three  years.  Interment  at  Omaha. 

A widow  and  son.  Dr.  Richard  Lucke,  Waukegan, 
111.,  survive. 

George  L.  Dewey,  Cedar  Rapids,  Nebr.;  native  of 
Lebanon,  Conn.;  Tulane  University  School  of  Medi- 
cine, New  Orleans,  1900;  originally  a farm  boy,  he 
successively  taught  school,  managed  a dairy  farm,  was 
a tea-tester,  hotel  manager,  treasurer  of  Straight 
University;  practitioner  at  Leigh  for  several  years, 
at  I’rimrose  twenty-three  years,  the  past  ten  years 
at  Cedar  Rapids;  died,  after  an  illness  of  several 
months,  April  22,  1937,  aged  almost  seventy-five 

years. 

A wife,  four  daughters  and  a son  survive. 

Henry  H ein,  Wilber,  Nebr.;  native  of  West  Point, 
Nebr.;  Creighton  Medical  School,  1903;  practitioner, 
succesively  at  Tobias,  Seward  and  since  1910  at  Wil- 
ber; civic  minded,  he  took  an  active  part  in  com- 
munity affairs,  was  a member  of  the  board  of  edu- 
cation for  many  years;  member,  Nebraska  State 
IMedical  Association;  died,  after  an  illness  of  some 
months,  April  24,  1937,  aged  sixty  years. 

A son  survives. 

Robert  A.  Gilmore,  retired,  San  Diego,  Calif.;  native 
of  Ireland;  Queen’s  University,  Dublin,  1880;  licenti- 
ate of  the  Royal  College  of  Physicians  and  of  the 
Royal  College  of  Surgeons  of  Edinburgh,  1879;  noted 
practitioner  and  gynecologist  in  Omaha  from  1891  to 
date  of  retirement;  former  member,  Nebraska  State 
iUedical  Association;  a man  of  dignified  pleasing  per- 
sonality; sometime  connected  in  a teaching  capacity 
with  the  Omaha  Medical  College;  died  May  2.  1937,  at 
San  Diego,  a.ged  about  eighty  yeai's. 
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DEATH  CLAIMS  MRS.  F.  A.  LONG  FOLLOWING 
ACCIDENT 

Death  claimed  one  of  Madi.son  county’s  pioneer 
women  Tuesday  afternoon  when  Mrs.  F.  A.  Long, 
wife  of  Dr.  F.  A.  Long  who  had  served  the  commun- 
ity for  more  than  54  years,  passed  away.  Death  was 
attributed  to  pneumonia  which  had  followed  injuries 
suffered  in  a fall  on  Friday,  April  23. 

On  April  23,  Mrs.  E.  O.  Wilson  had  been  spending 
the  evening  with  Mrs.  Long,  and  as  she  was  leaving, 
she  stepped  accidentally  from  the  porch.  In  going  to 
her  aid,  Mrs.  Long  also  fell  and  suffered  severe  in- 
juries. 

Seemingly  on  the  way  to  recovery  following  the 
accident,  Mrs.  Long  was  stricken  with  a severe  attack 
of  embolic  pneumonia  Monday,  May  3.  Although  she 
rallied  for  a time,  her  condition  became  worse  and 
she  failed  to  rally  from  a later  sinking  spell. 


MRS.  F.  A.  LONG 

Funeral  services  for  Mrs.  Long  were  held  Thursday 
morning  in  the  Madison  Presbyterian  church  of  which 
Mrs.  Long  had  been  a member  for  many  years.  Rev. 
Samuel  N.  Norton  was  in  charge  of  the  rites.  Burial 
was  in  Crown  Hill  cemetery. 

On  Wednesday  afternoon  from  4:00  p.  m.  to  7:00 
p.  m.,  the  body  lay  in  state  at  the  family  residence  in 
Madison. 

Maggie  Elizabeth  Miller  was  born  at  Allentown, 
Pennsylvania,  November  12,  1862,  the  daughter  of 
Samuel  and  Catharine  Miller. 

At  the  age  of  sixteen,  she  moved  with  her  parents 
to  Fi'emont,  Nebraska,  and  the  following  year  to  West 
Point,  Nebraska.  There  she  taught  four  years  in  the 
city  schools. 

On  December  2,  1884,  she  was  married  to  Dr.  F.  A. 
Long  and  came  to  Madison  as  a bride.  Here  for  over 
fifty  years  her  life  has  been  closely  interwoven  with 
that  of  the  community. 

Soon  after  coming  to  Madison,  Mrs.  Long  trans- 
ferred her  church  membership  to  the  Presbyterian 
church  and  at  once  began  an  active  affiliation  which 
lasted  throughout  her  life.  This  included  not  only 
participation  in  the  work  of  the  Ladies’  Aid  and  Mis- 
sionary Societies,  but  for  many  years  she  taught  the 
primary  department  of  the  Sunday  school  and  more 
recently  the  Adult  Bible  class. 

Her  life  was  motivated  by  an  unusual  sensitiveness 
to  the  needs  of  others,  and  to  the  community  as  a 
whole.  She  took  a personal  interest  in  many  families 
in  the  community  who  needed  a guiding  hand  and  also 
saw  that  their  physical  wants  were  provided. 

As  her  family  grew  up.  IMrs.  Long  became  interested 


in  the  Madison  Woman’s  club,  serving  as  president. 
Later  she  became  president  of  the  Third  District  Fed- 
eration of  Women’s  clubs.  With  the  creation  of  an 
endowment  fund  in  the  Nebraska  Federation  of  Wom- 
en's clubs,  Mrs.  Long  was  named  chairman  of  the 
Endowment  Fund  committee,  and  largely  through  her 
efforts,  the  fund  reached  the  objective  of  $10,000.00. 

Mrs.  Long  was  active  in  the  organization  of  the 
Madison  public  library  and  was  appointed  a member 
of  the  first  library  boai’d.  During  all  the  intervening 
years,  she  has  remained  a valued  and  faithful  mem- 
ber. She  recently  was  re-appointed  for  a five-yeai' 
term. 

At  the  time  of  the  World  war,  she  threw  her  en- 
ergies into  the  Red  Cross  and  for  ten  years  served 
as  secretary  of  the  South  Madison  County  chapter. 

Not  the  least  of  Mrs.  Long’s  activities  was  that  she 
was  a true  helpmate  to  her  husband  in  his  profession 
as  a pioneer  physician.  During  Dr.  Long’s  active  pro- 
fessional life,  the  office  was  at  the  home.  This 
brought  her  in  sympathetic  contact  with  families 
throughout  the  whole  countryside.  She  went  with 
her  husband  to  medical  meetings  and  acquired  a 
state-wide  circle  of  friends  among  the  medical  pro- 
fession. 

Mrs.  Long  was  one  of  the  organizers  and  became 
the  first  president  of  the  Women’s  Auxiliary  to  the 
Nebraska  State  Medical  Association  and  later  was 
designated  honorary  director  for  life.  She  was  a dele- 
gate to  the  annual  meeting  of  the  Women’s  Auxiliary 
to  the  American  Medical  Association  at  Washington, 
D.  C.,  in  1927,  at  which  time  she  not  only  served  as 
chaplain  for  the  auxiliary,  but  was  elected  a vice- 
president. 

Mrs.  Long  is  survived  by  her  husband  and  three 
daughters,  Frances  Louise,  Santa  Barbara,  California; 
Harriet  Catharine,  Salem,  Oregon;  and  Mrs.  J.  W. 
(Margaret  Eleanore)  Whisenand,  Peoria,  Illinois; 
three  grandchildren,  .lohn,  Margaret  and  Alice  Whis- 
enand; and  two  sisters,  Mrs.  M.  C.  Garrett,  B’remont, 
Nebraska,  and  Miss  Emma  Miller,  Madison,  Nebraska. 

— IMadison  Star-Mail,  May  13,  1937. 


TUBERCULOSIS  ABSTRACTS 

PROGNOSTIC  SIGNIFICANCE  OF  THE 
TUBERCULIN  REACTION 

Ninety-six  cases  of  clinical  tuberculosis  were 
studied  from  1925  to  1933.  Reactions  to  the  tuberculin 
test  were  minutely  observed  and  the  cases  were  classi- 
fied as:  (1)  those  where  a strongly  positive  reaction 
was  obtained;  (2)  those  where  a strongly  positive  re- 
action was  not  obtained.  Observation  of  these  cases 
six  months  later  showed  that  55  per  cent  of  those  who 
had  not  reacted  strongly  were  prognostically  bad, 
while  only  17  per  cent  of  those  who  had  reacted 
strongly  were  in  a like  condition.  Of  the  former  18 
per  cent  had  died,  of  the  latter  only  4 per  cent. 

In  1933  the  survival  rate  for  the  whole  group  was 
53  per  cent,  of  the  strongly  positive  group  56  per 
cent,  of  those  not  strongly  positive  42  per  cent,  or  a 
spread  of  14  per  cent  in  favor  of  the  strongly  positive 
group.  Selecting  only  sputum  positive  cases  from  the 
whole  group  results  were  similar  but  with  a lower 
differential,  8 per  cent. 

Further  evidence  of  the  prognostic  significance  of 
the  strongly  positive  reaction  may  be  deducted  from 
the  fact  that  such  pronounced  reactions  are  usual  in 
cases  of  extra- pulmonary  surgical  tuberculosis  and 
that  there  is  little  tendency  for  these  localized  lesions 
to  become  generalized. 

Again  there  may  be  cited  the  accepted  vulnerability 
to  tubercuolsis  found  in  the  “virgin  soil”  of  primitive 
races  as  illustrated  by  the  severity  of  the  disease 
among  American  Indians  or  in  Professor  Cummins' 
studies  among  the  natives  of  South  Africa.  Dr.  Cum- 
mins speaks  of  the  “natural  liability”  to  tuberculous 
Infection  associated  with  “virgin  soil”  as  a “danger- 
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ous  defile  at  the  very  start  of  the  road  toward  im- 
munity.” 

It  is  a familiar  experience  to  find  a reduction  in 
strength  of  the  tuberculin  test  or  its  disappearance 
during  the  acute  stage  of  a concurrent  infectious  dis- 
ease. This  fading  away  of  the  reaction  may  be  evi- 
dent in  measles,  typhoid,  influenza,  acute  rheumatism, 
pneumonia,  smallpox  vaccination,  chickenpox  and 
whooping  cough.  Realizing  the  frequency  with  which 
some  of  these  appear  to  stimulate  tuberculous  ac- 
tivity it  is  reasonable  to  suppose  that  the  disappear- 
ance of  the  skin  reaction  represents  an  embarrassment 
of  the  organism  in  its  struggle  against  an  existing 
tuberculous  infection. 

Professor  Heimbeck’s  experience  and  similar  ob- 
servations of  Spehl  and  Thys  in  Brussels  in  the  study 
of  tuberculous  morbidity  among  nurses  are  introduced 
as  further  indication  of  a certain  prognostic  signifi- 
cance to  be  drawn  from  variations  in  intensity  of  skin 
reactions  in  adults. 

THE  AUTHOR'S  HYPOTHESIS  OP  THE  SIGNIFI- 
CANCE AND  MEANING  OF  THE  TUBERCULO- 
CUTANEOUS  REACTIONS 

Before  drawing  final  conclusions  from  these  and 
other  observations  the  question  of  the  mechanism  of 
the  tuberculin  reaction  itself  confronts  us.  The  fol- 
lowing experiment  of  Calmette  is  illuminating.  When 
tuberculin  is  introduced  into  the  conjunctival  sac  of 
a non-tuberculous  subject  no  reaction  takes  place.  If 
blood  serum  from  an  actively  tuberculous  patient  is 
introduced  similarly  in  another  non-tuberculous  sub- 
ject there  is  still  no  reaction.  If,  however,  tuberculin 
be  mixed  in  vitro  with  blood  serum  from  a tuberculous 
patient  and  the  tube  kept  for  a given  time  at  a given 
temperature  and  then  injected  into  the  conjunctival 
sac  of  a known  non-tuberculous  subject,  a prompt 
reaction  takes  place. 

From  this  it  may  be  concluded  that:  Tuberculin 
per  se  does  not  cause  this  reaction  and  serum  from  a 
tuberculosis  patient  does  not  cause  it.  There  must, 
therefore,  be  a substance  in  the  serum  of  the  tubercu- 
lous patient  which  acts  on  the  tuberculin  to  liberate 
something  causing  the  toxic  and  irritant  phenomena 
in  the  eye. 

Diving  tubercle  bacilli  flourishing  in  a patient’s 
body  produce  a substance  resembling  tuberculin.  This 
comes  in  contact  with  the  blood  serum  of  the  infected 
individual  and  the  test  tube  experiment  above  de- 
scribed is  repeated.  The  organism,  as  in  other  bacil- 
lary invasions,  should  now  give  a protective  response. 
A substance  appears  in  the  serum  which  so  acts  on 
the  tuberculin  as  to  disintegrate  it  into  (a)  an  irri- 
tant body  producing  toxic  phenomena,  and  (b)  some 
other  unknown  substance  or  substances.  The  author 
suggests  the  name  “ergine”  for  this  substance  and 
assumes  that  the  action  of  “ergine”  on  tuberculin  is 
a stage  in  the  elimination  of  tuberculin  from  the  in- 
fected organism.  Since  constitutional  and  focal  re- 
actions terminate  favorably  in  a large  number  of 
tuberculous  cases,  it  is  also  reasonable  to  assume  that 
the  toxic  body  (a)  is  combated  by  the  elaboration  of 
some  anti-toxic  factor  which  disposes  of  and  elimin- 
ates the  products  of  the  action  of  the  “ergine”  on  the 
tuberculin.  Furthermore,  it  is  again  reasonable  to 
assume  that  the  more  sensitive  the  organism  is  to 
tuberculin,  i.  e.  the  smaller  the  concentration  of  tuber- 
culin required  to  give  a response  of  “ergine,”  the  more 
quickly  will  the  tuberculin,  collected  or  elaborated  in 
that  body,  be  disintegrated  and  disposed  of. 

Calmette  found  that  if  a guinea-pig,  inoculated  with 
living  tubercle  bacilli,  was  given  gradually  increas- 
ing doses  of  tuberculin  (1)  it  became  increasingly  dif- 
ficult to  produce  the  reaction  phenomena  in  the  ani- 
mals under  treatment  with  tuberculin.  However,  such 
pigs  always  reacted  to  massive  doses.  (2)  The  serum 
of  these  treated  animals  contained  nothing  capable  of 
neutralizing  tuberculin  in  vitro,  nor  of  passively  im- 
munizing other  guinea-pigs  against  tuberculin.  (3) 


The  power  of  absorbing  large  doses  of  tuberculin 
without  reaction  was  soon  lost  by  the  animals  if  the 
injections  were  suspended.  (4)  The  lesions  of  these 
animals  did  not  tend  to  progress  more  slowly  than 
the  lesions  of  the  infected  but  untreated  animals,  but 
tended  to  progress  more  rapidly  than  in  the  controls. 

CONCDUSION 

There  does  not  seem  to  be,  at  least  in  the  guinea- 
pig,  any  relation  between  the  power  to  absorb  tuber- 
culin without  reaction  and  the  power  to  successfully 
combat  tuberculous  infection,  i.  e.,  tuberculin  per  se 
is  harmful  even  before  the  “ergine”  has  acted  on  it 
to  produce  toxic  phenomena  and  further  in  the  guinea- 
pig  at  least  even  more  harmful  than  the  “erginised” 
tuberculin. 

The  process  of  elimination  of  tuberculin  consists  of: 
(a)  a response  of  “ergine”  immediately  followed  by 
more  or  less  reaction  phenomena;  (b)  elimination  at 
a varying  rate  of  the  results  of  the  action  of  the 
“ergine.”  Organisms  with  quick  and  efficient  “ergine” 
response  dispose  of  their  tuberculin  piecemeal,  obviat- 
ing toxin  saturation.  Organisms  with  a slow  or  late 
“ergine”  response  permit  the  accumulation  of  tuber- 
culin before  “ergine”  appears  and  functions  with  the 
resulting  production  of  sudden  large  volumes  of  toxin. 

One  is  now  in  a position  to  state  the  following  hy- 
pothesis: Since  toxin  saturation  of  tissues  is  unde- 
sirable, since  accumulation  of  tuberculin  in  the  tis- 
sues is  undesirable,  and  since  the  evolution  and  ac- 
tion of  an  “ergine”  is  an  essential  factor  in  the  pre- 
vention of  both,  then  acute  sensitiveness  to  the  pres- 
ence of  tuberculin  in  the  tissues  leading  to  “ergine” 
formation  and  action  before  large  amounts  of  tuber- 
culin have  accumulated  tends  to  facilitate  the  elimina- 
tion of  the  latter  and  prevent  toxin  saturation  of  the 
tissues,  i.  e.,  sensitiveness  to  tuberculin  is  of  advan- 
tage to  the  infected  organism. 

The  power  to  give  a strongly  positive  Von  Pirquet 
reaction  is  direct  evidence  of  such  sensitiveness. 

— Prognostic  Significance  of  the  Von  Pirquet  Cuta- 
neous Reaction  in  Adults,  Wm.  G.  Watson,  M.  D., 
Ch.B.,  Tubercle,  March,  1937. 


THE  SOCIETIES 

The  regular  meeting  of  the  Omaha- Douglas  County 
Medical  Society  was  held  April  13,  Dr.  J.  Jay  Kee- 
gan presiding. 

Dr.  Charles  F.  Geschickter  of  Johns  Hopkins  Hos- 
pital, Baltimore,  talked  on  Chronic  Cystic  Mastitis 
and  Tumors  of  the  Breast,”  presenting  several  case 
reports.  Dr.  Geschickter’s  talk  was  discussed  by 
Drs.  Hill,  Bliss  and  Henry. 

Dr.  F.  D.  Simonds  presented  a paper  on  “Dow  Back 
Pain  Due  to  Herniation  or  Rupture  of  the  Inner  Ver- 
tebral Disk  Into  the  Spinal  Canal.”  Dr.  Simonds' 
paper  was  discussed  by  Drs.  Keegan  and  .Johnson. 

At  the  regular  meeting  of  April  27,  Dr.  B.  H.  Harms, 
by  invitation,  read  a paper  on  “Cyclopropane, 
From  the  Standpoint  of  the  Anesthetist.”  This 
was  followed  by  Dr.  P.  W.  Duncan  whose 
paper  was  “Cyclopropane  From  the  Standpoint 
of  the  Surgeon.”  These  two  presentations  were  dis- 
cussed by  Dr.  Charles  Shramek,  Dr.  J.  A.  Weinberg, 
Dr.  Duncan  and  Dr.  Harms.  The  next  paper  was 
on  “Hypoglycaemic  Shock  Treatment  in  Dementia 
I’raecox,”  by  Dr.  G.  Alexander  Young  and  Dr.  Rich- 
ard H.  Young,  presented  by  Dr.  Richard  H.  Young. 
The  procedure  was  illustrated  by  motion  pictures  fol- 
lowed by  general  discussion  of  the  subject  by  Dr. 
Young.  The  doctor  brought  out  the  point  that  the 
present  treatment  of  schizophrenia  is  unsatisfactory 
but  that  the  new  method  of  insulin  shock  offers  an 
aid  to  this  problem  in  that  some  of  the  patients  suf- 
fering from  this  condition  may  under  this  procedure 
reach  a stage  whereby  they  can  be  approached  on  a 
reasoning  level  during  this  time  of  remission.  Psycho- 
therapeutic methods  may  be  employed  with  benefit. 
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Discussion  followed  by  Drs.  Dishong,  Ernest  Kelly, 
A.  E.  Bennett,  and  Richard  Young  substantiated  the 
efficacy  of  the  new  method  of  treatment  as  a hope  for 
the  schizophrenic  even  though  at  the  present  time  a 
conservative  attitude  must  be  maintained  until  the 
treatment  has  been  given  further  trial. 

The  Four  Counties  Medical  Society  held  the  April 
meeting  at  Scotia  April  16,  beginning  with  a dinner 
given  by  the  Catholic  ladies.  Dr.  E.  .S.  ]\Ialoney, 
Omaha,  gave  a paper  on  Allergy. 

The  appalling  total  cost  to  the  public  as  a result 
of  the  thousands  upon  thousands  of  cases  of  syphilis 
is  greater  than  even  the  cost  of  permanent  injuries 
resulting  from  automobile  accidents  throughout  the 
nation.  Dr.  E.  G.  Zimmerer  of  Lincoln,  assistant  state 
epidemiologist  of  the  Nebraska  department  of  the 
U.  S.  I’ublic  Health  service,  told  the  Box  Butte  Coun- 
ty Medical  Association  in  an  address  before  the  doc- 
tors at  St.  .Joseph's  hospital.  Alliance,  April  8. 

Dr.  Zimmerer  explained  the  steps  the  government  is 
taking  to  try  to  reduce  the  number  of  cases  of  syph- 
ilis and  eliminate  the  tremendous  loss  in  man  hours 
of  work,  and  the  great  cost  of  the  “rich  man's  venereal 
disease,”  so  called  because  the  long  course  of  neces- 
sary treatments  are  costly. 

Dr.  Zimmerer  outlined  the  steps  which  have  been 
taken  to  wage  a nation-wide  campaign  against  the 
disease  which  has  gained  such  headway  because 
“false  modesty”  prompted  those  afflicted  to  neither 
talk  about  it  and  gain  valuable  information  nor  to 
avail  themselves  of  treatment  in  time.  The  result 
has  been  a rapid  filling  of  asylums  with  insane  syph- 
iletics,  a huge  growth  in  the  number  of  cases  and  a 
situation  which  must  be  remedied  soon. 

Cheyenne- K imball  - Deuel  Medical  Society  met  at 
the  Commercial  dining  room,  Sidney,  April  8.  Covers 
were  laid  for  31  doctors  and  their  wives. 

Principal  speakers  were  Dr.  Paul  Connor  and  Dr. 
W.  \V.  Haggart  of  Denver  and  Dr.  Edmund  Zimmerer 
of  Lincoln.  Dr.  Connor  talked  on  the  important  sub- 
ject of  endocrimology,  and  Dr.  Haggart  discussed  the 
newer  conceptions  of  treatment  of  cancer  of  the 
breast. 

Dr.  Zimmerer.  an  assistant  epidemiologist,  talked 
on  control  and  eradication  of  syphilis,  a subject  that 
is  now  sweeping  the  country  in  a nationwide  drive 
for  eradication  of  this  disease. 

Dr.  .7.  R.  Thomsen,  director  of  dental  hygiene  in 
the  state  of  Nebraska,  and  J.  Warren  Bell,  M.  D., 
director  of  the  maternal  and  child  health  division  of 
the  state  of  Nebraska,  met  with  the  medical  men  and 
dentists  of  Cass  County  at  a dinner  in  the  Hotel 
Plattsmouth  in  I^lattsmouth,  Nebr.,  on  a recent  eve- 
ning. This  was  the  first  meeting  of  the  newely  ap- 
pointed directors  to  be  held  in  this  county.  The 
gathering-  is  a forerunner  of  an  educational  program 
for  mothers  and  children  of  the  state. 

Addresses  were  given  by  both  Dr.  Thomsen  and 
Dr.  Bell  and  moving  pictures  were  shown  for  an  illus- 
trated lecture.  A round  table  discussion  followed, 
with  ideas  to  be  followed  in  the  program  for  infant 
and  mother  welfare. 

The  Fillmore-Saline  County  Medical  Society  met  at 
Wilber,  :March  25  with  Dr.  Robert  C.  Kirchman,  host. 
Following  dinner.  Dr.  E.  C.  Zimmerer,  Lincoln,  of  the 
Department  of  Health,  gave  a talk  on  “Syphilis.” 
Round  table  discussion  followed. 

The  Phelps  County  Medical  Society  was  entertained 
at  the  home  of  Dr.  and  ISIrs.  W.  A.  Schreck  at  Ber- 
trand, at  a dinner.  Dr.  and  Mrs.  G.  W.  Clark  being 
co-hosts.  A short  but  interesting  program  was  put  on 
by  Dr.  G.  W.  Clark  and  Dr.  1\I.  B.  Wilcox,  on  “Neph- 
ritis'' and  the  “Eye  Symptoms  of  Nephritis”  respec- 
tively. 


The  Sixth  Councilor  District  Medical  Society  met 
at  the  Windson  hotel,  Seward,  for  a 6:30  dinner.  May 
24,  following  which  the  subjoined  program  was  heard: 
“Symposium  on  Cancer  of  Stomach,”  Geo.  Pratt.  M.  D., 
Internist,  Omaha;  Howard  Hunt,  M.  D.,  Roentgenolo- 
gist, Omaha;  Alfred  Brown,  M.  D.,  Surgeon,  Omaha. 


HUMAN  INTEREST  TALES 

Dr.  R.  P.  Ogden  has  moved  from  Kennard  to  Wayne. 

Dr.  M.  R.  Pdersol,  Cairo,  was  reported  critically  ill 
in  April. 

Dr.  R.  B.  Armstrong,  Papillion  physician,  has  be- 
come mayor. 

Dr.  C.  E.  Pierce,  Chadron,  is  lieutenant  governor  of 
Kiwanis  International. 

Dr.  and  Mrs.  E.  M.  Faniuhar,  :Minitare,  visited  in 
California  during  May. 

Dr.  Herman  .Tahr  spoke  on  child  training  before  a 
local  Omaha  group  recently. 

Dr.  .1.  T.  .Andrews,  89-year-old  Fairbury  physician, 
still  goes  to  his  office  daily. 

Dr.  C.  C.  Snowden,  Davenport,  retired  physician, 
has  been  reported  seriously  ill. 

Dr.  C.  R.  Williams,  for  several  years  in  practice  at 
Wayne,  has  located  at  Syracuse. 

Dr.  Irving  Woods,  aged  Omaha  retired  physician, 
recently  underwent  an  operation. 

Dr.  J.  N.  Plumb,  York,  has  recently  returned  from 
a three  months  trip  around  the  world. 

Dr.  and  Mrs.  D.  L.  Abbott,  Sidney,  have  returned 
from  a trip  to  Los  Angeles  and  Tucson. 

Bushnell  has  a new  physician  in  the  person  of  Dr. 
M.  H.  Spangler,  late  of  Briggsville,  Colo. 

Dr.  C.  W.  Pollard,  Omaha,  has  been  re-elected  head 
of  the  Omaha  Child  Welfare  association. 

Dr.  F.  P.  Sucgang,  .Alliance,  spent  several  weeks  at 
the  Indiana  School  of  Medicine,  Indianapolis. 

Dr.  P.  B.  Lonergan,  for  a number  of  years  in  prac- 
tice at  Bloomfield,  has  moved  to  Durant,  Iowa. 

Dr.  George  Neuhaus,  Omaha,  spoke  on  “Personali- 
ties” before  the  Miller  Park  Women’s  club  recently. 

Dr.  Victor  E.  Levine  and  Dr.  Sergius  Morgulis  suf- 
fered painful  injuries  in  an  auto  collision  on  the 
city  streets. 

Dr.  .A.  L.  Smith,  Lincoln,  gave  the  graduating  ad- 
dress before  a class  of  13  nurses  at  St.  Elizabeth's 
hospital  last  month. 

Dr.  Floyd  H.  Kinyoun,  Omaha  city  health  commis- 
sioner, was  seriously  but  not  dangerously  hurt  in  an 
auto  collision  recently. 

Dr.  J.  J.  Bruce,  well  known  Madison  muskie  fisher- 
man, gave  an  illustrated  fish  talk  before  the  Norfolk 
Rotary  club,  last  month. 

Dr.  Fred  Loe,  of  the  Indian  service,  recently  took 
charge  of  the  government  hospital  at  Walthill.  He 
came  from  Phoenix,  Ariz. 

Dr.  Gordon  J^racher,  a Madison  product,  has  suc- 
ceeded to  the  medical  field  for  many  years  occupied 
by  Dr.  R.  C.  Gramlich,  Walthill. 

Dr.  R.  C.  Gramlich,  for  twenty  years  in  practice  at 
Walthill,  has  acquired  the  office  and  equipment  of 
the  late  Dr.  Claike  Beede  at  David  City  and  has  taken 
possession. 

Dr.  Bruce  Hay,  who  for  the  past  two  years  was 
associated  with  Dr.  J.  P.  Gilligan,  Nebraska  City,  has 
become  associated  with  a group  operating  the  Park- 
land hospital,  Dallas,  Texas. 

Dr.  Meyer  Beber,  former  assistant  city  physician, 
was  named  assistant  attendant  pathologist  at  the 
county  hospital  at  one  hundred  dollars  a month  as 
was  Dr.  Clarence  Aloran.  Both  will  be  available  full 
time. 

Dr.  and  Mrs.  Fred  Fonts,  Central  City,  went  to  Chi- 
cago where  the  doctor  attended  clinics  and  later  at- 
tended as  commissioner,  the  Presbyterian  General  -As- 
sembly at  Columbus,  Ohio,  and  visited  his  former 
Ohio  home. 


The  Nebrixskiv  Stivte 
MedicrL  # JourmL 

Established  i916  by  the  Nebraska  State  Medical  EV.ssociation 


\ol. 


Norfolk,  Nebraska,  July,  1931 


No.  7 


CJxcxxoo 


CONTENTS 


Page 

The  Spirit  of  Organized  Medicine,  Chas. 

Gordon  Heyd,  B.  A.,  M.  D.,  F.  A.  C.  S 245 

Social  and  Medical  Aspects  of  the  Venereal 
Disease  Problem  in  Nebraska,  P.  H.  Bar- 
tholomew, M.  D.;  Lida  J.  Usilton,  M.  A.; 

R.  A.  Vonderlehr,  M.  D 251 

The  Injection  Tieatment  of  Hernia,  Roy  H. 

Whitham,  3M.  D 257 

Peripheral  Vascular  Disease,  VI — Raynaud's 
Disease,  Chas.  \V.  McLaughlin,  ,Jr.,  M.  D.  261 
Legislative  Proceedings,  Annual  Meeting, 
Nebraska  State  Medical  Association,  1937  264 
In  ilemoriam  272 

EDITORIAL— 

Amending  the  Constitution  and  By-laws  274 
Nebraska  Honored  by  American  Ortho- 
pedic Association  Meeting 275 

Correcting  an  Important  Statement 275 

Your  President  Speaks  on  Group  Liabil- 
ity Insurance  275 

Your  President  on  Infantile  Paralysis 
Serum  276 


Page 

The  Omaha  Mid-West  Clinics  for  1937..  276 

The  Legislature  Adjourns 276 

American  Hospitals  to  Get  Air  Condi- 
tioning   277 

American  Medicine:  Expert  Testimony 

Out  of  Court — III 277 

Editorial  Paragraphs  279 

Obituaries  279 

Installation  of  President  of  the  Nebraska 
State  Medical  Association.  May  11,  1937....  280 
Presentation  of  Oliver  Wendell  Holmes 

Trophy  280 

Some  Special  Presentations  at  the  Annual 

Meeting,  Omaha,  May  12 281 

Auxiliary  News  Notes 281 

Minutes  of  Annual  Meeting  of  Nebraska 
Tuberculosis  Association  Held  at  Omaha 

Club,  Omaha,  May  10,  1937 282 

Tuberculosis  Abstracts  282 

The  Societies  283 

Human  Interest  Tales 284 

Books  Received  284 


THE  SPIRIT  OE  ORGANIZED  MEDICINE- 

CHAS.  GORDON  HEYD,  B.  A.,  M.  D.,  F.  A.  C.  S., 
President,  American  Medical  Association, 

New  York  City. 


It  may  be  stated  (1)  that  the  health  of  the 
people  is  a responsibility  of  government:  (2) 
that  the  health  of  all  the  population  and  not  cer- 
tain groups  is  the  obligation  of  government:  (3) 
that  providing  “so-called”  adequate  medical  care 
is  not  the  same  problem  as  the  economic  needs 
of  the  people  and  requires  entirely  different 
measures  for  its  attainment. 

The  catastrophes  of  government  have  their  be- 
ginning in  the  forceful  application  of  compulsory 
laws  before  the  cultural  and  educational  level  of 
the  people  concerned  are  ready  for  them.  There 
is  today  a large  bulk  of  scientific  medical  knowl- 

*Abstract  of  an  Address  delivered  at  the  Banquet  of  the  Ne- 
braska State  Medical  Association.  Omaha,  Nebraska,  May  12, 
1937. 


edge  that  must  wait  until  the  level  of  intelligence 
of  the  people  is  prepared  to  accept  them.  As 
evidence  of  this  fact  is  that  even  today  some  state 
legislators  debate  the  wisdom  of  compulsory  vac- 
cination against  smallpox.  The  prophylactic  in- 
jections against  typhoid  fever  are  by  no  means 
universal.  The  application  of  the  Schick  test  and 
to.xoid  immunity  in  diphtheria,  have  by  no  means 
a widespread  application. 

There  are  certain  areas  in  the  United  States 
where  it  is  impossible  under  present  conditions 
to  provide  any  adequate  degree  of  medical  service. 
Until  the  level  of  these  backward  groups  is  ele- 
vated culturally,  physically  and  intellectually  by 
more  education,  by  proper  housing,  by  proper  and 
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better  nourishment,  by  better  protection  against 
climatic  and  endemic  disease,  it  would  be  futile 
to  expect  to  be  able  to  distribute  a medical  serv- 
ice that  is  comparable  to  that  which  obtains  in 
the  most  intelligent,  advanced  and  socially  mind- 
ed states  of  the  Union.  In  certain  states  less  than 
10c  per  capita  per  annum  is  spent  for  public 
health  measures,  as  contrasted  with  $2.85  per 
capita,  per  annum  in  the  more  advanced  states. 
•A.  single  example  will  suffice  to  indicate  that 
until  the  daily  diet  of  certain  groups  of  people 
has  been  brought  up  to  a nutritional  maintenance 
level,  by  increasing  their  earning  capacity  and  by 
education,  it  would  be  foolish  to  talk  about  vita- 
mines  and  dental  hygiene. 

The  history  of  the  United  States  exhibits  in 
many  of  its  details  the  progressive  changes  where- 
by society  has  advanced  from  a simple  form  to 
that  of  a complex  organization.  From  the  found- 
ing of  America  at  two  significant  points — New 
England  and  \drginia — there  was  a progressive 
evolution  of  the  individual  as  such  into  groups. 
For  almost  a century  individualism  remained  the 
distinctive  quality  of  American  life.  Later  the 
individual  was  to  pass  into  a group  as  a result 
of  two  distinctive  social  conditions;  (1)  indus- 
trialization with  urban  concentration  and  (2)  the 
closure  of  the  western  frontier.  Jackson  in  his 
"The  Frontier  in  American  History”  interpreted 
these  social  forces  in  terms  of  American  democra- 
cy. Without  straining  at  phrase  making,  one 
may  in  some  measure  discuss  a frontier  in  medi- 
cal practice.  At  the  time  of  the  American  Revo- 
lution medical  practice  was  developing  as  a native 
product  with  representative  practitioners  exhibit- 
ing qualities  of  high  courage  and  great  medical 
character.  McDowell  in  1809  performed  the  first 
reported  oophorectomy ; he  was  preeminently  an 
individualist  in  the  practice  of  medicine,  posses- 
sing all  the  workable  knowdedge  in  medicine  of 
his  day,  plus  the  pioneer  and  exploring  spirit 
which  today  might  be  called  the  spirit  of  research 
and  discovery.  Our  physicians  of  that  day 
turned  to  the  great  medical  centers  of  Europe : 
Paris — which  gave  inspiration  to  the  New  Eng- 
land schools  of  medicine,  and  later  to  Edinburgh 
which  is  more  properly  identified  with  the  devel- 
opment of  the  medical  schools  of  Philadelphia  and 
Canada.  In  1790,  90%  of  our  people  were  en- 
gaged in  agriculture.  In  1850  one-half  of  the 
total  wealth  of  our  country  was  farm  wealth.  In 
1890,  30%  of  our  population  were  farmers.  In 
the  intervening  one  hundred  years  America  exhib- 
ited two  fundamental  traits  of  organized  social 
development.  First,  the  rise  of  the  city  with  a 
more  industrialized  north,  which  became  a sig- 


nificant prelude  to  the  Civil  War,  and  secondly, 
the  westward  extension  of  the  frontier — the  indi- 
vidualist— the  pioneer  crossing  our  Western  ' 
mountains  in  successive  waves  and  finally  reach- 
ing the  Pacific.  By  1890  all  the  free  lands  had 
been  preempted  by  settlers  and  the  individual  and 
pioneer  stage  of  American  life  became  moulded 
into  various  forms  by  the  development  of  "pres- 
sure groups.”  Since  1890  our  population  has 
doubled  and  our  graduate  students  of  institutions 
of  higher  learning  increased  over  1000%  repre- 
senting a huge  upsurging  of  highly  trained  indi- 
viduals. In  1905,  we  had  165  medical  schools 
and  today  G(),  yet  the  number  of  physicians  grad- 
uated annually  is  approximately  the  same  as  when 
105  medical  schools  were  in  existence.  Our  an- 
nual production  of  doctors  exceeds  our  annual 
death  rate  of  physicians  by  some  1,400. 

A’e  have  today  many  forms  of  socialized  medi- 
cine— the  care  of  the  insane  and  the  epileptics 
in  state-owned  sanataria ; also  the  treatment  of 
tuberculosis  is  largely  under  the  auspices  of  the 
state. 

The  individual  discoveries  of  doctors  have  been 
utilized  by  the  sanitary  engineer  for  the  benefit 
of  the  community.  The  most  noteworthy  ex- 
ample is  the  almost  complete  disappearance  of 
typhoid  fever  from  our  cities. 

It  is  possible  to  see  further  extension  of  some 
forms  of  socialized  medicine  without  changing 
the  patient-physician  relationship.  We  believe 
that  any  contacts  of  the  medical  profession  with 
the  public  should  be  within  the  functions  of  or- 
ganized medicine.  Your  county  medical  society 
is  concerned  with  the  contacts  of  the  doctors  with- 
in the  county,  with  the  public,  public  health  agen- 
cies and  with  conditions  that  are  local  to  the 
county.  Your  state  society  is  concerned  with  the 
legislative  functions  of  medicine,  with  the  stand- 
ards of  medical  practice  and  with  what  is  today 
probably  our  biggest  problem  in  medicine — the 
economic  problem. 

There  is  a fundamental  difference  between  or- 
ganized medicine  and  a union  of  doctors.  Arti- 
sans, plumbers  and  carpenters  unite  and  become 
congregated  into  so-called  unions,  the  sole  pur- 
pose of  which  is  to  control  the  compensation, 
hours  and  division  of  labor.  Organized  medicine 
does  not  concern  itself  with  unionism  or  with 
that  political  background.  Beyond  the  county 
unit  and  the  state  unit  is  the  American  Medical 
Association,  the  most  democratic  organization  in 
medicine,  for  through  your  representatives  from 
the  state  societies,  you  express  the  fundamental 
conception  of  democratic  government — the  will 
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of  the  majority  shall  rei)resent  the  i)olicy  of  the 
Society.  Therefore,  it  l)el.ooves  all  of  us  to  see 
that  through  the  county  unit  and  the  state  society 
we  are  ])re])ared  to  support  the  policy  of  the 
American  INledical  Association  with  our  personal 
influence  and  cooperation. 

IMedicine  today  is  probably  the  most  liberal  of 
all  of  the  professions  of  society.  It  recognizes 
additions  to  its  knowledge  from  any  source  and 
the  ])re.sent  edifice  of  scientific  medicine  has  been 
reared  ui)on  the  labor  and  contributions  of  in- 
numerable physicians  regardless  of  race,  color  or 
creed.  Medicine  knows  no  national  boundaries, 
and  is  world  wide  in  its  acce]>tance  of  scientific 
discovery  and  in  its  labors  for  the  alleviation  of 
human  suffering,  and  the  prolongation  of  life 
and  the  maintenance  of  health. 

In  the  midst  of  world  wide  p-olitical  strTe.  ec(J- 
nomic  uncertainty,  civil  war.  foreign  war  and 
domestic  disturbances,  medical  service  continues. 
The  doctor  does  not  "strike'',  nor  dislocate  llie 
procress  of  medical  service  by  "sit  in  .strikes  ' or 
picketing'*.  The  profession  is  responsive  to  all 
calls  for  help  and  the  pages  of  its  history  are 
adorned  with  the  names  of  men  who  have  died 
at  their  posts.  In  calamity,  catastrophe,  pesti- 
lence, the  annals  of  its  history  reveal  innumerahle 
names  of  men  who  have  volunteered  to  contract 
disease  and  who  died  from  it  so  that  society  might 
benefit  by  their  example  and  by  the  experimenta- 
tion with  their  bodies  in  the  conquest  of  disease. 

If  the  American  Medical  Association  did  not 
exist  it  certainly  would  be  invented,  for  it  came 
into  being  in  response  to  the  demands  of  society. 
The  American  Medical  Association  is  composed 
of  over  lOG.OOO  members.  It  is  a federation  or 
union  of  several  state  medical  societies,  with  the 
United  States  dependencies,  under  a central 
authority.  This  authority  is  brought  into  being 
by  the  election  of  delegates  from  each  state  and 
territorial  medical  association.  These  delegates 
assembled  in  a House  of  Delegates  legislate  on 
all  matters  of  general  polity. 

The  object  of  the  American  Medical  Associa- 
tion is  to  advance  the  science  and  art  of  medicine 
and  to  promote  public  health.  It  is  dedicated  to 
a public  service.  The  American  iMedical  Associa- 
tion was  founded  on  May  b,  ISUi,  under  the  in- 
spiration of  Dr.  X.  S.  Davis  of  X’ew  York  (later 
of  Chicago),  and  in  the  next  year  delegates  met 
at  Philadelphia  and  ])romulgated  a national  code 
of  ethics  together  with  proposals  on  medical  edu- 
cation. The  first  meeting  was  held  in  Phila- 
delphia in  l<S-tS.  In  the  S!)  years  since  its  found- 
ing the  American  Medical  Association  has  as- 


sumed functions  and  labors  beyond  the  dreams 
of  any  of  its  founder'. 

In  the  middle  of  the  PHh  century  medical  etl- 
ucation  was  freciue.itiy  ha])hazard  and  crude,  with 
only  a few  colleges  with  organized  teaching  cur- 
licula.  ( )f  medical  societies  there  were  ])lenty. 
There  were  a few  great  and  powerful  medical 
schools,  also  many  ctnnmercial  ])roprictary  and 
poorly  eciuipped  medical  schools,  organized  and 
maintained  for  profit.  \\  ith  the  formulation  of 
the  code  of  ethics  and  scientific  as.semblies,  the 
main  activity  of  the  Association  was  to  ])romote 
facilities  for  better  medical  education.  In  IhO."), 
the  Council  on  Medical  education  and  llosjntals 
was  founded  and  it  became  the  chief  agency  for 
inrpioving  the  (|uality  of  medical  schools  and 
thereby  o ntaining  a more  competent  education  of 
doctors.  This  Council  was'  concerned,  among.st 
other  things,  with  the  following  activities : ( 1 ) 
to  consolidate  public  o])inion  in  order  to  dimmish 
the  number  of  medical  schools:  (2i  to  raise  the 
educational  (jualifications  of  medical  schools  into 
Cass  .\  schools:  ( :5 ) to  inspect  and  certify  ap- 
jwoved  h()s])it:d.s — h(;si)itals  that  were  apjiroved 
for  interneship,  hos])itaIs  a])proved  for  residents; 
and  ( I ) more  recently,  the  certification  of  special- 
ists in  the  P<J  major  specialistic  divisions  of  medi- 
cal practice. 

Scientific  discovery  would  be  of  no  avail  nor 
its  application  to  medicine  possible  without  three 
definite  ancillary  features  : ( 1 ) the  discovery  must 
be  evaluated  in  terms  of  clinical  usefulness:  (2)  if 
proved  efficacious,  the  information  must  be  wide- 
ly diffused : ( -"  ) it  must  be  made  available  for 
the  treatment  of  disease,  to  lessen  human  suffer- 
ing, or  to  promote  health.  For  these  particular 
functions,  the  American  Medical  Association  has 
the  Council  on  Scientific  Assembly  and  the  Com- 
mittee on  Scientific  Exhibit. 

It  appears  that  the  primary  and  social  puri^ose 
of  all  of  these  various  stages  in  medical  evolution 
was  based  u])on  two  distinct  aspects  of  organiza- 
tion: ( 1 ) to  provide  a high  quality  of  medical 
services  to  the  community,  and  ( 2 ) to  prevent 
fraudulent  medicine  — quacks,  charlatans  and 
schemer.s — from  exploiting  the  public. 

Any  fair  and  honest  analysis  of  the  medical 
service  as  jirovided  for  the  citizens  of  the  United 
States  will  demonstrate  that  the  mo.st  potential 
agent  for  our  splendid  health  record  has  been  the 
disinterested,  unselfish  public  education  that  has 
been  carried  on  by  the  county  and  state  medical 
.societies  and  the  American  Medical  Association. 
A large  portion  of  the  funds  of  these  various 
units  of  organized  medicine  has  been  e.xpended 
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in  informing  the  ]ml)lic  of  desirable  measures  for 
jiersonal  and  iniblic  health.  Let  me  emphasize 
that  a large  part  of  the  annual  funds  of  the  Amer- 
ican Medical  Association  is  exjjended  for  the 
protection  and  best  interest  of  the  public.  To 
specifically  name  some  of  these  activities,  it  is 
only  necessary  to  mention  the  Council  on  Medi- 
cal Education  and  flospitals,  the  Council  on 
Pharmacy  and  Chemistry,  the  Council  on  Physi- 
cal Theraj)}’,  the  Committee  on  I'oods,  the  lUireau 
of  Health  and  Public  Instruction,  and  the  Pu- 
reau  of  Investigation. 

So  far  as  organized  medicine  assuming,  as  is 
alleged,  a vested  interest  in  sickness,  it  has 
through  the  years  brought  about  a constantly  di- 
minishing rate  of  illness  so  that  it  is  practically 
the  only  big  organized  function  of  society  that  is 
improving  conditi(Jirs  and  at  the  same  time  les- 
sening its  field  of  remuneration. 

It  may  be  ])ertinent  now  to  ins(|uire  whether 
organized  medicine  has  justified  itself.  In  other 
words,  to  look  into  the  record  for  the  ])ur])ose  of 
seeing  what  has  been  acc(jinplished  under  the 
present  day  set-uj)  of  the  medical  i)i'ofession.  Has 
the  medical  service  that  has  been  rendered  in  the 
])ast  twenty-five  years  been  competent  and  effec- 
tive? bias  society  been  rendered  free  from  cer- 
tain disease?  1 las  the  general  morbidity  and  mor- 
tality been  reduced?  Has  the  general  health  of 
the  community  been  imi)rovcd  by  medical  agen- 
cies? It  requires  but  a very  cur.sory  survey  to 
arrive  at  a verdict  that  medical  service  has  not 
only  been  conqietent  but  it  has  been  su])erlatively 
effective.  Let  us  draw  to  your  attention  that  tu- 
berculosis in  1!)00  had  a death  rate  of  ])er 
100, 000;  while  in  103.)  it  has  reached  the  surpris- 
ingly low  figure  of  per  loo, 000,  and  that  out 
of  the  7 leading  causes  of  death  in  10:i4-i;)35, 
in  spite  of  a i)eriod  of  de])ression.  it  showed  a 
fall  in  mortality  ratios,  .\gain,  let  us  take  the 
story  of  diphtheria.  Xo  city  in  the  Lnited  States 
has  a death  rate  more  than  (!  per  1 00,000,  yet  in 
Ti  Herman  cities  the  rate  was  11  per  loi),ooo,  and 
in  l-M  Eiyglish  cities  the  rate  was  11.0  per  lOO,- 
0 10.  Tv])hoid  fever,  except  for  certain  ])eculiar 
areas,  has  become  ])ractically  non-existent. 

.According  to  the  League  of  Xations  Health 
.Statistics,  the  death  rate  of  the  Lnited  States  in 
stood  at  11  per  100,000.  This  death  rate 
includes  the  .Southern  states  with  their  large 
negro  ])o])ulation.  If  we  leave  out  the  Southern 
states  and  consider  that  ])ortio;i  of  our  country 
that  is  com])arable  to  Central  Euro])c  and  the 
Pritish  Isles,  we  have  a death  rate  less  than  any 
country  with  health  insurance.  -A.gain,  if  the 
causes  of  death  which  were  operative  in  1000  were 


active  today  we  would  have  an  annual  total  death 
of  l,t)()2,!)t)0.  To  the  contrary,  in  1025, 
persons  died,  a net  saving  in  25  years  of  572,320 
])ersons  per  annum.  Our  longevity  has  increased 
from  47.24  years  to  5i).32  years,  so  that  we  can 
say  that  the  medical  service  for  the  past  25  years 
has  not  only  been  effective — it  has  been  extra- 
ordinarily competent. 

Has  the  practice  of  medicine  in  the  last  25 
years  been  scientific  and  in  keeping  with  the  gen- 
eral progress  in  science?  A ])rofession  that  has 
])roduced  insulin,  liver  therapy,  vitamine  therapy, 
ortho])edic  and  cancer  and  restorative  surgery, 
and  advanced  in  .x-ray  diagnosis,  and  x-ray  and 
radium  therajyv,  has  certainly  been  so  ])roductive 
in  discovery  as  to  be  well  in  advance  of  any  of 
the  divisions  of  i)hysical  science. 

I las  the  distribution  of  medical  service  been 
effective?  It  must  be  admitted  that  in  our  coun- 
try there  are  some  geographical  inadequacies  of 
medical  service  but  1 think  it  may  be  stated  .safely 
that  the  deficiencies  of  distribution  of  medical 
services  are  not  at  all  comparable  with  the  illit- 
eracy that  exists  in  some  of  the  backward  areas 
nor  with  the  inadecpiacy  of  nourishment,  living 
conditions  and  housing.  In  addition,  it  mi.ght 
well  be  challenged  whether  the  distribution  of 
medical  services  can  be  adecjuate  for  certain  areas 
until  the  basic  defects  of  education  have  been 
overcome,  until  more  roads  are  built,  the  sparsity 
of  ])opulation  overcome,  and  the  needs  of  some 
remote  .groups  of  citizens  aided  by  effective  con- 
tacts with  scientific  medicine.  Remember  that 
hospital  facilities  have  been  increased  and  diag- 
nostic and  treatment  clinics  far  surpass  in  num- 
ber and  effectiveness  the  dreams  of  any  sociolo- 
,gi.st  of  1!M)0.  I think  organized  medicine  may 
claim  that  in  general  there  has  been  an  effective 
and  onlv  exce])tionally  an  inade(|Uate  distribution 
of  medical  services. 

Is  the  dia.gnotsic  work  in  .America  superior  to 
that  enjoved  liy  other  less  fortunate  countries? 
In  ISSI.  there  was  introduced  into  Germany  by 
Pismarck  a form  of  .socialized  medicine  called  the 
" Ixrankenkasse".  and  in  1S)11  in  En.gland  the  so- 
called  “Panel  Sy.stem”  was  inaugurated.  Erom 
wliatever  angle  one  surveys  the  ])resent  medical 
service  in  .America  and  compares  it  with  cither 
one  of  these  socialized  systems,  we  find  that  the 
-American  ])eo])le  enjoy  better  health,  live  longer, 
are  being  born  with  better  health  and  that  our 
young  children  are  grenving  up  into  better  speci- 
mens of  adults. 

The  out.standing  defect  of  both  of  the  forei.gn 
systems  is  that  they  divide  the  ])ractice  of  medi- 
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cine  into  a class  practice  and  the  measure  of  ef- 
fectiveness of  the  medical  services  is  dependent 
upon  the  economic  status  of  the  patient.  There 
is  thus  created  a superior  type  of  medical  service 
for  the  well-to-do,  and  a substandard  type  of 
medical  practice  for  those  in  the  lower  economic 
brackets.  The  practice  of  medicine  in  the  lower 
economic  group  becomes  largely  a prescription 
practice — a brief  visit  to  the  doctor,  a scant  short 
history,  and  a prescription  or  the  dispensing  of  a 
bottle  of  medicine.  One  of  the  most  tremendous 
steps  in  the  practice  of  medicine  in  America  is 
that  it  has  become  a diagnostic  practice,  a prac- 
tice based  upon  a complete  physical  examination, 
scientific  laboratory  determinations  and  the  direct 
opposite  of  a prescription  form  of  medical  prac- 
tice. 

Has  organized  medicine  improved  medical 
standards  and  medical  education?  Improvements 
in  medical  education  and  the  measures  for  pro- 
tecting the  community  from  inferior  practition- 
ers have  arisen  from  within  organized  medicine. 
The  forty-eight  State  Medical  societies,  plus 
Alaska,  Porto  Rico,  the  District  of  Columbia,  the 
Panama  Canal  Zone,  the  Philippine  Islands,  and 
Hawaii,  constitute  the  American  Medical  Asso- 
ciation. The  organized  medical  profession  as 
represented  by  the  American  ^ledical  Association 
has  brought  about  a reduction  in  the  number  of 
medical  schools  from  165  to  67,  and  succeeded 
in  obtaining  an  almost  uniform  pre-medical  cur- 
riculum, has  surveyed  and  approved  hospitals 
throughout  the  United  States,  has  listed  hospitals 
for  the  training  of  internes  and  resident  internes, 
has  promulgated  a code  of  ethics  for  the  protec- 
tion of  the  public,  bas  established  certification 
boards  for  the  examination  and  registration  of 
those  seeking  to  be  specialists  in  all  the  major 
branches  of  medicine.  The  record  shows  that  the 
organized  profession  through  its  medical  socie- 
ties and  under  the  leadership  of  the  American 
Medical  Association  has  fulfilled  its  obligation  to 
society,  to  go  forward  in  effectiveness  and  in  sci- 
entific progress. 

Organized  medicine  welcomes  any  scientific 
fact,  discovery,  survey,  research,  that  will  im- 
prove the  health  and  well-being  of  our  people. 
It  is  not  prepared,  however,  to  surrender  what 
has  been  proved  to  be  good  and  effective,  for  a 
chimerical  system  involving  a complete  renova- 
tion of  medical  practice  no  matter  under  what 
shibboleth  it  is  labeled. 

There  are  certain  things  that  do  not  change 
with  the  times.  One  of  these  is  truth  that  can- 
not be  in  two  different  places  at  the  same  time. 
Because  a thing  is,  does  not  necessarily  mean 


that  it  is  fundamentally  wrong  and  mere  move- 
ment does  not  mean  progress.  Medical  practice 
is  not  a static  principle  but  a dynamic  concept  of 
service  to  tbe  community  for  the  taking  care  of 
the  physical  and  mental  condition  of  society.  By 
constantly  accepting  the  advances  in  science  or- 
ganized medicine  has  accelerated  the  health  of  the 
■people  and  reduced  the  measure  of  illness.  Or- 
ganized medicine  believes  that  it  is  by  this  dy- 
namic quality  of  scientific  progress  that  good 
medical  practice  has  been  given  and  will  continue 
to  improve,  and  that  fundamentally  the  question 
is  quality  of  medical  service  and  not  cost  of  medi- 
cal service. 

We  believe:  (1)  That  all  features  of  medical  service 
in  any  method  of  medical  practice  should  be  under 
the  control  of  the  medical  profession.  No  other  body 
or  individual  is  legally  or  educationally  equipped  to 
exercise  such  control: 

(2)  That  no  third  party  should  be  permitted  to  come 
between  the  patient  and  his  physician  in  any  medical 
relation.  All  the  responsibility  for  the  character  of 
medical  service  must  be  borne  by  the  profession: 

(3)  That  patients  must  have  absolute  freedom  to 
choose  a legally  qualified  doctor  of  medicine  who  will 
serve  them  from  among  all  those  qualified  to  practice 
and  who  are  willing  to  give  service: 

(4)  That  the  method  of  giving  the  service  must  re- 
tain a permanent,  confidential  relation  between  the 
patient  and  a physician.  This  relation  must  be  the 
fundamental  and  dominating  feature  of  any  system: 

(5)  That  the  medical  phases  of  all  institutional 
service  should  be  under  professional  control,  it  being 
understood  that  hospital  service  and  medical  service 
should  be  considered  separately.  These  institutions 
are  but  expansions  of  the  equipment  of  the  physician. 
He  is  the  only  one  whom  the  laws  of  all  nations  recog- 
nize as  competent  to  use  them  in  the  delivery  of  serv- 
ice. The  medical  profession  alone  can  determine  the 
adequacy  and  character  of  such  institutions.  Their 
value  depends  on  their  operation  according  to  medical 
standards: 

(6)  That  in  whatever  way  the  cost  of  medical  serv- 
ice may  be  distributed,  it  should  be  paid  for  by  the 
patient  in  accordance  with  his  income  status  and  in  a 
manner  that  is  mutually  satisfactory: 

(7)  That  medical  service  must  have  no  connection 
with  any  cash  indemnity  benefits. 

(8)  That  any  form  of  medical  service  should  include 
within  its  scope  all  legally  qualified  doctors  of  medi- 
cine of  the  locality  covered  by  its  operation  who  wish 
to  give  service  under  the  conditions  established: 

(9)  That  systems  for  the  relief  of  low  income  classes 
should  be  limited  strictly  to  those  below  the  “com- 
fort level’’  standard  of  incomes: 

(10)  That  there  should  be  no  restrictions  on  treat- 
ment or  prescribing  not  formulated  and  enforced  by 
the  organized  medical  profession. 

Let  the  critics  of  organized  medicine  tell  us 
wherein  these  ten  points  are  fallacious,  and  add, 
if  they  will,  how  they  fail  to  safeguard  the  com- 
munity in  the  distribution  of  medical  services. 

The  insurance  principle  as  applied  to  human 
sickness  is  acceptable  only  in  buying  hospital  lodg- 
ing, accommodations,  food,  and  general  nursing 
care.  The  insurance  principle  applied  to  the  em- 
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ployment  of  professional  services  will  fail  because 
there  are  inherent  in  it  defects  that  depend  upon 
the  variability  of  human  beings.  Medical  service 
is  not  a mechanical  gadget  that  can  be  fabricated. 
Medical  service  is  the  relationship  of  a doctor  and 
a patient,  both  are  animated  human  individuals, 
both  are  equipped  with  their  own  personal  psy- 
chology and  the  character  of  the  medical  service 
rendered  is  the  application  of  scientific  knowledge 
plus  certain  intangibles  to  the  patient’s  medical 
problem  plus  the  ability  and  psychology  and 
sympathetic  contact  of  the  doctor.  This  is  not  an 
insurance  proposition  that  can  be  calculated  or 
estimated  upon  an  actuarial  basis. 

Human  nature  being  what  it  is  the  adoption 
of  the  insurance  principle  for  medical  services 
puts  a premium  on  malingering  and  extension  of 
days  of  illness.  The  average  loss  of  time  to  a 
workman  in  the  United  States  by  illness  is  M/i 
days,  in  Germany  under  the  Krankenkasse  13 
days,  and  in  England  under  the  Panel  System 
1114  days.  The  expense  of  administration  of 
sickness  insurance  in  England  amounts  to  over 
one-half  of  the  total  amount  paid  to  the  physi- 
cians and  the  number  of  nonmedical  workers  in 
Germany  is  greater  than  the  total  number  of  phy- 
sicians doing  the  medical  work. 

All  institutions  grow,  modify  and  evolve,  be- 
come molded  by  their  changing  environment  or 
else  in  time  they  perish.  Few  systems  have  been 
built  by  complete  annihilation  of  the  pre-existing 
order.  We  believe  that  it  is  essential  that  the 
following  conditions  be  made  paramount  in  the 
consideration  of  medical  services : 

( 1 ) The  principle  that  indigency  is  a local 
problem  and  should  be  handled  in  the  area  in 
which  it  arises : that  the  medical  services  for  the 
indigent  class  shall  be  based  upon  the  following: 

(a)  Central  registration  and  a valid  certifica- 
tion of  indigency.  Certification  of  indigents,  fair- 
ly, sincerely,  honestly  and  sympathetically  by  the 
application  of  standards  of  eligibility,  by  central 
bureaus  under  the  Department  of  Welfare  with 
proper  representation  from  the  County  Medical 
Society.  It  should  not  be  the  function  of  the  out- 
patient department  to  pass  upon  the  validity  of 
indigents  nor  should  they  admit  for  free  services 
those  that  are  not  in  truth  indigents:  (b)  the 
treatment  of  the  indigent  class  for  medical  dis- 
abilities by  local  and  organized  hospital  and  medi- 
cal units : ( c ) compensation  for  these  services 
both  to  hospitals  and  to  the  physicians  from  the 
tax  funds  : ( d ) medical  census  of  the  indigents — 
to  learn  what  our  load  is  and  how  to  take  care 


of  it.  There  should  be  devised  a positive  means 
of  identification  to  prevent  padding  of  the  lists. 

( 2 ) The  maintenance  of  the  voluntary  hospital 
system  with  its  free  initiative,  its  independence, 
its  spirit  of  research  and  its  unfailing  services  to 
the  community. 

(3)  The  complete  financial  separation  of  the 
free  out-patient  department  of  hospitals  from  the 
private  or  pay  services  of  the  hospital. 

( 4 ) The  payment  of  a fair  remuneration  to  all 
physicians  working  in  out-patient  departments  or 
giving  medical  services  to  the  indigents  in  their 
homes.  This  remuneration  must  not  be  so  low 
as  to  bring  with  it  an  inferior  medical  practice 
and  the  palliative  bottle  of  medicine.  It  should 
not  be  too  high.  A fair  average  can  be  worked 
out  and  still  maintain  the  best  qualities  of  scien- 
tific medicine.  In  the  planning  of  the  details  of 
this  service  it  might  seem  wise  to  set  up  a spe- 
cial subdivision  of  activity  under  the  auspices  of 
the  County  Medical  Society. 

(5)  Limitation  of  the  number  of  patients  that 
may  attend  any  one  clinic.  Since  it  is  claimed 
there  is  no  profit  in  clinic  and  out-patient  depart- 
ment services  there  should  be  no  desire  for  a hos- 
pital to  increase  the  number  of  out-patients  beyond 
its  capacity  to  take  care  of  them.  To  save  valu- 
able time,  with  the  economic  loss,  clinics  could  be 
run  with  a limited  number  and  on  an  appoint- 
ment basis. 

(())  The  establishment  of  a Federal  Depart- 
ment of  Health  wherein  are  consolidated  all  of 
the  health  activities  of  the  Federal  Government. 
This  Department  to  be  in  charge  of  a full  time, 
competent  physician,  to  be  selected  after  certain 
standards  have  been  formulated  as  to  the  qualifi- 
cations necessary  for  the  position.  The  head  of 
this  Department  should,  we  believe,  be  a member 
of  the  President's  Cabinet  and  the  function  of  this 
Department  should  be  in  the  broad  field  of  health 
education  and  the  health  activities  that  are  pe- 
culiar and  specific  to  the  Government : the  head 
of  the  Department  should  be  the  coordinating  of- 
ficer in  the  integration  of  state  activities  with  the 
Federal  program. 

.( 7 ) Unequivocal  opposition  to  all  forms  of 
compulsory  health  insurance.  Insurance  schemes 
tend  to  relieve  the  individual  of  his  own  respon- 
sibility and  to  increase  the  prolongation  of  illness. 
In  short,  under  an  insurance  scheme  it  is  profit- 
able for  an  individual  to  be  sick. 

( 3 ) The  usefulness  of  the  physician  rests  pri- 
marily upon  the  fact  that  human  nature  is  funda- 
mentally the  same  today  as  when  it  first  started 
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out  on  its  biological  career.  The  penalties  of  ig- 
1 norance  or  neglect  have  not  changed  since  .Abra- 
I ham  sat  in  the  door  of  his  tent  in  the  heat  of  the 
day.  They  have  not  changed  since  he  rose  up 
early  and  saw  Sodom  and  Gomorrah  go  up  "as 
the  smoke  of  a furnace.'’  They  have  not  changed 
since  Isaac  went  out  to  meditate  in  the  field  at 
eventide,  nor  since  Esau  was  honest  and  foolish 
and  Jacob  wily  and  wise.  They  have  not  changed 
since  David  triumphed  over  Goliath  or  Samson 
succumbed  to  the  craft  of  Delilah. 

It  seems  to  me  that  these  are  not  unattainable 
objectives  but  can  be  brought  into  being  by  a 
mutual  consideration  of  the  problem  between  the 
various  parties  interested  and  organized  medicine. 

It  only  takes  three  or  four  years  to  erect  a 
splendid  edifice  of  brick,  mortar  and  marble,  while 
it  takes  20  years  to  develop  the  clinical  sense  and 
the  critical  attitude  of  mind  of  a first  class  phy- 
sician. Medicine  cannot  be  reduced  to  terms  of 
mechanics  without  a complete  cancellation  of  the 
personality  of  the  doctor.  It  is  the  personality 
of  the  physician  that  has  made  clinical  medicine 
in  America.  It  might  be  well  stated  that  the  his- 
tory of  humanity  could  be  written  from  the  biog- 
raphies of  its  distinguished  physicians.  So  im- 
portant is  the  clinical  mind  in  the  practice  of  med- 
icine that  it  is  practically  the  only  factor  that  is 
brought  into  play  in  the  treatment  of  a large  pro- 
portion of  illness.  Eighty  per  cent  of  all  sickness 
is  by  and  large  curable  by  appropriate  advice 
on  how  to  live,  by  diet  and  by  fresh  air  and  the 
. proper  proportion  of  rest,  work  and  play. 


A constantly  recurring  enigma  seems  to  be — 
why  some  altruistically  minded  individuals  in 
high  office  apparently  wish  to  foist  upon  an  in- 
adequately informed  American  people  a system  of 
medical  practice  of  demonstrably  inferior  qual- 
ity and  at  a constantly  increasing  cost,  with  a 
huge  extension  of  administrative  expense — all 
this  to  be  paid  for  by  invisible  or  indirect  taxa- 
tion. Why  substitute  this  for  a tried  and  func- 
tioning, adequate,  good  medical  service,  distrib- 
uted at  the  present  time  at  a surprisingly  low 
cost  and  without  bureaucratic  or  political  admin- 
istration. I know  of  no  way  to  judge  the  future 
except  by  the  e.xperience  of  the  past.  Why  should 
we  discard  all  of  our  experience  and  enter  upon  a 
path  of  trial  and  error  and  which  eventually  leads 
to  a poorhouse  medical  practice. 

Finally,  may  I,  to  paraphrase  the  words  of  a 
distinguished  statesman,  state  that  the  medical 
profession  “does  not  rely  on  endowment,  but  on 
its  own  exertions  directed  to  meeting  human 
wants.  There  is  no  great  profession  which  has 
so  little  to  say  to  the  public  purse,  and  which  so 
moderately  and  modestly  dips  its  hand  into  that 
purse.  It  is  not  only  in  the  interest  of  the  public, 
but  of  the  profession  itself,  that  it  is  eminently 
self-supporting;  and  rely  upon  it,  that  the  princi- 
ple of  self-support  does  much  to  maintain  its 
honour  and  independence,  and  to  enable  it  to  pur- 
sue 'ts  stately  march  in  the  times  that  have  come 
and  in  the  times  that  are  coming,  to  form  its  own 
convictions,  to  act  upon  its  own  principles  without 
fear  or  favor,  for  the  general  benefit  of  man- 
kind.” 
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In  the  fall  of  P)36  at  the  request  of  the  State 
Department  of  Health  and  in  cooperation  with 
the  State  and  local  medical  societies  and  inter- 
ested social  agencies,  the  L’.  S.  Public  Health 
Service  conducted  a survey  of  all  authorized 
sources  of  treatment  in  selected  areas  in  Nebras- 
ka to  determine  the  prevalence  and  incidence  of 
venereal  diseases. 

•Approved  for  publication  by  the  House  of  Delegates  of  the 
Nebraska  State  Medical  Association,  May  11.  1937. 


METHOD  OF  SURVEY 

A confidential  statistical  inquiry  was  mailed 
to  each  authorized  source  of  treatment  in  the 
surveyed  area  of  Nebraska.  The  questionnaire 
requested  certain  data  for  individuals  who  actu- 
ally were  under  observation  or  treatment  for 
syphilis  on  any  day  during  the  period  from  June 
1st  to  October  1st,  1!);5(),  regardless  of  the  time 
first  seen,  and  for  patients  with  gonorrhea  who 
were  under  observation  or  treatment  during  Sep- 
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tember.  li)3G,  regardless  of  the  time  at  which  they 
were  first  seen.  Since  the  data  were  for  statis- 
tical purposes  only,  no  identification  of  the  pa- 
tient by  name,  initials,  or  number  was  requested. 
The  reported  data  included  the  date  of  initial 
visit  and  the  last  date  seen,  the  sex,  race,  admis- 
sion age,  and  economic  status  of  the  patient,  the 
diagnosis  on  admission,  and  the  total  amount  of 
antisyphilitic  treatment  administered  during  the 
period  they  had  been  under  observation  and  treat- 
ment for  syphilis.  Space  was  also  provided  for 
recording  whether  the  patient  lived  in  the  com- 
munit}'  in  which  he  was  being  treated  or  was  a 
resident  elsewhere. 

In  those  instances  in  which  the  questionnaire 
was  not  returned,  a personal  follow-up  by  rep- 
resentatives of  the  U.  S.  Public  Health  Service 
was  made  in  order  to  secure  complete  returns  and 
to  render  any  assistance  possible  in  executing 
the  form.* 

The  physicians  and  institutions  were  most  co- 
ojierative,  executing'  and  returning  91  per  cent 
of  the  questionnaires.  It  was  not  feasilile  to  sur- 
vey the  entire  State  to  determine  the  extent  of 
the  problem,  so  representative  areas  were  selected 
which  comprised  36  per  cent  of  the  population 
and  a similar  percentage  of  the  medical  sources 
of  treatment. 

The  U.  S.  Public  Health  Service  compiled  the 
data  and  furnished  the  statistical  analysis  to  the 
State  Commissioner  of  Health.  It  is  hoped  that 
the  State  Medical  Society,  with  the  assistance 
which  this  report  offers,  will  draw  up  recom- 
mendations for  the  control  of  the  venereal  dis- 
eases within  the  State,  which  will  be  practical  of 
application  in  cooperation  with  the  State  and 
local  departments  of  health. 

DEFIiXITION  OF  TERMS 

Prevalence  as  used  throughout  this  report  indicates 
the  number  of  persons  who  are  constantly  under  ob- 
servation or  treatment  for  venereal  disease. 

Incidence  includes  those  individuals  who  sought 
treatment  for  venereal  disease  from  an  authorized 
source  for  the  first  time  during  the  indicated  period. 

Early  syphilis  represents  those  individuals  whose 
duration  of  infection  was  one  year  or  less  when  they 
sought  medical  care. 

Late  syphilis  includes  all  those  patients  who  sought 
treatment  after  the  first  year  of  the  disease. 

Acute  gonorrhea  represents  those  patients  whose 
duration  of  infection  was  three  months  or  less  on 
seeking  treatment. 

Chronic  gonorrhea  includes  all  those  in  whom  the 
infection  was  of  more  than  three  months  duration. 

COMMUNITIES  SURVEYED 

The  area  surveyed  is  a representative  sample 
of  the  population  of  Nebraska.  It  includes  the 

•Transportation  within  the  surveyed  area  for  the  Public 
Health  Service  representatives  was  furnished  by  the  Nebraska 
Conference  of  Social  Work. 


city  of  Omaha  (but  not  Douglas  County),  and 
ten  counties,  namely;  Box  Butte,  Brown,  Buffalo, 
Dodge,  Gage,  Hall,  Lancaster,  Lincoln,  Madison, 
and  Thomas. 

ESTIMATED  PREVALENCE  AND  INCIDENCE  OF 
VENEREAL  DISEASE  IN  NEBRASKA 

Based  on  reports  from  36  per  cent  of  the  med- 
ical sources  of  treatment,  there  are  in  Nebraska 
2,650  cases  of  syphilis  and  2,000  cases  of  gonor- 
rhea constantly  under  authorized  medical  care. 
Further,  there  are  at  least  1,550  new  cases  of 
acquired  syphilis  and  7,600  new  cases  of  gonor- 
rhea each  year  iir  the  State.  From  supplemental 
studies  and  surveys  of  medical  sources  of  treat- 
ment serving  one  fourth  of  the  population  in  the 
Lhiited  States,  there  is  overwhelming  evidence 
that  any  estimate  based  on  patients  under  author- 
ized medical  care  for  syphilis  or  gonorrhea  repre- 
sents the  minimum  number  of  individuals  infect- 
ed. 

A summary  of  five  of  these  statistical  studies 
will  reveal  the  inadequacy  of  case  finding,  fol- 
low-up,  and  treatment  facilities  throughout  every 
community  in  the  United  States. 

1.  Sixty-eight  per  cent  of  patients  with  cardiovas- 
cular syphilis  had  been  untreated  for  syphilis  prior 
to  detection  of  the  heart  disease;  50  per  cent  of  pa- 
tients with  paresis  and  tabes  dorsalis  had  been  un- 
treated. and  at  least  one-half  of  the  patients  with 
latent  syphilis  not  only  had  had  no  previous  treat- 
ment but  were  unaware  of  their  infection. 

2.  From  60  to  80  per  cent  of  the  early  syphilitics 
under  treatment  discontinue  treatment  before  they 
are  rendered  noninfectious  or  before  they  have  re- 
ceived sufficient  treatment  to  protect  themselves  and 
their  offspring  from  the  late  and  crippling  manifesta- 
tions of  the  disease. 

3.  For  every  two  syphilitics  who  seek  treatment 
for  their  infection  in  the  early  stages,  three  exposed 
contacts  neglect  authorized  medical  care. 

4.  The  high  rate  of  syphilis  that  is  found  in 
selected  population  groups  given  serologic  blood  tests. 

5.  For  every  1000  individuals  with  venereal  disease 
who  seek  authorized  medical  care  2000  seek  treatment 
across  the  drug  store  counter  or  from  a quack,  or 
else  are  self-treated  or  remain  entirely  untreated  un- 
til some  late  manifestation  forces  them  to  seek  treat- 
ment. 

This  neglect  of  treatment  is  just  as  widespread  in 
Nebraska  as  elsewhere  in  the  L^nited  States  as  will  be 
revealed  in  this  report  from  the  conditions  prevailing 
in  the  surveyed  area. 

Despite  the  fact  that  we  are  thoroughly  aware 
that  the  1550  new  cases  of  syphilis  and  7600  new 
cases  of  gonorrhea  occurring  each  year  in  Nebras- 
ka. represent  the  minimum  number  infected,  this 
known  number  is  so  alarmingly  high  that  this 
report  of  existing  facts  is  presented  to  you  in  the 
hope  that  every  physician  present  will  give  as 
unstintingly  of  his  efforts  to  put  into  force  as 
effective  a jirogram  for  the  control  of  this  great 
plague  as  he  would  in  any  epidemic  that  might 
occur  in  Nebraska.  zA.lthough  we  do  not  think 
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of  venereal  diseases  as  an  epidemic,  if  any  other 
contagious  infectious  disease  of  similar  propor- 
tion should  appear  every  available  medical  aid 
would  be  brought  into  action.  And  yet  in  Ne- 
braska last  year,  the  number  of  known  freshly 
acquired  venereal  disease  infections  was  four 
times  that  for  scarlet  fever,  seven  times  that  for 
smallpox,  and  twenty-one  times  that  for  diph- 
theria. 

DETAILED  REPORT  OF  SURVEYED  AREA 

Sources  of  treatment : There  were  G83  sources 
of  treatment  that  returned  the  questionnaire.  Sev- 
enty per  cent  of  the  patients  were  under  the 
treatment  of  the  private  physician.  The  propor- 
tion of  gonorrhea  cases  under  the  treatment  of 
the  private  physician  was  higher  than  the  propor- 
tion of  patients  with  syphilis  (88  per  cent  and  57 
per  cent  respectively). 

TABLE  1 — Proportion  of  Cases  of  Syphilis  and  Gon- 
orrhea Reported  Under  Treatment  or  Observation 
by  Indicated  Sources,  in  Omaha  and 
10  Counties  in  Nebraska 

Number  of  Syphilis  and 

Sources  Syphilis  Gonorrhea  Gonorrhea 

Source  Reporting  Per  Cent  Per  Cent  Per  Cent 

Private  physicians....293  57.2  88.1  70.4 


Public  clinics 4 30.8  6.7  20.5 

Hospitals  and 

institutions  14  12.0  5.2  9.1 


Total 311  100.0  100.0  100.0 


Note:  There  were  348  physicians  and  24  hospitals  and  institu- 
tions with  no  cases  under  treatment  or  observation. 

Fifty-four  per  cent  of  the  physicians  reported 
that  they  had  no  cases  of  syphilis  and  gonorrhea 
under  observation  or  treatment  during  the  survey 
period.  Seventy-five  per  cent  of  the  patients 
were  being  treated  by  17  per  cent  of  the  physi- 
cians. This  specialization  does  not  assist  in  the 

TABLE  2 — Physicians  Reporting  Specified  Number  of 
Cases  of  Venereal  Disease  Under  Treatment  or 
Observation,  Showing  Those  Reporting  Only 
Syphilis  or  Gonorrhea  and  Those  Report- 
ing Both  Diseases,  in  Omaha  and 
10  Counties  in  Nebraska 
Physicians 

Reporting  Total 


Number  Specified  PHYSICIANS  REPORTING  Cases  of 
of  Cases  Number  Syphilis  Gonorrhea  Syphilis  & Venereal 

Under  of  Cases  Only  Only  Gonorrhea  Disease 

Treatment  Per  Cent  Per  Cent  Per  Cent  Per  Cent  Per  Cent 
None  54.3 

1-4  28.5  85.5  85.3  44.2  25.2 

5-9  9.8  8.7  11.5  30.7  24.1 

10-14  3.4  ....  1.6  12.9  15.3 

15-19  1.9  1.5  ....  6.7  12.5 

20-49  1.9  4.3  1.6  4.9  19.0 


50  or  more  .2  ....  ....  .6  3.9 

Totak.lOO.O  100.0  100.0  100.0  100.0 

detection  of  the  disease  in  its  early  stages.  If 
syphilis  is  to  be  controlled,  each  physician  must 
be  sufficiently  suspicious  of  every  non-healing 
sore  to  make  a blood  Wassermann  or  better  still, 
a darkfield  examination.  Rarely  is  the  specialist 
the  first  to  see  the  patient  with  early  syphilis.  The 
sooner  each  individual  becomes  suspicious  of  an 


unhealing  sore  and  seeks  medical  advice  the  soon- 
er will  the  control  of  syphilis  become  a reality. 

STAGE  OF  INFECTION  ON  BEGINNING 
TREATMENT 

Of  the  total  cases  of  syphilis  reported  under 
observation  and  treatment  in  Nebraska,  only  3G 
per  cent  began  treatment  in  the  early  stages  of  the 
infection  when  therapy  is  most  effective.  In  a 
community  in  which  only  one-third  of  the  indi- 
viduals infected  with  syphilis  seek  early  treatment 
and  as  is  subsequently  shown,  only  a fractional 
]iart  of  these  remain  until  they  have  received  the 
minimum  amount  of  treatment  necessary  to  ren- 
der them  nonin fectious  or  to  protect  them  against 
the  chronic  and  disabling  conditions  which  follow 
inadequate  treatment,  it  is  obvious  that  corrective 
measures  must  be  taken.  The  promise  of  “cure” 
in  eight  diances  out  of  ten  for  the  syphilitic  be- 
ginning treatment  in  the  early  stages  of  infection 
and  remaining  until  adequately  treated  is  rarely 
fulfilled.  Under  present  conditions  less  than  150 
of  the  1550  individuals  in  Nebraska  who  acquired 
syphilis  last  year  will  remain  under  treatment  for 
a period  sufficient  to  receive  the  maximum  bene- 
fit from  present  day  therapy. 

At  least  15  per  cent  of  the  infected  individuals 
included  in  the  survey  had  neglected  treatment 
until  after  the  central  nervous  system  had  be- 
come involved.  In  fact  5.4  per  cent  of  the  pa- 
tients under  treatment  had  paresis  and  2.7  per 
cent  had  tabes  dorsalis.  U.  S.  Census  reports  of 
first  admissions  of  mental  patients  with  general 
paralysis  to  institutions  for  mental  diseases  in 
Nebraska  indicate  that  there  has  been  no  signifi- 
cant change  in  the  admission  rate  for  paresis  in 
recent  years. 

In  31  per  cent  of  the  total  cases  included  in  the 
survey  syphilis  was  in  the  latent  stage  and  was 
usually  uncovered  through  an  examination  for 
some  other  condition. 

Although  the  number  of  cases  of  prenatal  syph- 
ilis reported  is  small  the  same  neglect  of  treat- 
ment attends  prenatal  syphilis  as  exists  among 
patients  with  acquired  syphilis.  One  tragedy  of 
impaired  vision  or  blindness  from  interstitial  kera- 
titis abruptly  terminating  a promising  career,  is 
sufficient  to  urge  an  intensive  search  through 
routine  serologic  blood  tests  to  detect  and  bring 
to  treatment  all  prenatal  syphilitics  before  such 
disasters  occur. 

TABLE  3 — Distribution  of  Cases  of  Syphilis  and  Gon- 
orrhea in  Omaha  and  10  Counties  in  Nebraska, 
by  Diagnosis  On  Admission 


Diagnosis  On  Admission  Per  Cent 

Syphilis:  100.0 

Early  36.0 

Latent  29.4 

Uate  30.9 

Skin  and  muco.sal 1.2 
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Visceral  3 

Cardiovascular  1.5 

Bone  and  joint 3 

Neuro-  14.6 

Asymptomatic  2.4 

Meningeal  3 

Vascular  3 

Meningovascular  1 

Optic  atrophy  

Paresis  5.4 

Tabes  dorsalis  2.7 

Tabo-paresis  1 

Type  not  indicated 3.3 

Ocular  4 

Type  not  indicated 12.6 

Prenatal  3.7 

Early  1.2 

Late  2.5 

Gonorrhea:  100.0 

Acute  64.4 

Chronic  35.6 


PREVALENCE  OP  SYPHILIS  AND  GONORRHEA 
BY  STAGE  OF  THE  DISEASE  IN  THE 
SURVEYED  AREA 

The  prevalence  rate  per  1000  population  for 
acquired  syphilis  is  2.16  for  the  male  and  1.63 
for  the  female.  Thus  the  rate  for  the  male  is  a 
third  higher  than  for  the  female.  Although  these 
prevalence  rates  do  not  appear  to  be  high  the 


tions  are  paretics ; that  examinations  for  cardio- 
vascular disease  reveal  a high  percentage  of  un- 
treated syphilitics  with  cardiovascular  syphilis ; 
and  that  many  pregnant  women  have  syphilis  as 
evidenced  by  routine  serologic  blood  tests. 

The  prevalence  rate  for  early  prenatal  syphilis 
in  Nebraska  is  1.48  per  thousand  infants  under 
one  year  of  age.  No  figures  with  regard  to  the 
prevalence  or  incidence  of  prenatal  syphilis  re- 
veals the  tremendous  loss  of  life  or  suffering  to 
the  offspring  which  follows  untreated  syphilis  in 
the  pregnant  woman.  One  has  only  to  consider 
the  25,000  stillbirths  due  to  syphilis  that  occur 
annually  in  the  United  States  to  realize  that  all 
the  disasters  resulting  from  syphilis  cannot  be 
found  among  the  living. 

PREVALENCE  OF  GONORRHEA 

An  average  of  726  cases  of  gonorrhea  or  1.48 
per  thousand  population  are  constantly  under  ob- 
servation or  treatment  in  the  surveyed  territory. 
The  situation  with  regard  to  gonorrhea  is  slight- 
ly more  encouraging  than  that  of  syphilis  since 


TABLE  4 — Prevalence  of  Syphilis  and  Gonorrhea  by  Stage  of  Disease  and  by  Sex  and  Color  of  the  Patient 

in  Omaha  and  10  Counties  in  Nebraska 


SYPHILIS  GONORRHEA 


Sex  and 
Color 

Acquired 

Prenatal 

Number  of 
Cases 

Rates  Per  1000 
Population 

Number  of 
Cases 

Rates  Per  1000 
Population  (1) 

Number  of 
Cases 

Rates  Per  1000 
Population  (2) 

Males  : 

Early  Late 

Total 

Early 

Late 

Total 

Early 

Late 

Total 

Early  Late  Total 

Acute  Chronic  Total 

Acute  Chronic  Total 

White 

184 

298 

482 

.78 

1.27 

2.05 

4 

8 

12 

.99 

.03 

.05 

334 

204 

538 

1.40 

.85 

2.25 

Black 

17 

24 

41 

2.62 

3.69 

6.31 

1 



1 

10.00 



.15 

19 

14 

33 

2.88 

2.12 

5.00 

Total 

201 

322 

523 

.83 

1.33 

2.16 

5 

8 

13 

1.21 

.03 

.05 

353 

218 

571 

1.43 

.89 

2.32 

Females : 

White 

126 

205 

331 

.53 

.87 

1.40 

7 

12 

19 

1.82 

.05 

.08 

106 

46 

152 

.44 

.19 

.63 

Black 

14 

50 

64 

2.26 

8.07 

10.33 



4 

4 



.64 

.64 

3 



3 

.48 



.48 

Total 

140 

255 

395 

.58 

1.05 

1.63 

7 

16 

23 

1.77 

.07 

.09 

109 

46 

155 

.44 

.19 

.63 

Both  Sexes : 

White 

310 

503 

813 

.66 

1.07 

1.73 

11 

20 

31 

1.39 

.04 

.06 

440 

250 

690 

.92 

.52 

1.44 

Black 

31 

74 

105 

2.44 

5.83 

8.27 

1 

4 

5 

5.15 

.32 

.39 

22 

14 

36 

1.71 

1.09 

2.80 

Total 

341 

577 

918 

.70 

1.19 

1.89* 

12 

24 

36 

1.48 

.05 

.07 

462 

264 

726 

.94 

.54 

1.48 

(1)  Rates  for  acquired  syphilis  are  based  on  population  one  year  of  age  and  over. 

(2)  Rates  for  early  prenatal  syphilis  are  based  on  population  under  one  year  of  age  and  those  for  late  prenatal  syphilis  are 
based  on  population  one  year  of  age  and  over. 

♦The  inclusion  of  cases,  not  specified  by  stage  of  infection,  that  were  reported  after  the  completion  of  the  survey  increases  the 
total  rate  for  acquired  syphilis  to  2.15  and  that  for  gonorrhea  to  1.79. 


fact  that  only  a third  of  those  under  treatment 
sought  medical  care  during  the  early  stage  of 
syphilis  when  the  maximum  benefit  of  treatment 
could  be  obtained  forecasts  an  accumulating  treat- 
ment load  for  syphilis.  No  community  can  ac- 
cept a low  prevalence  rate  for  early  syphilis  as  a 
criterion  that  their  syphilis  problem  is  a negligible 
one.  The  reported  cases  of  venereal  disease  under 
treatment  in  a large  measure  depends  upon  the 
alertness  of  those  in  whose  care  the  health  of  the 
community  rests  as  well  as  the  adequacy  of  the 
facilities  for  the  detection  and  treatment  of  these 
diseases.  There  is  no  community  within  the 
United  States  that  is  actually  detecting  and  treat- 
ing, in  the  early  stage  of  the  disease,  all  infected 
individuals  within  its  area.  This  statement  is 
premised  on  the  facts  that  annually  a certain  pro- 
portion of  the  first  admissions  to  mental  institu- 


nearly  two-thirds  of  the  individuals  infected  seek 
treatment  early  in  the  course  of  the  disease.  A 
prevalence  rate  of  1.48  per  1000  for  gonorrhea  as 
compared  with  a rate  of  1.8!)  for  syphilis  indicates 
a ver_\'  much  higher  rate  for  gonorrhea  than  for 
syphilis  because  of  the  shorter  duration  of  obser- 
vation and  treatment  for  gonorrhea. 

INCIDENCE  OF  SYPHILIS 

Data  were  assembled  on  the  number  of  new 
cases  of  syphilis  that  sought  treatment  during 
193()  in  the  surveyed  area.  There  were  558  in- 
dividuals who  sought  treatment  for  the  first  time 
for  their  infection  which  had  been  acquired  dur- 
ing the  present  year  and  !)30  who  had  failed  to 
seek  treatment  during  the  first  year  of  their  dis- 
ease but  came  for  treatment  during  the  year. 
These  rates.  1.15  for  early  syphilis  and  1.92  for 
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late  syphilis  again  indicate  the  failure  of  indi- 
viduals to  appreciate  the  seriousness  of  their  in- 
fection. 

INCIDENCE  OF  GONORRHEA 

There  were  3T68  new  cases  of  gonorrhea  in  the 
surveyed  area  that  sought  treatment  during  the 
past  year.  The  annual  incidence  rates  are  5.51 


with  these  individuals  excluded,  the  incidence  rate 
for  syphilis  is  4.3  per  thousand.  The  incidence 
rate  for  syphilis  in  North  Platte  is  considerably 
higher,  being  5.3  per  thousand.  In  Kearney  the 
incidence  rate  is  3.8 ; in  Alliance  3.0 ; and  in  Lin- 
coln 2.9  per  thousand.  The  individual  incidence 
rates  for  the  counties  and  the  principal  cities  are 


TABLE  5 — Annual  Incidence  of  Syphilis  and  Gonorrhea  by  Stag-e  of  Disease  and  by  Sex  and  Color  of  the 

Patient  in  Omaha  and  10  Counties  in  Nebraska 

SYPHILIS  GONORRHEA 


Sex  and 
Color 

Acquired 

Prenatal 

Annual  Rates  Per 
1000  Population 

Annual  Number 
of  Cases 

Rates  Per  1000 
Population  (1) 

Annual  Number 
of  Cases 

Rates  Per  1000 
Population  (2) 

of  Cases 

Males  : 
WhitP 

Early 

309 

Late 

519 

Total 

828 

Early  Late  Total 
1.31  2.21  3.52 

Early 

6 

Late  Total 
12  18 

Early 

1.49 

Late  Total 
.05  .08 

Acute  Chronic  Total 
2016  756  2772 

Acute  Chronic  Total 
8.42  3.16  11.58 

Black 

24 

84 

108 

3.70 

12.93 

16.63 

3 



3 

30.00 



.45 

120 

24 

144 

18.20 

3.64 

21.84 

Total  - 

333 

603 

936 

1.38 

2.49 

3.87 

9 

12 

21 

2.17 

.05 

.09 

2136 

780 

2916 

8.68 

3.17 

11.86 

Females : 
White  

195 

240 

435 

.83 

1.02 

1.85 

6 

6 

12 

1.56 

.03 

.05 

564 

276 

840 

2.35 

1.15 

3.50 

Black 

30 

87 

117 

4.84 

14.04 

18.88 

9 

9 

1.45 

1.43 

12 

12 

1.91 

1.91 

Total  - — 

225 

327 

552 

.93 

1.35 

2.28 

6 

15 

21 

1.52 

.06 

.09 

576 

276 

852 

2.34 

1.12 

3.46 

Both  Sexes : 
WhifP 

504 

759 

1263 

1.07 

1.61 

2.68 

12 

18 

30 

1.52 

.04 

.06 

2580 

1032 

3612 

5.38 

2.15 

7.53 

Black 

54 

171 

225 

4.26 

13.47 

17.73 

3 

9 

12 

15.46 

.71 

.93 

132 

24 

156 

10.25 

1.86 

12.11 

Total 

558 

930 

1488 

1.15 

1.92 

3.07 

15 

27 

42 

1.85 

.06 

.09 

2712 

1056 

3768 

5.51 

2.15 

7.66 

( 1 ) Rates  for  acquired  syphilis  are  based  on  poptllation  one  year  of  age  and  over. 

(2)  Rates  for  early  prenatal  syphilis  are  based  on  population  under  one  year  of  age  and  those  for  late  prenatal  syphilis  are 
based  on  population  one  year  of  age  and  over. 


for  acute  and  2.15  for  chronic.  The  incidence  of 
gonorrhea  is  much  higher  than  that  for  syphilis- 
The  annual  rate  for  gonorrhea  is  7.66  per  thous- 
and population  as  compared  with  3.07  for  syphilis. 

INCIDENCE  OF  VENEREAL  DISEASES  IN 
INDIVIDUAL  COMMUNITIES 

Annually  in  Omaha  city  there  are  1000  new 
cases  of  syphilis  that  seek  authorized  medical  care 
and  approximately  60  per  cent  of  these  delayed 


reported  separately.  In  each  of  these  communi- 
ties an  effort  was  made  to  exclude  from  the  inci- 
dence rates  the  individuals  under  treatment  who 
did  not  reisde  within  the  community.  The  propor- 
tion of  non-residents  seeking  treatment  within 
given  cities  varies  considerably.  The  average 
number  of  individuals  under  treatment  who  were 
non-residents  is  11  per  cent  for  syphilis  and  5 
per  cent  for  gonorrhea. 


TABLE  6 — Annual  Incidence  of  Syphilis  and  Gonorrhea  and  the  Rates  Per  1,000  Population  in  10  Surveyed 
Counties  in  Nebraska  and  Their  Principal  Cities  or  Towns 


SYPHILIS  GONORRHEA 


County  and  Principal 
City  or  Town 

Number  of 
Cases 

Annual  Rate  Per 
1000  Population 

Number  of 
Cases 

Annual  Rate  Per 
1000  Population 

Early 

Late 

Total 

Early 

Late 

Total 

Acute 

Chronic 

Total 

Acute 

Chronic 

Total 

Box  Butte  County 

9 

15 

24 

.7 

1.3 

2.0 

24 

24 

2.0 

2.0 

Alliance 

9 

15 

24 

1.4 

2.2 

3.6 

12 

12 

1.8 

1.8 

Brown  County 









24 

24 

4.2 

4.2 

Ainsworth 



__ 





Buffalo  County 

27 

18 

45 

1.1 

.7 

1.8 

72 

12 

84 

3.0 

.5 

3.5 

Kearney  _ _ - 

21 

12 

33 

2.4 

1.4 

3.8 

60 

60 

7.0 

7.0 

Dodge  County- 

24 

12 

36 

.9 

.5 

1.4 

96 

60 

156 

3.8 

2.4 

6.2 

Fremont 

9 

6 

15 

.8 

.5 

1.3 

84 

36 

120 

7.4 

3.1 

10.5 

Gage  County 

6 

12 

18 

.2 

.4 

.6 

72 

72 

2.4 

2.4 

Beatrice 

3 

12 

15 

.3 

1.2 

1.5 

60 

60 

5.8 

5.8 

Hall  County 

9 

30 

39 

.3 

1.1 

1.4 

84 

84 

3.1 

3.1 

Grand  Island 

6 

27 

33 

.3 

1.5 

1.8 

84 

84 

4.7 

4.7 

Lancaster  County 

39 

189 

228 

.4 

1.9 

2.3 

552 

420 

972 

5.5 

4.2 

9.7 

Lincoln 

36 

186 

222 

.5 

2.4 

2.9 

504 

420 

924 

6.6 

5.5 

12.1 

Lincoln  County 

33 

36 

69 

1.3 

1.4 

2.7 

216 

24 

240 

8.4 

.9 

9.3 

North  Platte 

30 

33 

63 

2.5 

2.7 

5.2 

180 

24 

204 

14.9 

2.0 

16.9 

Madison  County 

12 

24 

36 

.5 

.9 

1.4 

60 

60 

2.3 

2.3 

Norfolk 

12 

15 

27 

1.1 

1.4 

2.5 

24 

24 

2.2 

2.2 

Thomas  County 











Thedford 























Total — 10  Counties 

159 

336 

495 

.6 

1.2 

1.8 

1200 

516 

1716 

4.3 

1.9 

6.2 

Omaha  City  (all) 

414 

621 

1035 

1.9 

2.9 

4.8 

1524 

528 

2052 

7.1 

2.5 

9.6 

Grand  Total 

573 

957 

1530 

1.2 

1.9 

3.1 

2724 

1044 

3768 

5.5 

2.1 

7.6 

Note:  Rates  for  cities  and  towns,  excepting  Omaha,  are  based  on  resident  cases.  Omaha  includes  resident  and  nonresident  cases. 


seeking  treatment  until  after  the  first  year  of  the 
disease.  The  total  incidence  rate  is  4.8  per  thous- 
and which  is  considerably  higher  than  that  for 
the  state  of  Nebraska.  This  high  rate  is  not  due 
to  the  inclusion  of  individuals  living  outside  of 
Omaha  who  seek  treatment  within  the  city,  for 


RURAL  VERSUS  URBAN  INCIDENCE 
There  has  been  considerable  controversy  as  to 
the  difference  in  the  rural  and  urban  incidence 
rates  for  venereal  disease.  In  Nebraska  the  urban 
incidence  rate  for  syphilis  was  more  than  five 
times  that  for  the  rural.  This  difference  is  much 
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greater  than  that  found  generally  throughout  the 
United  States.  No  effort  has  been  made  to  de- 
termine the  place  at  which  the  infection  was  ac- 
quired. 

A similar  difference  is  found  in  the  incidence 
rate  for  gonorrhea  in  the  urban  as  compared  with 
the  rural  areas  in  the  surveyed  territory  of  Ne- 


in  these  inadequately  treated  individuals  makes 
them  the  greatest  public  health  menace  in  the 
spread  of  the  infection.  Therefore,  to  lose  three- 
fourths  of  the  patients  before  the  organism  is 
really  under  control,  indicates  the  urgent  need  of 
more  adequate  and  persistent  follow-up  of  delin- 
quent patients. 


TABLE  7 — Annual  Incidence  Rates  Per  1000  Population  for  Early  and  Late  Syphilis  Among  the  Urban  and 

Rural  Populations  of  10  Counties  in  Nebraska 


URBAN RURAL TOTAL 


County 

Cases  of 
Syphilis 

Rates  Per  1000 
Population 

Cases  of 
Syphilis 

Rates  Per  1000 
Population 

Cases  of 
Syphilis 

Rates  Per  1000 
Population 

Early  Late  Total 

Early 

Late 

Total 

Early  Late 

Total 

Early 

Late  Total 

Early 

Late 

Total 

Early 

Box  Butte - 

9 

15 

24 

1.4 

2.2 

3.6 

15 

24 

.7 

1.3 

2.0 

Brown  

Buffalo 

21 

12 

33 

2.4 

1.4 

3.8 

6 

6 

12 

.4 

.4 

.8 

27 

18 

45 

1.1 

1.8 

Dodge  

9 

6 

15 

.8 

.5 

1.3 

15 

6 

21 

1.1 

.4 

1.5 

24 

12 

36 

.9 

.5 

1.4 

Gage  - 

3 

12 

15 

.2 

.9 

1.1 

3 



3 

.2 

.2 

6 

12 

18 

.2 

.4 

.6 

Hall 

6 

27 

33 

.3 

1.5 

1.8 

3 

3 

6 

.3 

.3 

.6 

9 

30 

39 

.3 

1.1 

1.4 

Lancaster 

36 

186 

222 

.5 

2.3 

2.8 

3 

3 

6 

.1 

.1 

.2 

39 

189 

228 

.4 

1.9 

2.3 

Lincoln  _ 

30 

33 

63 

2.5 

2.7 

5.2 

3 

3 

6 

.2 

.2 

.4 

33 

36 

69 

1.3 

1.4 

2.7 

Madison 

12 

15 

27 

1.1 

1.4 

2.5 



9 

9 

.6 

.6 

12 

24 

36 

.5 

.9 

1.4 

Thomas 



— 

— 

— 

— 

— 





__ 





Total 

126 

306 

432 

.8 

1.9 

2.7 

33 

30 

63 

.3 

.2 

.5 

159 

336 

495 

.6 

1.2 

1.8 

braska,  the  urban  rate  being  five  times  the  rural 
rate  (9.3  and  1.9  per  1000  respectively). 

TREATMENT  OF  SYPHILIS  BY  THE  PRIVATE 
PHYSICIAN  VERSUS  PUBLIC  CLINIC 

Some  evidence  has  been  accumulated  in  recent 
years  to  indicate  that  one  of  the  principal  ob- 
stacles to  the  control  of  syphilis  has  been  the 
tendency  of  individuals  to  lapse  from  treatment 
before  they  have  been  adequately  treated.  In  this 


AGE  OF  PATIENT  AT  TIME  OF  ADMISSION 
Of  504  patients  with  early  syphilis,  26?  or  over 
one-half  had  acquired  the  disease  before  the  age 
of  30.  Among  the  white  males,  the  highest  inci- 
dence rate  occurs  in  the  age  period  25-29  and 
among  white  females  in  the  age  period  20-24.  The 
extreme  youth  of  the  individuals  who  acquire 
syphilis  has  been  stressed  throughout  the  present 
campaign,  in  which  for  the  country  as  a whole. 


TABLE  8 — Annual  Incidence  Rates  Per  1000  Population  for  Acute  and  Chronic  Gonorrhea  Among  the  Urban 

and  Rural  Population  of  10  Counties  in  Nebraska 


URBAN 


RURAL 


TOTAL 


Cases  of 

Rates  Per  1000 

Cases  of 

Rates  Per  1000 

Cases  of 

Gonorrhea 

Population 

Gonorrhea 

Population 

Gonorrhea 

County 

0) 

"c 

a; 

0) 

"c 

0) 

"c 

0) 

"c 

o 

0 

o 

a 

O 

ce 

O 

o 

X 

o 

o 

X 

o 

X 

CJ 

X 

o 

s 

X 

< 

O 

H 

< 

o 

H 

< 

o 

< 

o 

< 

U 

12 

12 

1.8 

1.8 

12 

12 

2.3 

2.3 

24 

24 

Brown 

24 

24 

4.2 

4.2 

24 

24 

60 

60 

7.0 

7.0 

12 

12 

24 

.8 

.8 

1.6 

72 

12 

84 

84 

36 

120 

7.4 

3.1 

10.5 

12 

24 

36 

.9 

1.7 

2.6 

96 

60 

156 

Gage 

60 

60 

4.6 

4.6 

12 

12 

.7 

.7 

72 

72 

Mali 

84 

84 

4.7 

4.7 

84 

84 

504 

420 

924 

6.3 

5.3 

11.6 

48 

48 

2.3 

2.3 

552 

420 

972 

180 

24 

204 

14.9 

2.0 

16.9 

36 

36 

2.7 

2.7 

216 

24 

240 

24 

24 

2.2 

2.2 

36 

36 

2.3 

2.3 

60 

60 

Thomas 











Total 

1008 

480 

1488 

6.3 

3.0 

9.3 

192 

36 

228 

1.6 

.3 

1.9 

1200 

516 

1716 

Rates  Per  1000 


Population 


a; 

0 

3 

u 

O 

X 

O 

< 

u 

P 

2.0 

2.0 

4.2 

4.2 

3.0 

.5 

3.5 

3.8 

2.4 

6.2 

2.4 



2.4 

3.1 

3.1 

5.5 

4.2 

9.7 

8.4 

.9 

9.3 

2.3 

-- 

2.3 

-- 

— 

— 

4.3 

1.9 

6.2 

survey,  an  effort  was  made  to  determine  the  suc- 
cess of  the  private  physician  as  compared  with 
that  of  the  public  clinic  in  keeping  the  patient 
under  treatment.  It  was  found  that  although 
the  private  physician  was  able  to  hold  the  patient 
under  observation  and  treatment  for  a relatively 
longer  period  of  time  than  was  the  public  clinic, 
he  was  unable  to  administer  adequate  therapy  to 
any  larger  proportion  of  the  patients.  Under 
either  treatment  source  the  adequately  treated  in- 
dividuals represented  only  a fourth  of  the  total 
cases  under  treatment.  The  early  disappearance 
of  primary  and  secondary  lesions  under  treatment 
with  the  high  incidence  of  mucocutaneous  relapse 


it  has  been  found  that  one  out  of  every  five  who 
acquire  syphilis  does  so  before  the  age  of  20.  Such 
a finding  is  most  important  in  the  planning  of  an 
educational  program  and  also  a treatment  pro- 
gram, for  obviously,  individuals  in  these  age 
groups  do  not  have  a sufficient  earning  capacity 
to  defray  the  expenses  of  adequate  treatment  for 
their  infection. 

ECONOMIC  STATUS  OP  THE  PATIENT 
As  a possible  indication  of  the  ability  of  an  in- 
dividual to  pay  for  the  treatment  of  a venereal 
disease,  the  treatment  sources  were  requested  to 
report  whether  the  individual  was  in  poor,  mod- 
erate or  good  financial  circumstances.  Inasmuch 
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as  most  clinics  and  institutions  require  that  an  in- 
dividual be  practically  without  funds  before  free 
treatment  is  given,  the  data  secured  from  these 
sources  are  of  very  little  interest,  but  those  fur- 


and  30  per  cent  as  in  good  circumstances.  Since 
GO  per  cent  of  the  total  cases  of  syphilis  were  un- 
der the  care  of  the  private  physician  and  only  an 
individual  in  good  financial  circumstances  could 


TABLE  9 — Amount  of  Arsphenamine  With  Appropriate  Heavy  Metal  Administered  to  Patients  With  Acquired 
Syphilis  by  Private  Physicians  and  in  Public  Clinics  and  Institutions,  in  Omaha  and  10  Counties  in  Nebraska 


Patients  With  Syphilis  Treated: 

Number  of 

Injections  of  By  Private  In  Public  In  Hospitals  and 

Arsphenamine  Physicians  Clinics  Institutions  Total 

with  app.  H.M. Number  Per  Cent Number Per  Cent Number Per  Cent Number  Per  Cent 

Early  Syphilis 

Less  than  20 261  7L6  TTo  85l  3 42^9  374  tEo 

20  or  more 89  25.4  19  14.7  4 57.1  112  23.0 

Total 350  100.0  129  100.0  7 imO  486  100.0 

Late  Syphilis 

Less  than  20 301  76^6  191  7L8  U2  fsE  604  Til 

20  or  more 92  23.4  75  28.2  40  26.3  207  25.5 

Total 393  100.0  266  100.0  152  100.0  811  100.0 


nished  by  the  private  physicians  are  of  real  value. 
\\’hen  the  economic  status  of  the  patient  was  giv- 
en bv  the  physician,  25  per  cent  were  reported  as 
jioor,  45  per  cent  as  in  moderate  circumstances. 


afford  to  pay  for  private  care,  it  is  obvious  that 
the  private  physicians  in  Nebraska  are  carrying  a 
large  share  of  the  burden  of  the  treatment  of 
syphilis. 


THE  IXJECTIOX  TREATMEXT  OE  HERNIA* 

ROY  H.  WHITHAM,  M.  D., 

Lincoln. 


HISTORY 

A hundred  years  ago  hernia  was  regarded  an 
incurable  affliction,  as  indeed  it  was  by  any 
method  known  at  the  time.  Seventy  years  pre- 
viously. in  16G5,  X'icholas  Dequin  had  invented 
the  steel  spring  truss  and  this  was  all  the  surgeon 
had  to  offer  the  sufferer  from  hernia.  In  1832, 
Dr.  George  Heaton  hit  upon  the  idea  of  injecting 
an  astringent  solution  into  the  inguinal  canal  and 
after  experimenting  for  .seven  years  perfected  a 
solution  and  a technique  for  the  cure  of  rupture. 
For  fifty  years  he  plied  his  craft  with  such  suc- 
ces.'  that  he  was  able  to  gain  fame  and  fortune. 
Beginning  in  Chicago,  where  he  found  the  at- 
mosphere not  congenial  he  migrated  to  Boston, 
where  he  invited  the  representatives  of  the  medi- 
cal profession  to  witness  his  operation.  This 
they  refused  to  do,  and  he  became  a martyr, 
gratuitously  advertised  the  world  over.  He  made 
a triumphal  tour  through  England  and  returned 
to  America  and  Boston  a famous  man,  who  had 
cured  hernia  when  the  famous  surgeons  could 
not. 

Recognizing  the  success  of  Heaton's  opera- 
tion. the  American  Medical  Association  appointed 
a committee  to  wait  on  him  and  learn  his  secret. 
This  Heaton  now  refused  to  allow,  and  the  com- 

♦Presented  before  the  Lancaster  County  Medical  Society,  Feb- 
ruary 2.  1937. 


mittee  reported  that  there  was  no  surgical  opera- 
tion to  be  relied  on  for  the  cure  of  reducible 
hernia. 

In  ISTO,  Heaton  published  his  method  in  a book 
entitled  “The  Cure  of  Rupture,"  but  the  method 
was  so  simple  that  it  was  laughed  at  by  the  pro- 
fession. J.  H.  Warren,  famous  Boston  surgeon, 
of  a famous  Boston  family,  became  interested  in 
the  method  and  used  it,  publishing  in  1880  his 
Treatise  on  Hernia,  dealing  with  the  injection 
method.  These  injections  were  painful  at  times 
and  with  the  work  of  IMarcy  in  1881,  IMacEwen 
in  188G,  and  of  Bassini  and  Hal.stead  in  1889,  the 
radical  operation  became  so  firmly  established 
that  the  injection  treatment  was  forgotten  for  a 
time. 

In  1900,  Dr.  Ignatz  Mayer  of  Detroit  began 
the  injection  treatment  of  reducible  hernia  claim- 
ing 98%  cures  of  all  cases  treated.  For  three 
decades  the  injection  treatment  remained  in  dis- 
repute, disregarded  by  the  medical  profession  as 
a w'hole,  but  kept  alive  by  individuals  on  the 
fringe  of  the  profession,  who  continued  to  prac- 
tice the  art.  undoubtedly  with  considerable  suc- 
cess. 

Then  came  in  the  last  decade  great  success  in 
the  treatment  of  varicose  veins  by  the  injection  of 
sclerosing  solutions.  Seeing  this  the  medical  pro- 
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fession  was  in  a receptive  frame  of  mind  for  the 
re-introduction  of  the  injection  method  in  the 
treatment  of  hernia.  To  Dr.  A.  F.  Bratriid  of 
^Minneapolis  belongs  the  credit  for  approaching 
the  problem  with  an  open  mind  and  starting  a 
wave  of  scientific  investigation  of  its  possibilities. 
To  him  came  a patient  with  hernia  requesting  in- 
jection, which  he  agreed  to  do  if  he  could  obtain 
a suitable  solution.  He  obtained  his  solution 
after  paying  a physician  in  Chicago  for  a course 
in  the  technique,  and  treated  his  patient  with  suc- 
cess. Becoming  interested  in  the  subject  he 
established  a hernia  clinic  at  the  University  hos- 
pital in  Minneapolis,  which  was  soon  so  busy 
and  so  successful  that  cases  of  hernia  practically 
disappeared  from  the  hospital  wards. 

Two  years  ago,  in  the  summer  of  1934,  I vis- 
ited Dr.  Bratrud’s  clinic  and  observed  his  method. 
I was  impressed  by  the  fairness  of  his  approach, 
by  the  large  number  of  cases  coming  for  treat- 
ment. mail}-  of  whom  would  have  Ijeen  poor  sub- 
jects for  operation,  and  by  the  satisfaction  of 
these  patients.  Since  then  I have  been  using  the 
injection  treatment  in  selected  cases,  with  some 
success  and  enthusiasm. 

During  the  last  two  or  three  years  interest  in 
this  method  has  grown  rapidly ; many  articles  on 
the  subject  have  appeared  in  the  medical  journals, 
and  many  surgeons  have  trie.d  the  method.  Drug 
manufacturers  have  seen  the  possibilities  and  a 
number  of  different  solutions  are  available  on 
the  market  for  the  purpose. 

ANATOMY 

Every  surgeon  who  operates  on  hernia  is  fa- 
miliar with  the  details  of  the  anatomy  of  the  in- 
guinal region  which  are  necessar}’  for  an  under- 
standing of  the  injection  method.  The  bony 
landmarks  are  the  anterior  superior  spine  of  the 
ileum  and  the  spine  of  the  pubis  which  form  the 
outer  and  inner  attachments  of  the  inguinal  or 
I’oupart’s  ligament.  The  inguinal  region  above 
this  ligament  is  involved  in  inguinal  hernia. 

Beneath  the  skin,  and  superficial  fascia  one 
finds  the  aponeurosis  of  the  External  Oblique, 
whose  fibers  run  parallel  to  the  inguinal  ligament 
and  on  their  lower  borders  fold  over  to  form 
that  ligament.  At  a point  about  one  cm.  above 
and  one  cm.  lateral  to  the  spine  of  the  pubis  the 
fibers  of  the  external  oblique  separate  and  arch 
to  form  the  external  inguinal  ring  through  which 
the  spermatic  cord  emerges  to  enter  the  scrotum. 

Beneath  the  External  Oblique  fascia  lies  the 
muscular  Internal  Oblique  whose  fibers  run  al- 
most transversally  in  this  region  and  on  its  lower 


border  unite  with  the  transversalis  in  a free  edge 
called  the  Conjoined  Tendon.  In  some  instances  t 
this  Conjoined  Tendon  attaches  at  the  spine  of 
the  pubis,  in  others  to  the  border  of  the  Rectus 
fascia  at  a point  above  the  pubic  spine.  In  the 
latter  case  a triangular  space  called  Hesselbach’s 
triangle  is  left  between  the  conjoined  tendon  and 
the  inguinal  (Poupart’s)  ligament  unprotected  by  : 
the  inner  layers  of  muscle  and  it  is  through  this  \ 
defect  that  a direct  inguinal  hernia  is  formed.  j 

At  a point  one  cm.  above  the  mid-point  of  the  I 
inguinal  ligament  the  fibers  of  the  Internal 
Oblique  and  Transversalis  separate  to  form  the 
Internal  Inguinal  Ring.  The  Inguinal  Canal  then 
is  the  space  through  which  the  spermatic  cord 
runs  from  the  internal  to  the  external  rings,  a 
distance  of  about  four  cm.  Crossing  the  inguinal 
canal  posteriorally  and  running  medialward  and 
upward  is  the  deep  epigastric  artery.  Since  this 
divides  the  internal  ring  (through  which  an  in- 
direct hernia  arises ) from  Hesselbach's  triangle 
(through  which  a direct  hernia  arises)  it  is  a use- 
ful guide  to  the  surgeon  in  determining  whether 
a given  hernia  is  direct  or  indirect. 

MECHANISM 

1.  Indirect  Hernia:  In  foetal  life  the  testis 
which  formed  in  the  post-peritoneal  space  de- 
scends through  the  inguinal  canal  carrying  with 
it  the  blood  vessels  which  nourish  it,  the  \ as 
deferens  through  which  it  empties  its  sperms, 
bands  of  muscle  ( Cremaster ) from  the  internal 
oblique  and  a prolongation  of  ]>eritoneum.  a sac 
which  if  it  persists,  forms  the  sac  of  an  in- 
direct inguinal  hernia.  The  lower  end  persists 
as  the  Tunica  \’aginalis  testis,  and  ordinarily  the 
upper  portion  is  obliterated.  Probably  every  case 
of  indirect  hernia  is  founded  on  a failure  of 
obliteration  of  this  sac.  but  it  is  often  so  short 
and  so  small  in  caliber  that  it  does  not  form  a 
true  hernia  for  many  years._ 

Under  the  stress  of  intra-abdominal  pressure 
the  sac  is  eventually  enlarged  enough  to  admit 
omentum  or  bowel,  and  once  started,  the  per- 
sistent force  serves  to  enlarge  the  sac  and  elon-  i 
gate  it  so  that  it  will  migrate  into  the  canal, 
through  the  external  ring  and  into  the  scrotum. 

(Due  of  the  reasons  it  can  migrate  through  the 
inguinal  canal  so  readily  is  that  whenever  the 
muscles  of  the  abdominal  wall  are  tightened,  in- 
creasing the  intra-abdominal  pressure,  the  In- 
ternal Oblique  and  Transversalis  act  efficiently, 
while  the  External  Oblique  is  at  a disadvantage 
being  more  tendinous  in  nature.  Thus  the  inner 
group  tends  to  pull  away  from  the  outer,  with 
a resulting  actual  enlargement  of  the  space  of 
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the  inguinal  canal.  This  invites  the  enlargement 
of  the  sac  in  the  inguinal  canal. 

Protrusion  through  the  external  ring  occurs 
when  the  canal  is  filled  by  the  hernia  sac.  This 
type  of  hernia  is  more  common  and  more  liable 
to  strangulation  than  the  direct  hernia  because  of 
its  narrow  neck. 

2.  Direct  Inguinal  Hernia:  A direct  inguinal 
bernia  begins  as  a saucer-like  protrusion  of  the 
peritoneum  through  the  weak  muscular  wall  below 
the  conjoined  tendon  and  medial  to  the  cord.  It’s 
production  is  definitely  favored  by  a high  attach- 
ment of  the  conjoined  tendon  leaving  a large  de- 
fect in  Hesselbach’s  triangle.  It  is  covered  only 
by  the  fascia  of  the  External  Oblique  and  as  soon 
as  it  is  large  enough  it  tends  to  find  its  way 
through  the  external  inguinal  ring. 

It  is  favored  also  by  the  mechanism  of  muscle 
contraction  which  tends  to  increase  intra-abdom- 
inal pressure  and  at  the  same  time  enlarge  the 
inguinal  canal.  It  is  not  ordinarily  liable  to 
strangulation  since  the  neck  of  the  sac  is  large, 
but  it  may  form  diverticula  in  its  wall  with  nar- 
row necks  and  these  may  provide  points  of 
strangulation. 

3.  Mechanism  of  the  Truss:  It  has  been  long 
recognized  that  the  spring  steel  truss  will  hold  an 
inguinal  hernia  from  protrusion.  In  fact,  a man 
with  a hernia  tends  to  truss  himself  with  his  hand 
on  coughing  or  sneezing. 

How  does  the  truss  serve  its  purpose?  By 
providing  a constant  firm  pressure  over  the  in- 
guinal canal  from  the  outside  the  space  in  the 
sac  tends  to  remain  obliterated  and  not  permit 
the  filling  with  omentum  or  bowel.  Also,  and 
probably  more  important,  the  space  in  the  in- 
guinal canal  between  the  muscle  layers  is  obliter- 
ated because  tbe  outer  layer  is  kept  in  firm  con- 
tact with  the  inner  layers.  Thus  when  the  mus- 
cles contract  the  Internal  Oblique  cannot  draw 
away  from  the  External  Oblique. and  invite  the 
hernia  into  the  space. 

RATIONALE  OF  IN.IECTION 

The  injection  treatment  consists  in  the  injec- 
tion of  an  irritating  substance  beneath  the  ex- 
ternal oblique  and  all  along  the  inguinal  canal. 
It  is  not  successful  unless  a properly  fitting  truss 
is  worn  throughout  the  course  of  treatments.  The 
substance  is  not  injected  into  the  hernia  sac  and 
the  sac  itself  is  not  actually  obliterated.  Then 
what  does  happen  ? 

The  scar  contracts  both  internal  and  external 
rings;  the  fascia  of  the  external  obliciue  becomes 


densely  adherent  to  the  surface  of  the  internal 
oblique  and  to  a less  extent  to  tbe  cord  itself, 
enclosing  the  cord  in  a more  rigid  inguinal  canal. 
Thus  the  inguinal  canal  cannot  become  enlarged 
and  invite  ])rotrusion  of  the  hernia  when  the  ab- 
dom’nal  muscles  contract. 

TECHNIQUE 

1.  Truss:  The  first  step  in  the  injection  treat- 
ment is  the  application  of  a properly  fitting  truss. 
.Ml  operators  who  have  had  experience  with  the 
method  agree  on  the  importance  of  this  step,  for 
if  the  truss  does  not  hold  the  hernia  completely 
reduced  at  all  times  and  in  every  posture,  the 
method  is  doomed  to  failure.  Some  experience 
in  truss  fitting  is  necessary  before  one  can  do  it 
lirojrerly,  or  before  one  can  be  sure  that  the 
truss  is  properly  fitted.  The  pad  should  remain 
in  place  by  the  action  of  the  spring  and  not  by 
the  force  of  any  supporting  straps.  It  should 
jiroduce  a definite  depression  in  the  skin  where  it 
lies.  It  should  exert  its  direct  inward  and  up- 
ward force  whether  the  subject  is  standing,  sit- 
ting, or  reclining.  It  should  be  comfortable. 

Once  the  injections  have  been  started,  the 
truss  should  be  worn  night  and  day  until  at  least 
a month  following  the  last  injection.  I have 
found  a truss  called  the  American  Silver  Truss 
fills  the  requirements  better  than  any  other  I 
have  seen. 

2.  Solutions:  I have  used  four  solutions,  Pro- 
liferol,  Neo-plasmoid,  Sylasol,  and  Thuja  Mix- 
ture. 

At  present  I am  using  the  latter  two.  Sylasol 
is  made  from  the  fatty  acids  of  Psyllium  seed. 
Thuja  Mi.xture  is  made  from  Tincture  of  Thuja 
and  phenol.  All  the  solutions  are  irritants  which 
cause  proliferation  of  scar  tissue.  Thev  have  dif- 
ferent qualities  and  each  has  its  advocates. 

3.  Technique  of  Injection:  The  solution  is 
injected  at  various  places  along  the  inguinal 
canal  and  around  the  inguinal  rings  beneath  the 
fa.scia  of  the  external  oblique.  The  depth  is 
identified  by  the  feel  of  the  needle  as  it  pierces 
the  aponeurotic  tissues. 

I have  been  giving  about  two  injections  a week 
until  twelve  are  given,  as  a rule,  and  six  more 
after  a two  or  three  month  interval  if  the  first 
series  has  not  been  effective.  In  my  hands  a 
repeated  course  has  been  necessary  in  about  half 
the  cases,  but  with  more  experience  I believe  the 
necessity  for  secondary  courses  w'ill  become  less 
frequent. 

COMPLICATIONS 

1.  Atrophy  of  the  testicle  has  been  said  to  re- 
sult from  hernia  injection.  Those  observers  who 
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have  had  experience  with  the  method  state  that 
they  have  not  seen  it  occur,  but  that  atrophy  is 
a frequent  complication  of  hernia. 

2.  Infection  is  certainly  a remote  complica- 
tion, no  cases  having  been  reported  as  far  as  I can 
learn. 

3.  Tumor  will  result  from  injection  into  the 
cord  itself  but  this  will  almost  wholly  disappear. 

4.  Death  has  not  been  reported  in  any  case 
in  the  now-growing  literature  on  the  subject. 

o.  Necrosis  of  the  cord  has  been  reported 
with  the  Thuja  Mixture. 

IXDICATIONS--CONTRAINDICATIONS 

■Any  reducible  hernia  which  can  be  retained  by 
a truss  is  suitable  for  injection.  I need  not  point 
out  to  this  group  that  I have  a high  regard  for 
the  effectiveness  of  operation.  The  method  does, 
however,  offer  an  alternative  for  those  who  re- 
fuse operation  or  in  whom  operation  may  carry 
an  unusual  hazard  of  death  or  of  recurrence. 
Recurrent  hernias  can  readily  be  injected  and  are 
often  hard  to  handle  surgically. 

RESULTS 

I believe  that  any  hernia  suitable  for  injection 
can  be  cured  with  sufficient  persistence  on  the 
part  of  operator  and  ])atient.  In  some  cases  per- 
sistence over  many  months  may  be  necessary. 
Recurrence  is  probably  no  greater  than  after  op- 
eration and  has  been  rated  as  low  as  3%,  and 
can  easily  be  handled  by  further  injection. 

I want  to  present  the  first  two  cases  I injected 
beginning  about  two  years  ago,  as  extreme  ex- 
amples of  bilateral  indirect  and  bilateral  direct 
herniae. 

Case  Xo.  1;  i\Ir.  K.,  a male  widower,  age  58,  a truck 
driver.  tVas  first  seen  April  2,  1935.  He  had  had  a 
scrotal  hernia  for  twenty  years  and  worn  a truss. 
Examination  revealed  a right  indirect  inguinal  hernia 
filling  the  scrotum,  reducible,  and  a left  smaller  in- 
direct hernia,  reducible. 

He  was  fitted  with  a truss  and  injections  begun 
on  April  9.  1935.  The  first  course  was  completed 
.Tune  1,  1935,  another  four  injections  were  given  in 
December  and  another  course  in  May,  1936,  and  an- 
other in  September,  1936.  In  September,  1936,  he 
showed  some  bulge  and  impulse  on  coughing  on  the 
right,  the  illustration  showing  clearly  how  much.  He 
has  received  some  more  treatments  and  worn  a single 
truss  during  this  time,  for  his  bilateral  truss  does  not 
hold  his  hernia  well  at  all  times.  He  still  wears  the 
truss  while  working  but  seems  free  of  hernia  now. 
The  left  side  is  cured.  He  is  very  appreciative  of  his 
result  though  incomplete,  and  had  consistently  re- 
fused any  operation. 

Case  Xo.  2:  l\Ir.  S..  an  educator,  male,  42,  married. 
He  had  noticed  bulging  in  the  inguinal  regions  for 
years  but  had  never  had  any  symptoms  until  a few 
weeks  before  first  seen,  August  29,  1934.  Then  he 
had  noticed  a sense  of  weakness,  with  no  real  pain. 


Examination  revealed  bilateral  direct  inguinal  herniae, 
lai'ge  and  soft  with  wide  rings  and  weak  musculature. 

He  has  received  forty-eight  injection  treatments, 
the  last  being  in  November.  1936,  most  of  them  being 
bilateral.  His  truss  fitting  was  not  entirely  satisfac- 
tory and  had  to  be  altered.  Today  there  is  no  visible 
bulge,  but  the  rings  are  still  rather  wide  and  the 
muscles  feel  soft.  He  is  reasonably  comfortable,  and 
thinks  the  last  series  has  completed  his  treatments. 

He  is  satisfied  with  his  result.  Operation  in  this 
man  would  have  been  difficult  and  prone  to  be  fol- 
lowed by  recurrent  hernia  because  of  his  deficient 
musculature. 
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SETTLING  AN  OLD  QUESTION 

THE  QUESTION 

Does  a doctor  doctor  a doctor  according  to  the 
doctored  doctor’s  doctrine  of  doctoring,  or  does 
the  doctor  doing  the  doctoring  doctor  the  other 
doctor  according  to  his  own  doctoring  doctrine? 

THE  ANSWER  BV  J.  G.  F.,  TEXAS 

I don't  doubt  that  yon  denounce  me  as  decided- 
ly dilator}'  in  deriving  deductions  as  to  whether 
a doctor  doctors  a doctor  according  to  the  doc- 
tored doctor’s  doctrine  of  doctoring — etc. 

Dozens  of  decisions  were  dropped  during  my 
diliberations. 

Doubtless  a dumb  doctor  doing  the  doctoring 
depends  upon  the  doctrine  of  the  doctored  doc- 
tor. The  degree  of  dexterity  of  the  doctoring 
doctor  determines  the  demise  of  the  doctored 
doctor.  Discovery  of  differences  in  doctrine  of 
doctoring  doctor  and  doctored  doctor  is  deplor- 
able. Decorum  of  the  doctor  doctoring  the  doc- 
tor dictates  decisions. 

Don’t  deride  this  diatribe  which  divulges  no 
definite  decisions  on  dealings  and  doings  of  dog- 
matic doctors. 


PERIPHERAL  VASCULAR  DISEASE 
\'I — Raynaud’s  Disease 

CHAS.  W.  MCLAUGHLIN,  JR.,  M.  D., 

From  the  Department  of  Surgery,  University  Hospital, 
University  of  Nebraska  College  of  Medicine, 
Omaha. 


In  1802  Maurice  Raynaud  published  his  inau- 
gural thesis  “De  Pasphyxie  locale  et  de  la  gan- 
grene symetrique  des  extremites”  reporting  ob- 
servations on  twenty-five  patients,  five  of  which 
he  had  personally  studied^ He  considered  this 
condition  of  local  asphyxia  with  symmetrical  gan- 
grene resultant  from  a fault  of  vaso-motor  inner- 
vation, characterized  by  an  enormous  exadura- 
tion  of  the  excito-motor  energy  of  the  gray  parts 
of  the  cord.  Until  recent  years  nothing  had  been 
added  to  our  concept  of  this  condition  since  Ray- 
naud’s original  description. 

Clinically  Raynaud’s  disease  is  the  term  applied 
to  those  patients  with  intermittent  spasm  of  the 
digital  arteries,  associated  with  typical  color 
changes  and  followed  in  certain  instances  by  ne- 
crosis and  local  gangrene. 

In  its  mildest  form  Raynaud’s  disease  is  not 
infrequently  seen  in  both  sexes  during  the  first 
and  second  decades  of  life.  These  young  indi- 
viduals suffer  only  occasional  attacks  of  discolora- 
tion of  their  fingers  on  exposure  to  cold,  rarely 
seek  medical  advice  and  tend  to  recover  spon- 
taneously. 

In  a more  dramatic  form  the  syndrome  is  seen 
in  young  women  of  a thin  spare  habitus  who  are 
unusually  sensitive  to  cold.  Periodically  these  pa- 
tients on  exposure  to  cold  water  or  cold  air  note 
that  their  fingers  become  pale,  then  gray  and  fin- 
ally waxy  white  as  complete  circulatory  arrest 
develops.  At  the  height  of  an  attack  the  waxy 
appearance  may  be  temporarily  replaced  by  mot- 
tled cyanosis  due  to  a transient  relaxation  of  the 
smaller  vessels  permitting  a reflux  of  venous 
blood.  Numbness  and  tingling  develop  in  the 
digits  after  the  ischemia  has  persisted  for  some 
moments.  With  recovery  from  the  attack,  the 
vessels  relax  and  arterial  blood  moves  into  the 
fingers,  presenting  the  picture  of  reactive  hyper- 
emia as  it  passes  down  the  digits  from  the  base 
to  the  tips.  After  a few  moments  the  fingers 
assume  a normal  color  and  all  evidence  of  the 
episode  is  passed. 

As  a rule  the  condition  is  symmetrical,  involv- 
ing the  same  fingers  on  both  hands.  While  it 
may  begin  in  one  or  two  fingers  of  one  hand,  the 
corresponding  digits  on  the  opposite  side  soon 
show  similar  manifestations.  The  toes  may  oc- 
casionally be  involved  to  a lesser  extent.  In  rare 


cases  all  ten  fingers,  tbe  toes,  tips  of  the  ears  and 
the  nose  may  be  affected.  The  attacks  vary  in 
frequency  with  exposure  to  the  initiating  stimulus 
and  are  much  more  common  in  winter  months 
and  in  those  patients  frequently  exposed  to  cold. 

In  one  group  of  patients  the  attacks  do  not  in- 
crease in  severity,  tend  to  become  less  frequent 
and  with  the  passage  of  years  disappear  entirely. 
In  others  the  attacks  increase  in  frequency  and 
severity,  are  precipitated  by  minor  exposures  to 
cold  and  appear  at  all  seasons  of  the  year.  In  this 
latter  group  nutritional  changes  eventually  make 
their  appearance.  The  fingers  become  narrow, 
atrophic  and  tapering,  the  nails  curved,  and  small 
painful  areas  of  necrosis  develop.  Occasionally 
the  fingers  appear  slightly  swollen  rather  than 
tapered  as  a result  of  long-standing  vascular  in- 
sufficiency. While  gangrene  of  an  entire  digit 
is  occasionally  seen,  this  is  the  exception  rather 
than  the  rule.  Extensive  gangrene  of  the  toes, 
when  these  are  involved,  is  not  common.  Occa- 
sionally this  form  of  severe  intermittent  spasm 
of  the  digital  vessels  is  associated  with  sclero- 
derma involving  not  only  the  fingers,  hands  and 
forearms,  but  the  face,  chest  and  trunk. 

Since  the  original  description  by  Raynaud  it 
has  been  accepted  that  an  abnormality  of  the 
vaso-motor  system  with  resultant  arterial  spasm 
was  the  factor  at  fault.  The  development  of 
surgery  of  the  sympathetic  nervous  system  and 
its  employment  in  the  treatment  of  this  condition 
furnished  not  only  a valuable  therapeutic  agent, 
but  a new  means  of  inve.stigating  the  pathological- 
physiology  in  Raynaud’s  disease. 

As  a result  of  exhaustive  clinical  and  labora- 
tory studies  Lewis^^^  in  1929  concluded  that  a 
local  sensitivity  of  the  digital  vessel  walls  to  cold 
was  primary  fault  in  this  condition.  This  sensi- 
tivity seems  limited  to  the  major  digital  arteries, 
those  of  smaller  size  and  the  veins  being  unaf- 
fected. Such  a concept  is  entirely  different  from 
that  hitherto  accepted : namely  that  overactivity 
of  the  vaso-motor  system  was  responsible  for  the 
vaso-spasm.  The  evidence  presented  by  Lewis 
and  his  co-workers  is  very  striking  and  would 
seem  to  explain  many  of  the  features  of  the  con- 
dition not  readily  understood. 

It  was  pointed  out  that  if  Raynaud's  disease 
was  primarily  due  to  vaso-spasm  of  sympathetic 
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origin,  it  should  be  more  pronounced  in  the  lower 
extremities  since  the  vaso-motor  tone  here  is  nor- 
mally greater.  If  a patient  with  Raynaud’s  dis- 
ease has  the  general  vaso-motor  tone  lowered  by 
warming  the  body,  attacks  can  still  be  produced 
bv  cooling  the  hand.  Likewise  if  the  general 
vaso-motor  tone  be  raised  by  cooling  the  body, 
an  attack  cannot  be  percipitated  if  the  hands  are 
kept  warm.  Also  it  was  demonstrated  that  ulnar 
nerve  block  or  complete  removal  of  the  vaso- 
motor tone  to  the  extremity  by  cervical  sympa- 
thetic injection  or  cervico-dorsal  sympathectomy 
would  not  prevent  the  occurrence  of  attacks  if 
the  hand  was  subjected  to  cold  stimuli.  Pearse<®^ 
has  recently  presented  data  which  is  in  keeping 
with  these  observations  and  conclusions  of  Lewis. 

The  diagnosis  of  Raynaud’s  disease  usually 
presents  little  difficulty  in  a well  established  case, 
yet  all  variations  of  severity  may  be  encountered. 
A voung  woman  abnormally  sensitive  to  cold, 
with  a history  of  recurrent  attacks  of  white  pain- 
ful fingers  involving  both  hands  symmetrically, 
presents  a rather  typical  picture.  Examination 
mav  show  some  tapering  of  the  fingers  with 
changes  in  the  nails  and  a decreased  amount  of 
soft  tissue  in  the  digits.  Scars  from  previous 
areas  of  local  necrosis  may  or  may  not  be  present. 
The  radial  and  ulnar  arteries  are  found  pulsating 
and  vaso-motor  tests  usually  show  a good  local 
thermal  response  in  the  fingers.  In  advanced 
cases  there  may  be  some  reduction  in  the  periph- 
eral blood  supply  at  all  times  associated  with 
slight  intimal  thickening  in  the  digital  arteries. 
Christman has  reported  the  presence  of  radio- 
opaque deposits  in  the  fingers  with  long  standing 
Raynaud’s  disease.  These  are  also  seen  in  scler- 
oderma and  thought  to  be  due  to  areas  of  necro- 
sis which  subsequently  undergo  hyalinization  and 
calcification. 

In  the  differential  diagnosis,  early  occlusive 
vascular  disease  with  marked  vaso-spasm  may 
(x:casionally  cause  some  difficulty.  Allen  and 
Brown have  reported  cases  of  thrombo-angiitis 
obliterans  with  pulsating  vessels  and  marked  vaso- 
spasm in  which  the  occlusive  disease  was  limited 
to  the  terminal  portions  of  the  vessels.  Careful 
study  of  the  patient  together  with  consideration 
of  the  sex  and  extremities  involved  will  help  to 
make  the  correct  diagnosis. 

There  are  in  addition  an  increasing  number  of 
isolated  reports  appearing  in  the  literature  of  pa- 
tients developing  a Raynaud-like  condition  in  the 
hands  as  a result  of  occupation. Almost  in- 
variablv  the  fingers  of  these  patients  have  been 
subjected  to  some  form  of  abnormal  trauma  over 


long  periods  of  time.  We  have  studied  one  such 
patient  who  in  her  work  as  a beauty  operator  de- 
veloped a rather  typical  Raynaud’s  disease  limited 
to  the  index  finger  and  thumb  of  one  hand.  | 

The  treatment  of  every  case  of  Raynaud’s  dis-  | 
ease  must  be  strictly  individualized.  Cervical  ; 
sympathectomy  is  not  indicated  in  many  instances 
and  the  disfigurement  of  a Horner’s  syndrome  , 

and  the  possibility  of  a residual  intercostal  neu-  ) 

ritis  are  not  to  be  lightly  considered.  Many  of 
these  patients  have  a mild  form  of  the  disease 
which  causes  little  discomfort  and  tends  to  re- 
cover spontaneously.  All  that  is  necessary  in  this 
group  is  advice  to  reduce  the  frequency  and  se- 
verity of  the  attacks. 

Since  cold  is  the  well  known  initiating  factor, 
these  patients  should  make  every  effort  to  escape 
undue  exposure.  Warm  clothing  and  warm 
gloves  should  be  worn  on  all  cool  days.  Swim- 
ming and  bathing  in  cool  water  is  to  be  avoided. 
Patients  should  be  instructed  to  sleep  with  their 
arms  beneath  the  bed  clothing.  If  an  attack  is 
precipitated  massage  of  the  hands,  friction  and 
alternate  immersion  in  tepid  and  cool  water  should  * 
be  the  treatment.  Immediate  exposure  of  these  ' 
ischemic  fingers  to  heat  or  immersion  in  warm 
water  only  increases  the  pain. 

If  these  simple  means  do  not  decrease  the  fre- 
quency and  severity  of  the  attacks  surgical  relief 
must  be  considered.  Cervico-dorsal  sympathec- 
tomy has  become  accepted  as  the  correct  surgical 
treatment  for  Raynaud’s  disease  in  the  upper  ex- 
tremity, and  lumbar  sympathectomy  when  the 
fault  is  in  the  lower  limbs.  In  performing  sym- 
pathectomy, however,  one  is  probably  not  correct- 
ing the  local  fault,  since  all  too  frequently  a re- 
currence of  typical  attacks  develops  some  months 
after  an  apparently  successful  operation.  These 
unfortunate  instances  of  partial  or  complete  re- 
currence have  been  observed  in  from  15%  to 
50%  of  the  cases  following  cervico-dorsal  sym- 
pathectomy. In  contrast  the  results  following 
lumbar  sympathectomy  for  Raynaud’s  disease 
have  been  uniformly  successful. 

In  the  present  concept  of  sympathectomy  for 
Raynaud’s  disease  the  normal  vaso-constrictor  in- 
fluence to  the  vessels  of  the  extremity  is  removed, 
relieving  these  vessels  of  normal  vaso-spasm.  Be- 
fore advising  operation  novocain  injection  of  the 
ulnar  nerve  or  the  cervical  sympathetic  ganglia 
is  always  carried  out  to  demonstrate  the  ability 
of  the  peripheral  vessels  to  dilate  when  the  vaso- 
spastic influence  is  released. 

The  frequent  occurrence  of  these  unsuccessful 
results  which  develop  after  cervico-dorsal  sym- 
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pathectomy  have  prompted  an  intensive  study  of 
the  subject.  De  Takats^^^^  ascribed  them  to: 

1.  Mistaken  indications, 

2.  Faulty  technique, 

3.  Partial  regeneration  or  neuroma  formation. 

Many  variations  of  the  surgical  procedure  have 
been  suggested,  altering  both  the  site  of  the  sur- 
gical approach  and  the  extent  of  the  resec- 
tion.To  completely  sympathectomize  the 
upper  extremity  it  has  been  considered  necessary 
to  remove  the  stellate  and  at  least  the  first  and 
second  dorsal  sympathetic  ganglia  together  with 
the  intervening  fibers.  However,  recurrence  of 
symptoms  are  observed  in  cases  of  unmistakable 
Raynaud's  disease  in  which  a flawless  sympathec- 
tomy was  performed  and  clinical  evidence  present 
that  all  sympathetic  control  to  the  arm  has  been 
destroyed. 

Elliott^^^^  in  l!)()o  demonstrated  that  smooth 
muscle  structures  innervated  by  the  sympathetic 
nervous  system  became  increasingly  sensitive  to 
adrenalin  after  sympathectomy.  Freeman,  Smith- 
wick  and  White^^’^^ noted  the  occurrence  of 
definite  vaso-constriction  in  completely  sympa- 
thectomized  regions  in  response  to  cold,  pain  and 
fear.  They  concluded  that  this  vaso-spasm  oc- 
curring after  sympathectomy  might  be  due  to  a 
sensitization  of  the  blood  vessels  to  circulating 
adrenalin.  Studies  were  carried  out  on  operated 
patients  with  evidence  of  a complete  sympathec- 
tomy as  shown  by: 

1.  A unilateral  Horner's  syndrome, 

2.  Elevated  surface  temperature  in  the  extremity, 

3.  Absence  of  sweating  and  pilomotor  activity. 

Intravenous  infusion  of  a 1 :350,000  solution  of 
adrenalin  produced  a marked  reduction  in  the  sur- 
face temperature  on  the  denervated  side  varving 
from  3-15  degrees  F.  Such  a response  could  not 
be  obtained  in  a normal  extremity,  after  novocain 
block  of  the  cervical  sympathetic  ganglia  or  dur- 
ing the  first  week  after  cervico-dorsal  sympathec- 
tomy before  the  sympathetic  nerves  were  com- 
pletely degenerated.  This  sensitivity  in  experi- 
mental animals  could  be  reduced  by  excision  of 
one  adrenal  and  a denervation  of  the  other.  They 
concluded  that  this  sensitivity  of  the  digital  ves- 
sels to  adrenalin  developed  only  after  complete 
degeneration  of  the  vaso-motor  nerves  following 
sympathectomy. 

HampeT^'^)  in  1935  showed  that  the  adrenalin 
sensitivity  of  smooth  muscle  was  twice  as  great 
if  the  postganglionic  fibers  of  the  sympathetic 
chain  were  severed  instead  of  the  preganglionic 
fibers.  Smithwick^^*)  confirmed  this  work  and 


concluded  that  vascular  spasm  after  cervico-dorsal 
sympathectomy  was  due  to  the  degeneration  of  the 
postganglionic  fibers,  since  the  postganglionic 
neurons  lie  in  the  sympathetic  ganglia  excised. 
The  excellent  results  following  lumbar  gangli- 
onectomy  are  probably  due  to  the  fact  that  the 
postganglionic  neurons  to  the  sciatic  nerve  lie  in 
the  lowest  lumbar  and  in  the  sacral  sympathetic 
ganglia  and  are  not  removed  in  the  classical  lum- 
bar sympathectomy. 

Smithwick^^^)  has  recently  devised  a modified 
surgical  procedure  for  the  clinical  application  of 
this  experimental  data.  Through  a dorsal  ap- 
proach he  resects  the  proximal  inch  of  the  second 
and  third  intercostal  nerves,  carrying  the  dissec- 
tion well  into  the  intervertebral  foramen  and  sec- 
tioning their  anterior  and  po.sterior  roots.  The 
dorsal  sympathetic  trunk  is  then  identified  and 
severed  below  the  third  dorsal  ganglion,  but  none 
of  the  ganglia  are  removed.  In  such  a procedure 
the  preganglionic  fibers  alone  are  severed  and 
the  operation  is  not  followed  by  a recurrence  of 
vaso-spasm  in  the  desensitized  area  in  response 
to  adrenalin. 

Telford independently  has  devised  and  car- 
ried out  a very  similar  operative  procedure  in  an 
effort  to  section  only  the  preganglionic  fibers. 
Both  of  the,se  men  report  very  satisfactory  results 
to  date  in  the  clinical  use  of  this  modified  opera- 
tion for  Raynaud’s  disease.  If  no  recurrence  of 
vaso-spasm  is  noted  in  these  patients  after  a per- 
iod of  two  or  three  years,  a very  definite  advance 
in  the  surgical  treatment  of  this  condition  will 
have  been  made. 

Bibligraphy  in  Reprints. 


D.ANGFROUS  DAN  M'CROBF 

A bunch  of  germs  was  hitting  it  up 
In  the  bronchial  saloon ; 

Two  bugs  in  the  edge  of  the  larynx 
\\’ere  jazzing  a ragtime  tune. 

Back  in  the  teeth,  in  a solo  game. 

Sat  dangerous  Ack-Kerchoo ; 

And  watching  his  pulse  was  his  light  of  love. 
The  lady  who’s  known  as  Flu. 

— Sundial. 


Nurse:  “Oh,  doctor,  Duncan  MacPherson  has 
the  hiccoughs  dreadfully.  Will  scaring  stop 
them  ?’’ 

Doctor:  “I  shouldn’t  wonder.  Try  telling  him 
mt'  bill  will  be  $300,  and  let  me  know  what  hap- 
pens.’’ 
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LEGISLATIVE  PROCEEDINGS,  ANNUAL  MEETING,  ^ 

NEBRASKA  STATE  MEDICAL  ASSOCIATION,  1937  ’ 


FIRST  SESSION— HOUSE  OF  DELEGATES 
MAY  11,  1937 

The  first  session  of  the  House  of  Delegates  was  held 
at  the  Hotel  Paxton  in  Omaha,  May  11,  1937,  at  12;  30 
p.  m.  Fifty-seven  members  were  present. 

Dr.  Lucien  Stark  was  named  temporary  chairman. 

The  minutes  of  the  1936  meeting  were  called  for. 

A motion  was  made  that  the  minutes  of  the  1936 
meeting  be  adopted  as  published  in  the  Journal. 
Seconded  and  carried. 

Nominations  were  now  in  order  for  President  pro 
tern.  A nomination  was  made  that  Dr.  Lucien  Stark 
be  named  as  President  pro  tern. 

A motion  was  made  that  Dr.  Stark  be  unanimously 
elected  as  President  pro  tern.  Seconded  and  carried. 

The  report  of  the  Council  was  called  for.  A motion 
was  made  that  the  report  of  the  Council  be  accepted 
as  published  in  the  Journal.  Seconded  and  carried. 

A motion  was  made  that  the  following  committee 
reports  printed  in  the  .lournal  be  accepted  as  pub- 
lished: Seconded  and  carried. 

Journal  and  Publication. 

iMedical  Student  Loan  Fund. 

Cancer  Committee. 

tYacture  Committee. 

Tuberculosis  Committee. 

iMaternal  Health  Committee. 

Secretary's  Report. 

Executive  Secretary’s  Report. 

Committee  on  Prevention  and  Amelioration  of  Deaf- 
ness. 

The  report  of  the  Delegate  to  the  American  Medical 
Association  was  called  for.  This  report  was  read  by 
Dr.  B.  F.  Bailey. 

A motion  was  made  that  this  report  be  received 
and  referred  to  the  Council.  Seconded  and  carried. 

The  report  of  the  Committee  on  Public  Policy  and 
Legislation  was  called  for.  This  report  was  read  by 
Dr.  Bailey. 

A motion  was  made  that  this  report  be  accepted 
and  referred  to  the  Council.  Seconded  and  carried. 

The  report  of  the  Sub-Committee  No.  2 on  Planning 
was  read  by  Dr.  Rowe. 

The  motion  was  made  that  this  report  be  accepted 
and  referred  to  the  Council.  Seconded  and  carried. 

Dr.  Nielsen  gave  a report  of  the  Insurance  Commit- 
tee. 

A motion  was  made  that  the  Insurance  Committee’s 
action  be  approved.  Seconded  and  carried. 

The  report  of  the  Medico-Legal  Advisory  Commit- 
tee by  Dr.  Fouts,  was  read  by  Dr.  Adams. 

The  motion  was  made  that  this  report  be  accepted. 
Seconded  and  carried. 

The  necrology'  i-eport  was  read  by  Dr.  Ovei-gaard. 
All  members  of  the  House  of  Delegates  remained 
standing  during  the  reading  of  this  report. 

A motion  was  made  that  one  page  be  set  aside  in 
the  .lournal  in  memory  of  these  departed  members. 
Seconded  and  carried. 

Dr.  Warren  Thompson  submitted  two  amendments 
to  the  By-Laws  of  the  Nebraska  State  Medical  Asso- 
ciation; 

The  first  which  might  be  inserted  as  Section  8, 
Chapter  8: 

(a)  That  the  name  of  this  group  shall  be  Committee 
On  Public  Health  and  Medical  Education. 

(b)  The  members  of  this  Committee  shall  in  the 
first  year  be  appointed  by  the  President — one  for  a 
term  of  six  years,  one  for  a term  of  five  years,  one  for 
a term  of  four  years,  one  for  a term  of  three  years, 
one  for  a term  of  two  yeai-s,  and  one  for  a term  of 
one  year. 

Thereafter  the  President  will  each  year  nominate 
one  member  of  the  Nebi-aska  State  iNIedical  Associa- 
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tion  to  this  Committee  to  replace  the  out-going  mem- 
ber, the  term  of  office  to  be  for  a period  of  six  years. 
This  nomination  shall  be  affirmed  by  the  House  of 
Delegates. 

(b-1)  The  I’resident,  the  Director  of  Health  of  the 
State  of  Nebraska,  the  Executive  Secretary,  the  Deans 
of  Creighton  and  Nebraska  University  Medical 
Schools,  and  the  Chairmen  of  the  Special  Committees 
for  study,  such  as  the  Cancer  Committee,  the  Mater- 
nal and  Child  Welfare  Committee,  the  Tuberculosis 
Committee,  the  Fracture  Committee,  and  the  Commit- 
tee for  the  Prevention  and  Amelioration  of  Deafness, 
and  any  other  committees  of  like  nature  to  be  ap- 
pointed, shall  be  ex-officio  advisory  members  of  this 
Committee. 

(c)  It  shall  be  the  duty  of  this  Committee  to  direct 
the  educational  policies  of  the  Nebraska  State  Medi- 
cal Association  referable  to  physicians  and  laymen 
and  to  cooperate  with  the  Nebraska  State  Health  De- 
partment in  its  health  education  program,  or  any 
other  organization  interested  in  matters  pertaining  to 
health. 

(d)  One  thousand  dollars  ($1,000.00)  shall  be  appro- 
priated each  year  from  the  general  fund  of  the  Ne- 
braska State  Medical  Association  for  the  current  ex- 
penses of  this  Committee. 

That  Section  5,  Chapter  7,  which  now  reads; 

"The  Council  shall  have  the  right  to  communicate 
the  views  of  the  profession  and  of  the  Association  in 
regard  to  health,  sanitation,  and  other  important  mat- 
ters to  the  public  and  the  lay  press.  Such  communi- 
cations shall  be  officially  signed  by  the  chairman  of 
the  Council  as  such.” 

And  Section  8,  Chapter  8,  which  now  reads, 

"The  Committee  on  Public  Activities  shall  consist 
of  five  members.  They  shall  perfect  their  own  organ- 
ization. Their  duties  shall  be  to  cooperate  in  creat- 
ing and  maintaining-  a working  organization  with 
other  prominent  public  welfare  organizations  of  the 
State;  to  direct,  manage,  supervise,  and  control  all 
public  activities  as  they  may  outline.  This  committee 
shall  serve  for  a term  of  five  years,  providing  that 
in  the  original  organization  of  the  committee  one 
member  shall  be  elected  for  a term  of  one  year,  one 
for  two  years,  one  for  three  years,  one  for  four  years, 
and  one  for  five  years.” 

be  stricken  from  the  By-Laws  inasmuch  as  they  are 
in  conflict  with  the  proposed  new  By-Laws  governing 
the  Council  on  Public  Health  and  Medical  Education. 

Dr.  Selby  made  a motion  that  a committee  of  three 
be  appointed  by  the  President  to  review  the  Presi- 
dential address  made  at  this  annual  convention  and 
to  present  suitable  resolutions  pertaining  thereto  at 
the  next  ensuing  session  of  this  House  of  Delegates. 
Seconded  and  carried. 

President  Covey  appointed  the  following:  Dr.  Claude 
Selby,  Dr.  Earl  Johnson.  Dr.  .1.  E.  M.  Thomson. 

A motion  was  made  that  the  following  be  seated  as 
delegates: 

Dr.  A.  W.  Anderson,  Dawson. 

Dr.  G.  W.  Sullivan,  Boone. 

Dr.  F.  A.  Burnham,  Custer. 

Dr.  A.  B.  Anderson,  Pawnee. 

Dr.  M.  B.  Wilcox,  Phelps. 

Dr.  W.  C.  Miller,  Southwestern  Nebraska. 

Dr.  .1.  F.  Premer,  Southwestern  Nebraska. 

The  following  Committee  on  Nominations  was 
elected: 

First  District:  Dr.  Rudolph  Rix,  Omaha. 

Second  District:  Dr.  Floyd  Rogers,  Lincoln. 

Third  District;  Dr.  H.  R.  Miner,  Falls  City. 

Fourth  District:  Dr.  John  Buis,  Pender. 

Fifth  District:  Dr.  Morris  Nielsen,  Blair. 

Sixth  Distiict:  Dr.  .1.  E.  iSIeisenbach,  Staplehurst. 
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Seventh  District:  Dr.  W.  S.  Musfelt,  Ohiowa. 

Eighth  District:  Dr.  E.  E.  Curtis,  Neligh. 

Ninth  District:  Dr.  A.  \V.  Anderson,  Lexington. 

Tenth  District:  Dr.  .].  N.  Campbell,  Stamford. 

Eleventh  District:  Dr.  C.  A.  Selby,  North  Platte. 

Ttvelfth  District:  Dr.  S.  O.  Harris,  Chappell. 

Dr.  Overgaard  suggested  that  the  Council  meet  at 
5 p.  m.  this  evening  instead  of  7 p.  m. 

The  motion  was  made  that  the  House  of  Delegates 
adjourn.  Seconded  and  carried. 

COUNCILOR  MEETING,  MAY  11,  1937 

The  first  meeting  of  the  Councilors  was  held  at  the 
Hotel  I’axton,  in  Omaha,  May  11,  1937,  at  5:00  p.  m. 
The  meeting  was  called  to  order  by  President  Homer 
Davis.  The  following  members  of  the  Council  were 
present:  Di-s.  Overgaard,  Boyer,  Brush,  Davis,  Rork, 
Platt  and  Bryson.  Dr.  R.  B.  Adams,  secretary-treas- 
urer, was  also  present. 

A motion  was  made  that  the  following  become  hon- 
orary members  of  the  Nebraska  State  Medical  Asso- 
ciation: 

F.  .1.  Rosenberg,  Lexington. 

Ella  P.  Sumner,  Hastings. 

.1.  V.  Beghtol,  Hastings. 

Sherman  .1.  .lones,  Hastings. 

F.  L.  Frink,  Newman  Grove. 

\V.  H.  Wilson,  Lincoln. 

Chas.  O.  Rich,  Omaha. 

A motion  was  made  that  the  report  of  the  Delegate 
to  the  A.  M.  A.  presented  by  Dr.  Bailey  be  recom- 
mended to  the  House  of  Delegates  and  that  report  be 
accepted  and  published.  Seconded  and  carried. 

A motion  was  made  that  the  report  of  the  Sub- 
committee No.  2 on  Planning  by  Dr.  Rowe  be  recom- 
mended to  the  House  of  Delegates,  and  that  report 
be  accepted  and  published.  Seconded  and  carried. 

A motion  was  made  that  the  report  of  the  Commit- 
tee on  Public  Policy  and  Legislation  by  Dr.  Bailey  be 
recommended  to  the  House  of  Delegates  and  that  re- 
port be  accepted  and  placed  on  file.  Seconded  and 
carried. 

A motion  was  made  that  the  proposed  amendment 
to  the  By-Laws  in  regard  to  the  Committee  on  Public 
Health  and  Medical  Education  be  recommended  for 
adoption  with  the  exception  of  the  paragraph  (d)  and 
that  the  proposed  amendment  amending  Section  5, 
Chapter  7,  and  Section  8,  Chapter  8,  be  recommended 
and  adopted  as  proposed.  Seconded  and  carried. 

A motion  was  made  that  the  Council  adjourn.  Sec- 
onded and  carried. 

4:  4:  4c  if:  4c 

SECOND  SESSION— HOUSE  OF  DELEGATES 

The  second  session  of  the  House  of  Delegates  was 
held  in  the  Hotel  Paxton,  in  Omaha,  May  12th,  1937, 
at  8:00  a.  m.  The  meeting  was  called  to  order  by 
President  Fouts.  Fifty-one  members  were  present. 

The  minutes  of  the  first  session  of  the  House  of 
Delegates  were  read  by  Secretary  Adams.  These 
minutes  were  approved  and  the  motion  was  made  that 
they  be  adopted  as  read.  Seconded  and  carried. 

The  minutes  of  the  special  Council  meeting  April 
11,  1937,  were  read  by  Dr,  Overgaard, 

A motion  was  made  that  these  minutes  be  accepted. 
Seconded  and  carried. 

The  minutes  of  the  first  Council  meeting  were  read 
by  Dr.  Overgaard. 

These  minutes  were  approved  and  the  motion  was 
made  that  they  be  accepted.  Seconded  and  carr  ied. 

' Next  in  order  of  business  was  the  By-Law  submit- 
ted by  Dr.  Warren  Thompson,  Section  8,  Chapter  8. 

A motion  was  made  that  the  name  of  this  group 
shall  be  Committee  on  Medical  and  Public  Health 
I Education.  Seconded  and  carried. 


A motion  was  made  that  section  (b)  be  adopted. 

(b)  The  members  of  this  Committee  shall  in  the  first 
year  be  appointed  by  the  President — one  for  a term 
of  six  years,  one  for  a term  of  five  years,  one  for  a 
term  of  four  years,  one  for  a term  of  three  years,  one 
for  a term  of  two  years,  and  one  for  a term  of  one 
year. 

Thereafter  the  President  will  each  year  nominate 
one  member  of  the  Nebraska  State  Medical  Associa- 
tion to  this  Committee  to  replace  the  outgoing  mem- 
ber, the  term  of  office  to  be  for  a period  of  six  years. 
This  nomination  shall  be  affirmed  by  the  House  of 
Delegates.  Seconded  and  carried. 

A motion  was  made  that  in  section  (b-1)  the  words 
(ex-officio)  be  omitted.  Seconded  and  carried. 

A motion  was  made  that  in  section  (b-1)  in  the 
phrase,  “the  Maternal  and  Child  Welfare  Committee,” 
the  word  “Welfare”  be  changed  to  “Health.”  Seconded 
and  carried. 

A motion  was  made  that  section  (b-1)  be  adopted. 
(b-1)  The  President,  the  Director  of  Health  of  the 
State  of  Nebraska,  the  Executive  Secretary,  the  Deans 
of  Creighton  and  Nebraska  University  Medical 
Schools,  and  the  Chairmen  of  the  Special  Committees 
for  study,  such  as  the  Cancer  Committee,  the  Maternal 
and  Child  Health  Committee,  the  Tuberculosis  Com- 
mittee, the  Fracture  Committee,  and  the  Committee 
for  the  Prevention  and  Amelioration  of  Deafness,  and 
any  other  committees  of  like  nature  to  be  appointed, 
shall  be  advisory  members  of  this  Committee.  Sec- 
onded and  carried. 

A motion  was  made  that  section  (c)  be  adopted. 

(c)  It  shall  be  the  duty  of  this  Committee  to  direct 
the  educational  policies  of  the  Nebraska  State  Medical 
Association  referable  to  physicians  and  laymen  in  its 
health  education  program,  and  to  cooperate  with  the 
Nebraska  State  Health  Department,  or  any  other  or- 
ganization interested,  in  matters  pertaining  to  health. 
Seconded  and  cairied. 

A motion  was  made  that  section  (d)  be  rejected. 

(d)  One  thousand  dollars  ($1,000.00)  shall  be  appro- 
priated each  year  from  the  general  fund  of  the  Ne- 
braska State  Medical  Association  for  current  expenses 
of  this  Committtee.  Seconded  and  carried. 

A motion  was  made  that  the  Council  be  asked  to 
decide  upon  a reasonable  amount  for  this  committee. 
Seconded  and  carried. 

A motion  was  made  that  the  report  of  this  Com- 
mittee be  accepted.  Seconded  and  carried. 

A motion  was  made  that  Section  5,  Chapter  7,  be 
repealed.  “The  Council  shall  have  the  right  to  com- 
municate the  views  of  the  profession  and  of  the  Asso- 
ciation in  regard  to  health,  sanitation,  and  other  im- 
portant matters  to  the  public  and  the  lay  press.  Such 
communications  shall  be  officially  signed  by  the 
chairman  and  secretary  of  the  Council  as  such.”  Sec- 
onded and  carried. 

A motion  was  made  that  Section  8,  Chapter  8,  be 
repealed.  “The  Committee  on  Public  Activities  shall 
consist  of  five  members.  They  shall  perfect  their 
own  organization.  Their  duties  shall  be  to  cooperate 
in  creating  and  maintaining  a working  organization 
with  other  prominent  public  welfare  organizations  of 
the  State;  to  direct,  manage,  supervise,  and  control 
all  public  activities  as  they  may  outline.  This  com- 
mittee shall  serve  for  a term  of  five  years,  providing 
that  in  the  original  organization  of  the  committee  one 
member  shall  be  elected  for  a term  of  one  year,  one 
for  two  years,  one  for  three  years,  one  for  four  years, 
and  one  for  five  years.”  Seconded  and  carried. 

The  following  amendment  to  the  By-Laws  was  sub- 
mitted by  Dr.  Andrews: 

Chapter  8,  Section  1,  add — Committee  on  INIaternal 
Health.  Section  11.  Amend:  “A  Maternal  and  Child 
Health  Committee  to  consist  of  five  members,  two  who 
shall  be  qualified  obstetricians,  two  who  shall  be 
((ualified  pediatricians,  and  one  who  shall  be  chosen 
because  of  his  interest  in  obstetrics  and  pediatrics.  It 
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shall  be  the  duty  of  this  committee  to  cooperate  with 
the  State  Department  of  Health  in  the  administration 
of  the  Maternal  and  Child  Health  program.” 

A motion  was  made  that  the  following  amendment 
to  the  Constitution  be  adopted:  Section  3,  Article  8 of 
the  Constitution  shall  be  amended,  by  additions,  to 
read  as  follows:  When  a vacancy  is  to  occur  in  the 
office  of  Councilor  in  any  Councilor  district,  members 
of  the  State  Association  present  at  a regular  meeting 
of  the  Councilor  District  Society  of  that  District,  held 
not  longer  than  six  months  before  the  meeting  of  the 
State  Association,  may  elect  a councilor.  This  elec- 
tion will  then  be  certified  to  the  House  of  Delegates 
of  the  State  Association  by  the  president  and  secre- 
tary of  the  Councilor  District  Society.  If  there  has 
been  no  such  election  before  the  annual  meeting  of 
the  State  Association,  the  election  shall  be  in  the 
House  of  Delegates,  but  Delegates  will  vote  only  for 
candidates  for  the  office  of  Councilor  in  the  district  in 
which  they  reside.  Seconded. 

A motion  was  made  that  the  words  “but  Delegates 
will  vote  only  for  candidates  for  the  office  of  Coun- 
cilor in  the  district  in  which  they  reside,”  be  stricken 
out.  Seconded  and  carried. 

After  much  discussion  the  chair  ruled  that  this 
amendment  be  taken  up  at  the  next  meeting  of  the 
House  of  Delegates. 

Dr.  Selby  gave  the  following  report  of  the  Refer- 
ence Committee  on  Presidential  Address: 

The  reference  committee  for  study  and  report  on 
the  Presidential  address,  as  authorized  by  the  action 
of  the  House  of  Delegates  yesterday,  begs  to  submit 
the  following  Constitutional  Amendments,  By-Law  re- 
visions and  other  recommendations  to-wit: 

Constitutional  Amendments 

Article  V — House  of  Delegates. 

The  House  of  Delegates  shall  be  the  legislative 
and  business  body  of  the  Association  and  shall  con- 
sist of  (1)  Delegates  elected  by  the  component  county 
societies,  (2)  Ex  officio,  the  officers  of  the  Association 
as  defined  in  this  Constitution  and.  (3)  all  ex-presi- 
dents residing  and  practicing  medicine  in  this  state. 
Aforesaid  to  be  amended  to  read  as  follows: 

Article  V — House  of  Delegates. 

Section  1.  The  House  of  Delegates  shall  be  the  leg- 
islative and  business  body  of  the  Association,  and 
shall  consist  of  (1)  Delegates  elected  by  the  com- 
ponent county  societies,  (2)  the  following  officers  of 
the  Association  to-wit:  The  president,  the  president- 
elect, the  secretary-treasurer,  and  (3)  all  ex-presi- 
dents  of  the  Association  residing  and  practicing  medi- 
cine in  this  state. 

Section  2.  The  House  of  Delegates  shall  be  pre- 
sided over  by  a speaker  who  shall  be  elected  for  a 
term  of  three  years  in  the  same  manner  as  provided 
for  in  the  election  of  other  constitutional  officers  of 
this  Association.  He  shall  be  a member  in  good 
standing  of  this  Association. 

Article  VII.  Sessions  and  Meetings. 

Section  1.  The  Association  shall  hold  an  annual 
session,  during  which  there  shall  be  held  daily  meet- 
ings, which  shall  be  open  to  all  registered  members, 
delegates  and  guests. 

Section  2.  The  time  and  place  for  holding  each 
annual  session  shall  be  fixed  by  the  House  of  Dele- 
gates. To  be  amended  as  follows,  The  time  for  hold- 
ing each  annual  session  shall  be  the  first  week  in 
May.  This  is  to  be  changed  only  upon  proper  recom- 
mendation of  the  Program  Committee.  The  place  for 
holding  each  annual  session  shall  be  decided  by  the 
House  of  Delegates. 

Article  VIII.  Officers — Relating  to  Sections  1 and  2. 

Section  1.  The  Officers  of  this  Association  shall  be 
a president,  a president-elect,  two  vice-presidents,  a 
secretary-treasurer,  and  twelve  councilors. 

Section  2.  The  president-elect  shall  assume  office 
as  president-elect  immediately  on  his  election  and 


shall  become  president  on  the  first  day  of  the  next 
annual  meeting.  The  secretary-treasurer  and  twelve 
councilors  shall  be  elected  for  terms  of  three  years 
each,  the  Councilors  being  divided  into  classes  so  that 
four  shall  be  elected  each  year.  All  of  these  officers 
shall  serve  until  their  successors  are  elected.  Section 
1 is  to  be  amended  as  follows: 

Section  1.  The  officeis  of  this  Association  shall  be 
a president,  a president-elect,  two  vice-presidents,  a 
secretary-treasurer,  a speaker  of  the  House  of  Dele- 
gates and  twelve  councilors. 

Section  2 amended  by  the  addition  of  the  following: 

Section  2.  The  Speaker  of  the  House  of  Delegates 
shall  be  the  presiding  officer  of  all  sessions  of  that 
body. 

By-Law  Amendments  ' 

Chapter  VIII — Committees. 

Section  1.  The  standing  committees  shall  be  as 
follows:  A committee  on  Scientific  Program,  to  be 
appointed  by  the  president.  A committee  on  Public 
Policy  and  Legislation  to  be  appointed  by  the  presi- 
dent. A committee  on  .Journal  and  Publication.  A 
committee  on  Nominations.  A Medico-Legal  Ad- 
visory committee,  to  be  elected  by  the  Council.  A 
committee  on  Arrangements.  A Campaign  commit- 
tee. A Public  Activities  committee.  A committee  on 
Maternal  Health.  A Tuberculosis  committee.  A Frac- 
ture committee.  A committee  for  the  Prevention  and 
Amelioration  of  Deafness,  also  such  other  committees  * 
as  may  be  necessary.  Such  committees  shall  be  elect- 
ed by  the  House  of  Delegates,  unless  otherwise  pro- 
vided. 

Section  1.  To  be  amended  with  the  following  addi- 
tions: A Program  committee,  a Cancer  committee  and 
a Planning  committee,  also  such  other  committees 
as  may  be  necessary,  such  committees  shall  be  ap- 
pointed by  the  president  and  confirmed  by  the  House 
of  Delegates  unless  otherwise  provided. 

Chapter  XV.  County  Societies.  (Section  3 amend-  j 
ed) . 

Section  3.  Charters  shall  be  Issued  only  upon  ap- 
proval of  the  councilor  of  the  district  in  which  the 
county  society  is  located  and  shall  be  signed  by  the  _ 
president  and  secretary  of  this  Association.  The  House 
of  Delegates  shall  have  authority  to  revoke  the  charter 
of  any  component  society  whose  actions  are  in  con- 
flict with  the  letter  or  spirit  of  this  Constitution  and 
By-Laws. 

V 

This  is  to  be  amended  by  the  addition  of  the  fol-  < 
lowing-  ....  and  to  issue  duplicate  charters  to  any 
society  in  good  standing  in  lieu  of  lost  charter.  This  j 

charter  to  supercede  all  others  previously  issued.  j 

Recommendations  ^ 

This  committee  further  recommends  that  a com- 
mittee on  revision  of  the  Constitution  and  By-Laws,  i 

consisting  of  three  members  to  be  appointed  by  the 
president  and  confirmed  by  this  House  of  Delegates  ! i£ 
in  this  annual  session.  ; £ 

It  shall  be  the  duty  of  this  Committee  to  devote  I 
such  time  and  employ  such  talent  as  may  be  neces-  I 
sary  to  effect  a full  and  complete  revision  of  the  Con- 
stitution and  By-Laws  of  this  Association.  A report  S 
of  this  committee  shall  be  made  in  full  to  the  House 
of  Delegates  on  the  first  day  of  its  next  annual  ses-  s 
sion. 

A motion  was  made  that  this  report  be  accepted. 
Seconded  and  carried. 

A motion  was  made  that  Dr.  Bartholomew’s  report  |j^ 
on  “Social  and  Medical  Aspects  of  the  Venereal  Dis-  ’ ' 
ease  Problem  in  Nebraska,”  be  accepted  and  pub-  j. 
lished  in  the  Journal  at  an  early  date.  Seconded  and  ' 
carried. 

A motion  was  made  that  the  House  of  Delegates  1 
adjourn.  Seconded  and  carried.  ' 
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SECOND  COUNCILOR  MEETING,  MAY  12.  1937 

The  second  meeting  of  the  Council  was  held  at  the 
Hotel  Paxton,  May  12,  1937,  at  9:00  a.  m.  The  meeting 
was  called  to  order  by  President  Davis.  The  foUow'- 
ing  members  of  the  Council  were  present:  Drs.  Over- 
gaard,  Boyer,  Brush,  Davis.  King,  Bryson,  Rork,  Platt, 
Cooper,  Covey,  Fouts  and  Selby.  Dr.  R.  B.  Adams  was 
also  present. 

The  following  budget  was  recommended  for  the 


year  1938: 

Journal  Fund,  per  member $ 1.50 

Medico-Legal  Fund,  per  member 1.00 

Executive  Secretary,  Salary  and  Expense, 

per  member  5.00 

Salary  of  the  Medico-Legal  Advisory  Chairman  600.00 

Salary  of  the  Secretary 600.00 

Councilor  Expense  360.00 

Office  Expense  of  the  Secretary 800.00 

Reporter  for  the  Annual  Meeting 150.00 

Campaign  Committee  500.00 

President’s  Expense  100.00 

Public  Policy  and  Legislation  Committee 100.00 

Program  Talent  600.00 


Delegates  to  the  American  Medical  Association 

as  submitted 

Delegate  to  the  Council  on  Medical  Education 

of  the  American  Medical  Association. ...as  submitted 
Committee  on  Medical  and  Public  Health  Ed- 
ucation   150.00 

Medical  Student  Loan  Fund  Committee,  if 

available  500.00 

A motion  was  made  that  this  budget  be  recommend- 
ed to  the  House  of  Delegates.  Seconded  and  car- 
ried. 

A motion  was  made  that  Dr.  R.  W.  Fouts  be  re- 
elected as  a member  of  the  Medico-Legal  Advisory 
Committee  for  a term  of  two  years.  Seconded  and 
carried. 

It  was  moved  and  seconded  that  the  Council  ad- 
journ. Carried. 

****** 

I THIRD  SESSION— HOUSE  OF  DELEGATES 

The  third  session  of  the  House  of  Delegates  was 
held  at  the  Hotel  Paxton  in  Omaha,  May  13,  1937,  at 
I 8:00  a.  m.  The  meeting  w^as  called  to  order  by 
[ President  Fouts.  Fifty  members  were  present. 

The  minutes  of  the  second  session  of  the  House  of 
Delegates  were  read  by  Secretary  Adams.  A motion 
was  made  that  these  minutes  be  approved  as  read. 
Seconded  and  carried. 

The  report  of  the  committee  on  nominations  W'as 
called  for.  This  report  was  read  by  Dr.  Morris  Niel- 
sen as  follows: 

For  President-elect:  Dr.  Homer  Davis,  Genoa;  Dr. 
A.  L.  Miller,  Kimball. 

For  Vice-Presidents:  Dr.  W.  E.  Shook,  Shubert; 
Dr.  G.  E.  Charlton,  Norfolk. 

! For  Councilors:  Dr.  W.  R.  Newmarker,  Columbus; 

I Dr.  D.  D.  King,  York;  Dr.  A.  A.  Conrad,  Crete;  Dr. 
E.  E.  Curtis,  Neligh. 

Delegates  to  the  A.  M.  A.:  Dr.  B.  F.  Bailey,  Lincoln; 
Dr.  K.  S.  J.  Hohlen,  Lincoln. 

For  Alternate  Delegate  to  the  A.  M.  A.;  Dr.  Lncien 
Stark.  Norfolk. 

j Medical  Students  Loan  Fund:  Dr.  F.  A.  Long,  Madi- 
I son. 

Cancer  Committee:  Dr.  W.  C.  Harvey,  Gering. 
Fracture  Committee:  Dr.  H.  L.  Minor,  Falls  City. 
Tuberculosis  Committee:  Dr.  L.  W.  Rork,  Hastings. 
Maternal  Health  Committee:  Dr.  F.  D.  Ryder,  Grand 
Island. 

Prevention  and  Amelioration  of  Deafness:  Dr.  E.  E. 
Koebbe,  Columbus. 

I’ublic  Activities:  Dr.  Roy  H.  Whitham,  Lincoln. 
Delegate  to  the  Council  on  Medical  Education  to  the 
A.  M.  A.:  Dr.  W.  1>.  V’herry,  Omaha. 

Journal  and  Publications:  Dr.  A.  F.  Tyler,  Omaha. 


A motion  was  made  that  the  report  of  the  nomi- 
nating committee  be  accepted.  Seconded  and  car- 
ried. 

Dr.  Stark  spoke  regarding  the  candidates  for  Pres- 
ident-elect. 

Dr.  Covey  objected  to  Dr.  Stark  speaking  in  this 
manner. 

President  Fouts  was  in  doubt  as  to  what  should  be 
done. 

Dr.  Overgaard  made  a motion  that  Dr.  Stark  be 
given  three  minutes.  Seconded.  A vote  was  taken. 
Affirmative  18,  Negative  22.  The  motion  w'as  lost. 

The  House  then  proceeded  to  the  election  of  Presi- 
dent-elect. 

The  results  of  the  vote  taken:  Dr.  Davis  27,  Dr. 
Miller  21. 

Dr.  Homer  Davis  of  Genoa  w^as  elected  President- 
elect of  the  Nebraska  State  Medical  Association. 

Dr.  Davis  gave  a short  talk  in  appreciation  of  the 
honor  given  him. 

A motion  was  made  that  the  rules  be  suspended 
and  that  the  secretary  be  asked  to  cast  the  unanimous 
ballot  of  the  House  of  Delegates  for  Dr.  W.  E.  Shook 
and  Dr.  G.  E.  Charlton  for  the  two  vice-presidents. 
Seconded  and  carried. 

A motion  was  made  that  the  rules  be  suspended 
and  that  the  secretary  be  asked  to  cast  the  unani- 
mous ballot  of  the  House  of  Delegates  for  Dr.  W.  R. 
Newmarker  of  Columbus  for  Councilor  of  the  Fifth 
District.  Seconded  and  carried. 

A motion  was  made  that  the  secretary  be  asked 
to  cast  the  unanimous  ballot  of  the  House  of  Dele- 
gates for  Dr.  A.  A.  Conrad  of  Crete  for  Councilor  of 
the  Seventh  District.  Seconded  and  carried. 

A motion  was  made  that  the  secretary  be  asked  to 
cast  the  unanimous  ballot  of  the  House  of  Delegates 
for  Dr.  D.  D.  King  of  York  for  Councilor  of  the  Sixth 
District.  Seconded  and  carried. 

A motion  was  made  that  the  secretary  be  asked  to 
cast  the  unanimous  ballot  of  the  House  of  Delegates 
for  Dr.  E.  E.  Curtis  of  Neligh  for  Councilor  of  the 
Eighth  District.  Seconded  and  carried. 

A motion  was  made  that  the  secretary  be  asked  to 
cast  the  unanimous  ballot  of  the  House  of  Delegates 
for  Dr.  K.  S.  .1.  Hohlen  of  Lincoln  for  Delegate  to 
the  A.  M.  A.  Seconded  and  carried. 

A motion  was  made  that  the  secretary  be  asked  to 
cast  the  unanimous  ballot  of  the  House  of  Delegates 
for  Dr.  Lucien  Stark  of  Norfolk  as  Alternate  Dele- 
gate to  the  A.  M.  A.  Seconded  and  carried. 

A motion  was  made  that  the  secretary  be  asked  to 
cast  the  unanimous  ballot  of  the  House  of  Delegates 
for  Dr.  F.  A.  Long  of  Madison  for  the  Medical  Stu- 
dents Loan  Fund.  Seconded  and  cairied. 

A motion  was  made  that  the  secretary  be  asked 
to  cast  the  unanimous  ballot  of  the  House  of  Dele- 
gates for  Dr.  W.  C.  Harvey  of  Gering  for  the  Cancer 
Committee.  Seconded  and  carried. 

A motion  was  made  by  Dr.  Stark  that  the  rules  be 
suspended  and  the  secretary  be  instructed  to  cast  a 
unanimous  ballot  for  the  following: 

Dr.  H.  L.  Minor,  Falls  City,  Fracture  Committee. 

Dr.  L.  \V.  Rork.  Hastings,  Tuberculosis  Committee. 

Dr.  F.  D.  Ryder,  Grand  Island,  Maternal  Health 
Committee. 

Dr.  E.  E.  Koebbe,  Columbus,  Prevention  and  Ameli- 
oration of  Deafness  Committee. 

Dr.  Roy  H.  Whitham,  Lincoln,  Public  Activities 
Committee. 

Delegate  to  the  Council  on  Medical  Education  to 
the  A.  M.  A.,  W.  P.  Wherry,  Omaha. 

Dr.  A.  F.  Tyler,  Omaha,  .Tournal  and  Publication 
Committee. 

Seconded  and  carried. 

President  Fouts  declared  these  officers  elected. 

The  minutes  of  the  second  session  of  tlie  Council 
were  read  iiy  secretary  of  the  Council,  Dr.  Oveigaaid. 
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A motion  was  made  that  these  minutes  be  accepted 
as  read.  Seconded  and  carried. 

A motion  was  made  that  the  following-  amendment 
to  the  By-Laws  submitted  by  Dr.  Andrews  be  adopted. 
“Chapter  8,  Section  1 add:  Committee  on  Maternal 
Health.  Section  11,  Amend:  “A  Maternal  and  Child 
Health  Committee  to  consist  of  five  members,  two 
who  shall  be  qualified  Obstetricians,  two  who  shall 
be  (lualified  Pediatricians,  and  one  who  shall  be 
chosen  because  of  his  interest  in  Obstetrics  and 
Pediatrics.  It  shall  be  the  duty  of  this  committee  to 
cooperate  with  the  State  Department  of  Health  in 
the  administration  of  the  Maternal  and  Child  Health 
program.”  Seconded  and  carried. 

Dr.  Johnson  of  Grand  Island  submitted  an  amend- 
ment to  the  proposed  amendment  to  the  Constitution, 
regarding  Article  8,  Section  3. 

A motion  was  made  that  this  amendment  to  the 
pro])osed  amendment  be  accepted.  Seconded  and 
carried. 

A motion  was  then  made  that  the  amendment  be 
adopted.  Article  8,  Section  3 of  the  Constitution  of 
the  Nebraska  State  Medical  Association  shall  be 
amended  by  additions  to  read  as  follows:  The  nom- 
ination of  candidates  for  the  office  of  councilor  in  any 
councilor  district  shall  be  made  by  the  members  of 
the  councilor  district  society  at  its  last  regular  meet- 
ing preceding  the  annual  meeting  of  the  State  Asso- 
ciation. These  nominations  for  the  office  of  councilor 
shall  then  be  certified  by  the  President  and  Secretary 
of  the  councilor  district  society  to  the  House  of  Dele- 
gates and  the  election  of  councilor  shall  be  made  by 
the  House  of  Delegates  of  the  State  IVIedical  Associa- 
tion. If  there  has  been  no  nomination  made  in  the 
councilor  district  society  nominations  for  the  office  of 
councilor  shall  be  by  the  nominating  committee  of 
the  State  Association  and  election  shall  be  by  the 
House  of  Delegates.  Seconded  and  carried. 

Dr.  Floyd  S.  Claike  of  Omaha  made  the  following 
recommendation : 

For  the  past  several  years  aji  effort  has  been  made 
by  the  Omaha-Douglas  County  IMedical  Society  to 
sponsor  facilities  for  the  treatment  of  Polio  by  the 
administration  of  convalescent  serum. 

At  the  current  session  of  the  Unicameral  Legisla- 
ture an  appropriation  of  $1,000.00  was  made  at  the 
request  of  a committee  from  the  Nebraska  State  Med- 
ical Association  for  the  continuation  of  the  conva- 
lescent serum.  In  view  of  the  fact  that  the  present 
status  of  convalescent  serum  in  general  is  being  rec- 
ommended for  some  of  the  contagious  diseases,  I here- 
by petition  the  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  to  authorize  the  appoint- 
ment of  a committee  whose  duties  shall  be  to  study 
and  execute  the  work  of  a central  serum  station 
under  the  auspices  of  the  Nebraska  State  Medical 
Association. 

I further  petition  the  House  of  Delegates  that  in 
view  of  the  pending  modification  of  the  Constitution 
and  By-Laws  that  such  a committee  be  incorporated 
either  as  a separate  or  some  constituent  sub-commit- 
tee  of  such  other  committee  as  the  new  Constitution 
may  provide. 

A motion  was  made  that  this  resolution  be  adopt- 
ed and  that  a committee  of  three  be  appointed.  Sec- 
onded and  carried. 

A motion  was  made  that  the  following  amendment 
to  the  By-Laws  be  adopted: 

Chapter  VIII.  Committees.  Section  1.  The  stand- 
ing committees  shall  be  as  follows:  A Committee  on 
Scientific  Program,  to  be  appointed  by  the  president. 
A Committee  on  Public  l^olicy  and  Legislation,  to  be 
appointed  by  the  president.  A Committee  on  Journal 
and  Publication.  A Committee  on  Nominations.  A 
iMedico-Legal  Advisory  Committee,  to  be  elected  by 
the  Council.  A Committee  on  Arrangements.  A 
Campaign  Committee.  A Public  Activities  Commit- 
tee. A Committee  on  Maternal  Health.  A Tubercu- 
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losis  Committee.  A Fracture  Committee.  A Commit- 
tee for  the  Prevention  and  Amelioration  of  Deafness, 
also  such  other  committees  as  may  be  necessai  y.  Such 
committees  shall  be  elected  by  the  House  of  Dele- 
gates, unless  otherwise  provided. 

Section  1 to  be  amended  with  the  following  addi- 
tions: A Program  Committee,  Cancer  Committee  and 
a Planning  Committee,  also  such  other  committees 
as  may  be  necessary,  such  committees  shall  be  ap- 
pointed by  the  president  and  confirmed  by  the  House 
of  Delegates  unless  otherwise  provided.  Seconded 
and  carried. 

A motion  was  made  that  the  orginal  By-Law — 
Chapter  VIII — Section  1 be  adopted  as  amended.  Sec- 
onded and  carried. 

A motion  was  made  that  the  following  amendment 
to  the  By-Laws  be  adopted:  Chapter  XV.  County 
Societies.  Charters  shall  be  issued  only  upon  approval 
of  the  councilor  of  the  district  in  which  the  county 
society  is  iocated  and  shall  be  signed  by  the  president 
and  secretary  of  this  Association.  The  House  of 
Delegates  shall  have  authority  to  revoke  the  charter 
of  any  component  society  whose  actions  are  in  con- 
flict with  the  letter  or  spirit  of  this  Constitution  and 
By-Laws.  This  to  be  amended  by  the  addition  of 
the  foliowing:  and  to  issue  duplicate  charters  to  any 
society  in  good  standing  in  lieu  of  lost  charter.  This 
charter  to  supercede  all  others  previously  issued.  Sec- 
onded and  carried. 

A motion  was  made  that  the  House  of  Delegates 
affirm  the  committee  on  the  constitution  which  the 
chair  may  appoint.  Seconded  and  carried. 

A motion  was  made  that  the  President-Elect  make 
his  appointments  at  the  first  session  of  the  House 
of  Delegates.  Seconded  and  carried. 

A motion  was  made  that  the  Secretary  express 
thanks  and  appreciation  to  the  Paxton  Hotel,  the 
Entertainment  Committee,  the  Omaha-Douglas  Coun- 
ty Society  and  to  the  Omaha  Central  High  School. 
Seconded  and  cariied. 

It  was  moved  and  seconded  that  the  next  annual 
meeting  of  the  Nebraska  State  Medical  Association 
be  held  in  Lincoln.  Carried. 

The  chair  appointed  the  following  committee  to 
introduce  the  President-elect  to  the  general  session: 
Drs.  .lohn  Buis,  Rudolph  Rix,  and  H.  \V.  Francis. 

It  was  moved  and  seconded  that  the  House  of 
Delegates  adjourn.  Carried. 


REPORT  OF  DELEGATES  TO  THE 
AMERICAN  AIEDICAL  ASSOCIATION 

The  meeting  of  the  House  of  Delegates  at  the  an- 
nual meeting  held  at  Kansas  City  met  at  10  a.  m., 
Monday,  May  11,  193G.  There  were  153  delegates  reg- 
istered present. 

In  the  address  of  the  Speaker  of  the  House,  Dr. 
Van  Etten  said,  “You  are  the  policy  makers  of  this 
democratic  organization  and  not  only  does  the  country 
look  to  you  for  constructive  action  which  shall  re- 
flect the  progressive  sentiment  of  American  medi- 
cine but  your  constituents  in  turn  look  to  you  for  an 
interpretation  of  the  quality  of  that  sentiment,”  and 
we  were  asked  to  remember  that  “any  membership 
in  the  medical  profession  does  not  excuse  any  failure 
to  function  in  the  social  or  community  activities  of 
the  nation.”  He  suggested  that  “dignified  aloofness 
is  stupidity  dictated  by  laziness  and  that  the  medical 
citizen  of  this  type  deserves  nothing  from  the  people, 
and  his  profession  will  sink  into  economic  slavery  if 
he  is  allowed  to  direct  it.”  We  are  told  that  “ill  ad- 
vised or  malicious  critics  frequently  accuse  the 
American  Medical  Association  of  failure  to  represent 
American  medicine.  We  are  told  that  if  the  Associa- 
tion is  not  progressive,  does  not  sympathetically  meet 
social  currents  the  responsibility  rests  on  the  House 
of  Delegates.”  We  are  told  that  “physicians  have 
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climbed  the  hills  and  descended  into  the  shadows  and 
have  climbed  the  hills  agrain,  always  trying  to  press 
onward  to  the  prize  and  high  calling  which  is  the  con- 
Qiiest  of  medicine.  There  are  elements  in  this  country 
which  are  working  for  a totalatarian  state.  There 
are  others  who  would  preserve  the  essential  values 
of  individualism.  There  are  those  who  would  pro- 
mote a social  system  in  which  goveinment  would 
dominate  all  professional  and  educational  effort.” 
We  are  told  “we  must  think  courageously  and  in- 
dependently toward  whatever  is  best  for  American 
medicine  and  for  the  American  people.’”  President 
McLester  said,  and  I believe  it  is  true,  “No  other 
national  body  has  the  cohesiveness  and  wholehearted 
support  of  its  constituents  such  as  is  enjoyed  by  the 
American  Medical  Association.  This  is  a cause  for 
congratulation.”  We  are  told  that  “there  have  been 
times  during  the  past  year  when  it  appeared  that 
disaster  was  just  ahead,  when  government,  in  its 
effort  to  extend  social  reform,  appeared  ready  to 
reach  out  for  control  of  medical  practice,  and  those 
who  are  familiar  with  the  results  of  such  govern- 
mental control  in  other  countries  contemplate  this 
step  with  grave  misgivings.  But  the  leadership  ex- 
ercised over  a united  medical  profession  and  its  in- 
fluence on  public  opinion  have  been  wise  and  effec- 
tive. Can  we  afford  to  rest  here?  In  Germany  dur- 
ing the  last  half  of  the  previous  century  there  came 
first  many  social  reforms,  agrarian,  industrial,  ma- 
ternal welfare,  old  age  pensions  and  unemployment 
insurance.  And  then  in  the  effort  to  quiet  the  con- 
tinued unrest  of  the  people  Bismark  brought  about 
drastic  changes  in  medical  i)ractice.  This  led  to  Ger- 
many's present  deplorable  system.  A somewhat  simi- 
lar trend  of  affairs  followed  in  the  Scandinavian  coun- 
tries and  in  France.  Then  in  England  in  the  wake 
of  other  reforms  came  Lloyd  George's  introduction 
of  the  panel  system.  We  know  the  unfortunate  re- 
sult of  all  these  efforts.  Knowing  the  e^’idences  of 
similar  effort  in  this  country,  will  the  politicians  of 
the  near  future,  anxious  to  carry  governmental  sub- 
sidies still  further,  extend  their  control  as  politicians 
have  already  done  elsewhere  to  medical  care?”  It  is 
up  to  the  American  medical  profession.  What  shall 
be  its  attitude?  We  know  that  any  form  of  go'^ern- 
mental  control  of  the  practice  of  medicine  will  be 
definitely  injurious  to  medical  progress  and  especial- 
ly to  the  American  people. 

“These  proposals  will  come  from  one  or  more  of 
three  sources.  First  from  the  public  including  so- 
cial scientists,  economists  and  self  appointed  reform- 
ers: second  from  the  legislators  susceptible  only  too 
often,  to  demagogic  initiative  and  influence;  and 
third  from  the  medical  men  of  the  country  speaking 
thiough  their  authentic  organization,  the  American 
medical  profession.  All  moves  in  these  directions 
should  be  the  result  of  deliberate  thought  and  should 
be  adopted  only  after  painstaking  investigation.  We 
will  be  called  upon  to  consider  the  relationship  which 
the  medical  profession  shall  bear  to  certain  govern- 
mental agencies,  and  relations  which  vary  in  different 
communities.  If  the  care  of  the  indigent  is  to  be 
recognized  as  in  greater  degree  a governmental  re- 
sponsibility a relationship  must  be  worked  out  be- 
tween medical  men  and  governmental  authorities, 
but  purely  medical  considerations  shall  remain  in  the 
hands  of  medical  men  and  not  of  lay  authorities.  We 
should  do  everything  possible  to  correct  the  public’s 
tendency  to  depend  on  drugstore  prescriptions  and 
patent  medicines  as  well  as  I’adio  advertising  of  nos- 
trums and  proprietary  medicines,  and  it  is  our  duty 
to  protect  the  people  in  the  sternest  restriction  of 
incomiietence. 

Now  I give  you  a brief  bit  of  advice  from  the  Presi- 
dent-elect who  was  unable  to  be  present  at  the  meet- 
ing and  who  has  since  passed  to  the  Great  Beyond — 
J.  Tate  Mason.  He  “re.grets  how  little  the  average 
physician  knows  about  the  work  that  is  being  carried 


on  at  the  headquarters  of  your  American  medical 
profession,  suggests  that  aside  from  the  next  secre- 
tarys’  meetings  each  state  should  send  every  year 
a representative  for  a week  to  study  and  acquaint 
himself  with  the  activities  of  the  Association  so  that 
he  may  bring  an  idea  of  these  home  to  the  men  of 
his  own  state.”  He  felt  “that  the  American  Medical 
Association  should  prepare  some  skeleton  plan  of 
medical  servuce  which  all  county  societies  could  im- 
mediately join  in.  For  instance  an  advisory  commit- 
tee.” He  told  us  “that  in  a time  of  such  economic 
unbalance  as  the  present,  judgment  is  likely  to  become 
hasty  and  action  is  not  always  for  the  best  and  should 
not  depend  upon  the  initiative  of  social  welfaie  work- 
ers, foundations  and  many  industrialists.”  I person- 
ally remember  discussing"  an  economic  subject  with 
a certain  group  of  which  I am  a member  at  which  I 
said,  “As  I rise  to  discuss  this  (luestion  I see  a lot  of 
shadowy  forms  raised  about  me,  forms  on  the  other 
side  of  the  room  who  are  looking  at  each  other,  oc- 
casionally whispering,  and  one  I ovei’hear  say  to  an- 
other, ‘Isn't  it  funny,  these  people  are  discussing  the 
same  things  that  we  discussed  in  the  last  economic 
overturn’.”  And  so  we  go  from  cycle  to  cycle,  but 
we  should  remember  that  each  cycle  should  weigh  its 
questions  judicially  for  the  times  will  soon  change 
and  other  views  will  be  necessary.  Dr.  Mason  said 
that  he  was  “pleased  and  gratified  to  hear  that  the 
aim  of  the  American  Medical  Association  is  to  pre- 
serve the  individual  private  practice  of  the  medical 
profession  with  friendly  and  reasonable  competition 
in  which  physicians  and  patients  maintain  their  per- 
sonal relationship  as  heretofore.”  He  said  “the  his- 
tory of  other  countries  clearly  shows  that  voluntary 
prepayment  and  insurance  schemes  in  the  hands  of 
the  profession  drift  inevitably  as  do  plans  initiated  by 
private  groups  into  bureaucratic  compulsory  insur- 
ance under  government  control,  and  that  the  medical 
profession  should  be  very  careful  in  instituting  radi- 
cal changes  in  medical  practice  in  the  form  of  some 
experiment  of  this  kind.”  He  said  “we  must  accept 
the  adversity  as  well  as  the  prosperity  which  accom- 
panies our  continually  changing  times,  knowing  full 
well  that  the  lean  years  of  the  economic  cycle  are 
compensated  for  by  long  periods  of  i)rosperity.”  These 
are  wise  words  of  caution  and  advice,  coming  it  seems 
to  me  almost  from  the  other  side,  and  they  are  wise 
enough,  so  far  as  the  medical  profession  is  concerned, 
to  be  almost  a divine  decree.  We  should  remember 
that  the  best  way  to  oppose  and  correct  these  unfor- 
tunate governmental  and  sociological  panaceas  is  not 
by  abuse,  not  by  railing,  but  by  calm  judicial  initia- 
tive, proving  the  falsity  of  there  promise  and  pre- 
senting other  plans  in  the  control  of  the  medical  pro- 
fession which  may  be  and  shall  be  sufficiently  good 
for  the  profession  and  the  people  to  take  away  even 
the  thought  of  these  unwholesome  propositions.  How 
powerful  is  the  American  Medical  Association?  The 
number  of  members  enrolled  on  March  1,  19.36,  was 
101,946,  an  increase  of  2,410  in  the  last  year.  The 
number  of  Fellows  of  the  Association  on  March  1, 
1936,  was  62,297,  an  increase  of  1,591  in  the  year.  The 
personnel  in  the  employees  of  the  Association  counted 
550  peoiile.  The  average  number  of  copies  of  the 
.lournal  weekly  during  1935  was  88,843.  The  net  paid 
circulation  December  31.  1935,  was  89,179,  an  increase 
of  4,344  during  the  year.  The  circulation  of  special 
scientific  journals  shows  an  unfavorable  effect  by  the 
economic  situation  although  the  total  circulation  of 
the  group  was  increased  1.000.  The  Archives  of  Oto- 
laryngology and  Ophthalmology  were  the  only  jiubli- 
cations  of  this  group  which  produced  an  income  in 
excess  of  cost  of  publication.  Tliis  excess  amounted 
to  .$28,000.  Hygeia  cost  more  tlian  the  income  re- 
ceived but  it  has  been  a very  worth-while  publica- 
tion and  has  gone  into  libraries,  school.s  and  families, 
but  the  loss  in  cost  of  nublication  during  the  year 
was  .$31,311. 
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I believe  we  should  call  the  attention  of  the  Society 
to  the  library  service  of  the  American  Medical  Asso- 
ciation, whereby  on  request  any  member  desiring  to 
prepare  a paper  on  an  address  can  receive  from  the 
Association  a loan  of  books  and  periodicals  on  the 
subject  which  are  very  helpful  and  should  be  used  far 
more  than  it  is  by  the  members  of  societies.  You  all 
know  about  the  American  Medical  Directory,  the  co- 
operative medical  advertising  bureau  of  the  A.  JI.  A. 
has  been  a great  help  to  the  various  state  journals  in 
the  soliciting  of  advertising. 

To  those  who  have  not  visited  in  recent  years  the 
building  of  the  Association  they  little  realize  the 
area,  satisfactory  planning  and  efficiency  of  the 
building  as  it  now  stands,  thus  enabling  better  and 
more  efficient  work  to  be  done  in  the  various  depart- 
ments. .Just  to  speak  of  a few  of  the  activities  let  us 
think  of  the  Council  of  Pharmacy  and  Chemistry. 
When  we  stop  to  think  of  the  fact  that  today  no  small 
part  of  the  prescriptions  of  the  medical  profession  is 
made  by  the  detail  man  who  visits  you  from  the  var- 
ious pharmaceutical  houses  we  may  realize  the  neces- 
sity of  knowing  something  about  these  remedies  with 
which  we  are  sampled  and  solicited.  A letter  to  the 
Council  of  Pharmacy  and  Chemistry  will  give  us  a 
definite  report  concerning  these  drugs  which  is  help- 
ful and  renders  our  prescriptions  much  safer.  During 
the  past  year  a great  deal  of  work  has  been  done  on 
so-called  ethical  patent  medicines  and  on  the  much 
advertised  vitamines  and  advice  on  these  preparations 
can  always  be  received  from  the  Association.  Catgut 
sutures  have  been  carefully  investigated.  An  advis- 
ory council  on  the  nomenclature  of  endocrines,  which 
consists  of  16  experts,  are  trying  to  bring  about  a uni- 
formity in  endocrinologic  terminology.  The  council 
has  completed  30  years  of  service  and  has  unques- 
tionably improved  the  scientific  standard  of  the  aver- 
age pharmaceutical  house  to  a vast  extent,  though  I 
am  afraid  our  profession  at  large  hardly  realizes  what 
is  being  done  in  this  line  by  the  Association  and  how 
much  help  and  education  they  can  receive  from  using 
the  resources  which  are  offered  to  us.  The  same  study 
is  being  carried  on  in  regard  to  physical  therapy  and 
various  advertised  apparatus. 

Bureau  of  Legal  IMedicine  and  Legislation:  We  have 
the  report  that  specific  reference  to  health  insurance 
was  deleted  from  the  Social  Security  Act  but  the 
Social  Security  Board  was  authorized  to  investigate 
social  insurance.  It  is  not,  however,  probable  that 
Congress  will  do  anything  along  this  line  at  present. 
Congress  is  now  and  always  is  laboring  on  acts  in 
regard  to  food,  drugs  and  cosmetics.  Under  the  Civic 
Works  Administration  all  federal  employees  are  en- 
titled to  medical  and  hospital  benefits  afforded  regu- 
lar employees  of  the  federal  government,  but  under 
the  Works  Progress  Administration  employees  are 
entitled  to  such  benefits  only  when  suffering  from 
traumatic  injury  incurred  in  the  line  of  duty;  unless 
an  ailment  can  be  traced  directly  to  trauma  em- 
ployees are  entitled  neither  to  medical  nor  hospital 
benefits.  Veterans  legislation:  we  still  need  to  be 
awake  and  vigilant.  In  the  last  congress  before  this 
an  efficiency  appropriation  bill  carried  an  appropria- 
tion of  $21,250,000  for  hospital  facilities,  with  the  in- 
tention of  providing-  a total  of  11,466  beds  at  38  exist- 
ing veterans'  hospitals,  6,835  beds  lor  neuropsychiatric 
l)-itients,  455  beds  for  tuberculosis  patients,  2,276  gen- 
eral medical  beds,  and  2,250  domiciliary  beds.  This 
represents  a building  pro.gi-am  for  five  years  period 
and  congress  is  being  importuned  to  appropriate  still 
other  sums  for  hospitals  for  veterans. 

Six  bills  have  been  pending  in  congress  to  legalize 
dissemination  of  information,  preparations  and  de- 
vices for  contraception.  Bills  proposing  systems  of 
compulsory  state  health  insurance  have  been  intro- 
duced in  the  legislatures  of  a number  of  states. 

IX'orkmen's  Compensation  Acts  ai’e  being  continual- 
ly considered  in  le.gislatures  with  a view  to  limiting 


the  amount  allowed  for  medical  and  surgical  treat- 
ment. Until  the  Social  Security  Act  may  be  declared 
invalid  by  the  Supreme  Court  we  must  cooperate  as 
good  citizens.  The  Bureau  of  Medical  Economics  is 
making  a continual  study  and  correspondence  with 
the  bureau  and  the  headquarters  of  the  American 
Medical  Association  will  give  any  physician  an  answer 
to  any  question  concerning  plans  and  recommenda- 
tions that  it  has  been  possible  for  an  efficient  and 
hardworking  bureau  to  develop. 

Gi-aduates  in  medicine  are  increasing  steadily.  In 
1922  there  were  2,500  graduates,  in  1931,  4,735.  and  in 
1935  the  number  had  increased  to  5,101.  The  largest 
number  of  specialists  were  found  in  diseases  of  the 
eye,  ear,  nose  and  throat,  the  smallest  number  in  bac- 
teriology. 

Group  hospitalization  has  been  commanding  at- 
tention since  1930.  You  all  know  what  this  provides 
for  but  it  is  to  be  noted  that  commercial  organizations 
whose  interest  in  making  hospital  service  more  avail- 
able was  secondary  to  the  profits  they  envisioned. 
If  this  is  ever  carried  out  in  total  hospitalization  con- 
tracts must  be  in  the  nature  of  insurance  contracts 
and  the  contract  and  type  of  administrative  organ- 
ization are  of  vital  concern  to  the  medical  profes- 
sion. 

At  present  the  House  of  Delegates  feels  that  there 
were  no  reliable  indices  yet  available  by  which  to 
judge  the  value  of  group  hospitalization.  The  ques- 
tion must  be  studied  with  open  mind  and  judicial 
attitude  and  a report  along  these  lines  will  probably 
be  presented  at  the  next  meeting  at  Atlantic  City. 
Continued  study  of  the  subject,  collection  of  reports 
of  foreign  systems,  statistical  data  and  compilation  of 
vital  statistics  under  these  systems  must  be  made 
available  for  consideration. 

A resolution  was  introduced  to  the  House  of  Dele- 
gates in  opposition  to  continuation  of  the  Dick  scar- 
let fever  patent  and  I believe  it  was  the  general 
thought  that  patents  of  this  type  are  unethical  and 
should  not  be  encouraged. 

And  so  on  and  on  I might  go,  for  the  mass  of  ma- 
terial presented  to  the  House  of  Delegates  is  so  tre- 
mendous that  there  seems  no  limit.  But  we  are  not 
the  only  profession  or  business  that  are  thinking  of 
these  things,  for  even  the  magazine  known  as  the 
Nation's  Business  says,  “Our  readers  have  become 
surfeited  no  doubt  with  warnings  in  these  columns 
against  accepting  national  policies  and  practices  at 
face  value  because  they  are  adopted  in  foreign  coun- 
tries." I\Iany  major  activities  are  proposed  today  with 
almost  the  sole  argument  that  England  has  or  Ger- 
many did.  Dorothy  Thompson  says  in  this  journal 
that  Germany  finally  came  to  handle  and  control  some 
40%  of  the  national  income  and  that  it  riid  all  these 
things  quite  efficiently,  but  it  did  these  things  on 
borrowed  money  and  one  day  it  had  to  face  either 
retrenchment  or  financial  collapse  and  it  was  in  that 
moment  that  political  democracy  had  to  stop  in  Ger- 
many. It  will  be  well  for  you  to  consider  that  in  1890 
five  cents  of  each  income  dollar  in  the  United  States 
was  taken  for  all  government  expenses,  state,  federal 
and  local.  Today  government  agencies  spend  35  cents 
out  of  every  earned  dollar  and  still  the  increase  goes 
on.  If  we  desire  to  accomiilish  the  most  for  our 
medical  profession  and  in  doing  this  for  the  people  of 
our  country  we  must  have  a close  organization  but  it 
is  of  little  imiiort  to  have  a central  organization  with 
its  variable  branches  as  of  state  and  county  societies 
unless  we  can  be  closely  enough  in  touch  to  know 
wherein  each  can  secure  from  the  other  help,  corre- 
lation of  activities  and  efficient  service.  It  would 
seem  to  me  that  we  should  have  an  advisory  com- 
mittee of,  say,  three  to  five,  in  every  state  society 
whose  duty  it  should  be  to  keep  in  close  touch  with 
the  head(iuarters  of  the  American  iledical  Associa- 
tion, not  once  a year  but  every  week  and  every  month, 
making-  arrangements  so  that  they  would  be  advised 
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all  the  time  of  the  activities  of  the  Association,  of 
the  help  that  they  as  participating  parts  of  the  Asso- 
ciation may  render  and  that  they  may  keep  every 
member  of  our  county  and  state  societies  in  intimate 
touch  with  the  work  of  organized  medicine.  Let  us 
not  be  sloths,  let  us  be  proud  of  organized  medicine, 
let  us  be  inspired  and  enthusiastic,  with  a determina- 
tion to  hel])  and  to  be  part  of  it,  and  let  no  day  or 
week  pass  that  we  do  not  come  in  touch  with  some 
activity  of  our  own  great  organization. 

I  have  been  many  years  in  the  practice  of  medicine 
but  I can  assure  you  that  my  interest  has  grown  more 
and  more  every  year  in  the  development  and  protec- 
tion of  our  medical  profession  and  with  it  our  own 
American  people. 

REPORT  OF  THE  CO^IMITTEE  ON 
PLANNING 

Your  committee  on  planning,  the  sub-Committee 
Xo.  2,  of  the  Committee  on  Public  Policy  and  Legis- 
lation, was  appointed  by  Dr.  G.  \V.  Covey,  at  the  be- 
ginning of  his  presidential  year,  to  meet  the  need  for 
close  study  of  all  the  various  projects  which  are  now 
being  attempted  in  the  Public  Health  field,  by  offi- 
cial and  lay  bodies.  It  is  essential  for  the  medical 
profession,  as  well  as  the  professional  social  workei-s, 
to  be  represented  in  all  movements  which  concern  the 
people's  health  and  welfare.  The  members  of  the 
medical  profession  have  social  problems  to  solve,  as 
well  as  medical.  The  greater  part  of  many  of  the 
recent  welfare  i)roblems  are  more  medical  than  social 
and  should  receive  the  counsel  and  direction  of  the 
State  Medical  Association. 

The  New  Deal  has  been  active  in  promoting  health 
matters  in  Nebraska.  There  is  a Citizens’  Planning 
Committee,  made  up  of  laymen,  appointed  by  the 
governor,  to  plan  various  projects  outlined  by  the  fed- 
eral and  state  governments.  This  committee  has 
shown  an  interest  in  the  human  resources  of  the 
state,  and  we  desire  to  cooperate  in  projects  along 
this  line.  Various  other  groups  are  at  work,  busy  with 
plans  for  the  uplift  of  the  people.  Among  them  are 
the  Nebraska  Association  of  Social  Workers.  Bach 
of  these  various  groups  have  their  own  viewpoint; 
and.  wise  or  unwise,  they  place  their  own  emphasis 
on  the  objectives  of  their  profession.  And,  wisely  or 
unwisely,  they  put  the  direction  largely  in  the  hands 
of  social  or  lay  workers. 

The  following  list  of  public  health  resources  in  Ne- 
braska will  show  at  once  the  many  activities  now 
under  way,  with  which  there  has  not  been  much  ef- 
fort made  at  correlation: 

PUBLIC  HEALTH  RESOURCES  IN  NEBRASKA 

I Federal  Agencies 

(All  these  function  through  the  State  Department 

of  Health  except  Indian  Service  and  Crippled 

Children) . 

A.  Communicable  Disease  Control 

1.  Acute  Diseases 

2.  Tuberculosis 

3.  Venereal  Diseases 

4.  Other  (Specify) 

B.  Maternal  and  Child  Health 

C.  Indian  Service 

D.  Crippled  Children 

E.  Blind  and  Defective  Hearing 

II  State  Agencies 

A.  Venereal  Disease 

B.  Maternal  Welfare 

C.  Crippled  Children 

D.  Assistance  Dept. 

E.  Custodial  Care 

F.  Blind  and  Defective  Hearing 

G.  Tuberculosis 

H.  Cancer 

III  County  Agencies 


A.  Indigent  Medical  Care 

B.  Custodial  Care 

C.  Remedial  Care 

IV  City  Agencies 

A.  Venereal  Disease 

B.  Maternal  Health 

C.  Crippled  Children 

D.  Health  Clinics 

E.  Immunization  Program 

F.  Blind  and  Defective  Hearing 

G.  Tuberculosis 

H.  Cancer 

V Fraternal  Agencies 

A.  Crippled  Children 

B.  Tuberculosis 

VI  Churches 

A.  Crippled  Children 

B.  Custodial  Care 

VII  Other  Agencies 

A.  Maternal  Health 

B.  Crippled  Children 

C.  Immunization  Programs 

D.  Tuberculosis 

E.  Cancer 

Your  committee  carefully  considered  all  of  these 
various  projects  and,  realizing  that  some  of  them 
are  already  under  way  and  in  very  good  hands,  the 
committee  decided  that  the  best  approach  to  the  work 
at  hand  was  to  have  a survey  made  of  the  public 
health  resources  in  Nebraska,  in  order  to  make  an 
intelligent  beginning  in  the  large  field  before  them. 
Much  advice  and  assistance  has  been  obtained 
through  the  cooperation  with  the  State  Director  of 
Health.  Dr.  Bartholomew.  Having  adopted  this  plan, 
as  fundamental  to  all  other  studies,  we  at  once  began 
to  seek  ways  and  means  for  carrying  out  this  survey. 
The  cost  of  the  survey  has  been  variously  estimated, 
ranging  all  the  way  from  a few  thousand  dollars  to 
fifty  thousand  dollars,  depending  of  course  upon  the 
thoroughness  of  the  actual  work. 

We  have  assurance  from  the  Surgeon  General's  of- 
fice that  they  will  provide  a trained  worker  for  this 
purpose  and  that  he  will  be  on  hand  during  the 
summer.  This  survey,  if  our  hopes  are  fulfilled,  will 
be  carried  out  through  the  cooperation  of  the  State 
Director  of  Health,  Dr.  Bartholomew. 

We  have  had  other  lines  out.  First,  we  tried  to 
secure  federal  assistance  through  the  State  Planning 
Committee,  and  were  given  assurance  that  our  re- 
quest would  be  granted;  but  for  some  reason,  prob- 
ably because  the  legislature  has  been  meeting,  they 
have  dropped  for  the  present  the  opportunity  to  speci- 
fy this  work  as  one  of  their  projects.  We  hope  the 
state  and  federal  offer  has  been  only  temporarily 
withdrawn  and  that  later  we  will  receive  cooperation. 
We  have  written  to  various  foundations  in  the  United 
States  which  might  be  interested  in  working  out  such 
a project  with  the  Nebraska  State  Medical  Associa- 
tion. Some  of  theii-  representatives  have  been  on  the 
ground  and  Mr.  Smith  has  contacted  others.  Various 
letters  have  been  received,  giving  us  encouragement 
that  help  will  be  given. 

At  least,  our  first  definite  project  is  along  the  line 
of  a survey  of  Public  Tealth  Resources  in  Nebraska. 
A Tuberculosis  Survey  is  already  under  way  and  will 
likely  receive  assistance  from  the  State. 

We  recommend  that  special  attention  to  these  Public 
Health  and  welfare  problems  be  continued  by  a spe- 
cial committee  working  with  the  Committee  on  Public 
Policy  and  Legislation.  There  are  a number  of  men 
coming  on,  who  might  well  be  included  in  the  wider 
range  of  your  committee’s  activities. 

E.  W.  Rowe,  Chairman, 

F.  L.  Rogers, 

W.  C.  Becker, 

Committee  on  Planning,  Sub-Committee  No.  2 
Public  Policy  and  Legislation. 
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IN  MEMORIAM 


Nebr,  S.  M.  Jour. 
July,  1937 


Idemoriam 

My  sword  I give  to  him  that  shall  succeed  me 
in  my  pilgrimage,  and  my  courage  and  skill  to 
him  that  can  get  it.  — John  Bunyan 


Frank  B,  Hollenbeck April  5, 

Amy  Chapman April  8, 

Frank  W.  Johnson May  11, 

H.  P.  Hamilton May  28, 

Herschel  B.  Cummins June  20, 

J.  P.  Sullivan July  14, 

Harry  Farrell July  17, 

William  J.  Birkofer August  15, 

Fred  Gilbert  Vosika August  26, 

Glen  Miller September  1, 

R.  J.  Murdoch September  24, 

J.  S.  Devries November  15, 

Edwin  Katskee November  26, 

Joseph  M.  Curtis November  26, 

J.  F.  Davies January  2, 

E.  M.  Barnes January  3, 

H.  E.  Burdick January  12, 

Joseph  F.  Moell January  21, 

Jay  L.  Magill January  23, 

Alfred  Schalek February  10, 

M.  C.  Langfeld March  22, 

Clark  Beede April  12, 

Henry  Hein April  24, 

Robert  S.  Lucke May  1, 

Frank  S.  Morris May  1, 

Robert  Gilmore May  2, 


1936 

1936 

1936 

1936 

1936 

1936 

1936 

1936 

1936 

1936 

1936 

1936 

1936 

1936 

1937 
1937 
1937 
1937 
1937 
1937 
1937 
1937 
1937 
1937 
1937 
1937 
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PROGRAM  IN  KANSAS 
\'ENEREAL  DISEASE  CONTROL 

In  accordance  with  state  laws,  syphilis  and 
gonorrhea  were  made  notifiable  diseases  at  the 
quarterly  meeting  of  the  Kansas  State  Board  of 
Health  in  January,  1914.  Earle  G.  Brown,  To- 
peka, Kan.  {Journal  A.  M.  A.,  March  6,  1937), 
discusses  the  effect  of  the  program  on  the  inci- 
dence of  venereal  disease  and  summarizes  its 
work  from  1914  to  1935  in  order  that  comparison 
may  be  made  with  the  proix>sed  jjrogram  of  the 
future.  As  a result  of  funds  allotted  to  the  Kan- 
sas State  Board  of  Health  by  the  United  States 
Public  Health  Service  under  the  provisions  of  the 
Social  Security  Act,  a program  is  in  process  of 
development  with  a full-time  director  in  charge. 
Dr.  Wenger,  following  his  trip  to  Kansas,  made 
the  following  recommendations:  1.  Free  serologic 
service  to  all  physicians  by  increasing  the  labora- 
tory staff.  2.  The  addition  of  medical  and  social 
personnel  at  the  three  clinics ; also  additional 
equipment  if  needed.  3.  Free  neoarsphenamine 
and  heavy  metals  to  physicians  for  indigent  pa- 
tients. 4.  Standard  medical  record  for  use  in  all 
three  clinics.  5.  The  use  of  the  U.  S.  Public 
Health  Service  classification  for  syphilis  in  all 
clinics  to  assure  better  material  for  study.  G.  That 
an  educational  program  for  physicians  be  started 
so  that  they  will  report  their  venereal  disease 
cases.  7.  When  more  full-time  health  units  are 

established  throughout  the  state,  that  the  venereal 
I • ^ • 

disease  program  be  included.  Thus  the  new  ven- 
ereal disease  program  is  under  way.  There  is  a 
' renewed  interest  in  the  problem  of  syphilis  and 
gonorrhea,  not  only  among  professional  groups 
but  among  lay  groups.  Within  the  past  month 
each  of  the  two  newspapers  in  Topeka  printed 
articles  in  regard  to  venereal  disease,  as  compared 
with  the  previous  custom  of  referring  to  them  as 
“social  diseases.”  It  is  hoped  that  additional 
treatment  facilities  may  be  provided  through  the 
I development  of  full-time  county  or  district  health 
I departments.  There  are  certain  areas  in  the  state 
' where  it  is  considered  that  this  would  be  especially 
advantageous. 


HOW  MANY  NEED  HELP? 

Within  a small  margin  of  error,  about  50  per 
cent  of  the  population  goes  through  the  year 
without  any  illness.  Fifty  per  cent  of  the  ill- 
nesses of  the  other  half  are  not  disabling.  One 
half  of  the  remainder,  or  about  12j4  per  cent, 
are  of  a minor  character,  such  as  the  common 
cold,  and  involve  a disability  of  less  than  a week. 
This  leaves  about  12)4  per  cent  who  have  seri- 
ous illness  and  an  expense  for  wage  loss  and  for 


medical  care  sufficient  to  constitute  a real  prob- 
lem. Of  these,  many  are  able  to  meet  the  neces- 
sary expense  from  their  own  savings,  by  deferred 
payments  or  from  regular  income,  just  as  they 
meet  other  extraordinary  expenses.  Thus  it 
seems  reasonable  to  assume  that  5 per  cent — cer- 
tainly less  than  10  per  cent — of  the  total  popula- 
tion are  unable  to  meet  their  sickness  expense 
without  great  sacrifice.  This  is  still  enough  of  a 
problem  always  deeply  to  concern  organized  medi- 
cine. 

It  is  a testimony  to  the  accuracy  of  these  fig- 
ures that  when  county  medical  societies  have  set 
up  machinery  to  provide  medical  service  for  those 
otherwise  unable  to  obtain  it  the  number  served 
has  almost  invariably  been  between  3 and  5 per 
cent  of  the  total  population. — Jour.  A.  M.  A., 
Feb.  20,  1937. 


INTRASPINAL  (SUBAR.\CHNOID ) IN- 
JECTION OF  ALCOHOL  FOR  PAIN 
ASSOCIATED  WITH  AIALIGNANT 
CONDITIONS  OF  THE  FEMALE 
GENITALIA 

J.  P.  Greenhill  and  Herbert  E.  Schmitz,  Chi- 
cago {Journal  A.  M.  A.,  Aug.  10,  1935),  experi- 
mented with  twenty-seven  subarachnoid  injec- 
tions of  alcohol  in  twenty-five  women  with  ad- 
vanced carcinoma  of  the  genitalia.  The  authors 
recommend  this  procedure  in  all  women  who  suf- 
fer from  excruciating  and  persistent  pain  that  is 
associated  with  genital  carcinoma.  This  injec- 
tion is  simple  to  carry  out,  it  entails  very  few 
risks,  and  it  has  brought  relief  to  twenty-four  out 
of  twenty-five  patients.  Because  it  is  simpler 
than  any  operative  procedure  and  because  the  re- 
sults are  so  satisfactory  it  is  now  being  used  in 
preference  to  pelvic  sympathectomy,  which  was 
advocated  two  years  ago  for  the  same  purpose. 
The  authors  will  resort  to  sympathectomy  in  the 
cases  in  which  alcohol  injections  fail.  Until  more 
is  known  about  the  late  effects  of  95  per  cent 
alcohol  on  the  spinal  cord  itself,  it  is  best  to  re- 
strict subarachnoid  injections  to  patients  in  whom 
the  malignant  condition  is  far  advanced. 


A Frenchman  was  relating  his  experience  in 
learning  the  English  language.  “When  I dis- 
covered that  if  I was  quick  I was  fast,”  he  said, 
“and  that  if  I was  tied  I was  fast,  if  I spent  too 
freely  I was  fast  and  that  not  to  eat  was  to  fast, 
I was  discouraged.  But  when  I came  across  the 
sentence,  ‘The  first  one  won  one  one-dollar  prize,’ 
I gave  up  trying  to  learn  the  English  language.” 
— Selected. 
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■A  'loribute  to  the 
sician 

There  are  men  and  classes  of  men  that 
stand  above  the  common  herd:  The  sol- 
dier, the  sailor,  and  the  shepherd  not  in- 
frequently ; the  artist  rarely ; rarelier  still, 
the  clerg’yman;  the  physician  almost  as  a 
rule.  He  is  the  flower  (such  as  it  is)  of 
our  civilization;  and  when  that  stage  of 
man  is  done  with,  and  only  to  be  marveled 
at  in  history,  he  will  be  thought  to  have 
shared  as  little  as  any  in  the  defects  of 
the  period,  and  most  notably  exhibited  the 
virtues  of  the  race.  Generosity  he  has, 
such  as  is  possible  to  those  that  practise 
an  art,  never  to  those  who  drive  a trade ; 
discretion,  tested  by  a hundred  secrets; 
tact,  tried  in  a thousand  embarrassments ; 
and  what  are  more  important,  Herculean 
cheerfulness  and  courage,  so  that  he 
brings  air  and  cheer  into  the  sick  room, 
and  often  enough,  though  not  so  often  as 
he  wishes,  brings  healing. 

— Robert  Louis  Stevenson’s 


AMENDING  THE  CONSTITUTION  AND 
BY-LAWS 

To  a conservatively  minded  person  who  has 
watched  the  progress  of  medical  organization  for 
a generation  it  seems  unnecessary  and  unwise  to 
amend  the  Constitution  or  the  By-laws  at  every 
annual  session.  Rarely  is  any  good  accomplished 
by  such  amendment  and  sometimes  harm  results 
from  ill-considered  measures  proposed  and  adopt- 
ed in  the  hurried  consideration  by  the  House  of 
Delegates.  A case  in  point  occurred  in  1908 
when  a new  member  of  the  House  proposed  and 
by  persistency  and  persuasiveness  succeeded  in 
having  adopted,  a by-law  touching  on  medical 
ethics  that  on  mature  consideration  proved  so  ri- 
diculous and  so  unworkable  that  the  House  in 
the  succeeding  year  by  unanimous  vote  repealed 
it.  That  is  a constant  danger. 

Better  functioning  of  our  Association  depends, 
not  in  a multiplicity  of  amendments,  but  in  a 
relatively  few  rules  and  regulations,  observed 
and  enforced  as  they  should  be. 

( Parenthetically  and  apropos  to  the  above  it 
may  here  be  stated  that  at  the  annual  sessions  in 
1936,  a phyisician  was  elected  one  of  the  vice 
presidents,  who  was  ineligible  because  he  was  not 
in  attendance  at  the  meeting,  and  at  the  meet- 
ing just  past  a physician  was  elected  as  councilor 
of  the  Eighth  Councilor  District  who  resides  and 
practices  in  the  Fourth  District  and  is  therefore 
ineligible.  This  vividly  shows  what  happens  in 
hurried  consideration. ) 

The  Fathers  of  the  Association  builded  wisely 
and  New  Dealers  are  to  be  shunned,  unless  some- 
thing very  evidently  worth  while  is  brought  forth 
by  them. 

Our  Constitution  provides  that  it  may  be 
amended  by  a two-thirds  vote  of  the  delegates 
registered  at  the  annual  meeting,  provided  that 
such  amendment  shall  have  been  presented  in 
open  meeting  at  the  previous  annual  session  and 
that  it  shall  have  been  sent  officially  to  each  com- 
ponent society  at  least  three  months  before  the 
session  at  which  final  action  is  to  be  taken. 

The  By-Laws  may  be  amended  at  any  annual 
session  by  a majority  vote  of  all  the  Delegates 
present  at  that  session,  after  the  proposed  amend- 
ment has  been  laid  on  the  table  for  one  day. 
Wdien  mature  consideration  is  desirable,  it  might 
be  well  to  lay  amendments  to  the  By-Laws  on 
the  table  by  motion  for  one  year. 

Several  amendments  to  the  By-laws  were  made 
at  the  recent  annual  meeting  and  we  find  no 
fault  with  them.  Amendments  to  the  Constitu- 
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tion  were  proposed  and  must  lay  over  for  con- 
sideration at  the  1958  annual  meeting.  Provi- 
sion was  also  made  for  a committee  to  suggest 
revisions  to  the  Constitution  and  By-laws  before 
the  next  annual  meeting  and  this  will  have  uni- 
versal approval.  A committee  of  judicial  minds 
in  the  quiet  of  committee  room  can  work  out  As- 
sociation problems  far  better  than  a hurried  and 
harrassed  House  of  Delegates  in  three  sessions  of 
one  hour  each,  with  one  hundred  other  matters 
pressing  for  attention. 


NEBRASKA  HONORED  BY  AMERICAN 
ORTHOPEDIC  ASSOCIATION 
MEETING 

Lincoln,  Omaha  and  Nebraska  were  signally 
honored  by  having  been  hosts  to  the  American 
Orthopedic  Association  which  held  its  annual 
meeting  in  Lincoln  June  2 and  3 and  in  Omaha, 
June  4. 

Orthopedic  surgeons  from  all  parts  of  the 
United  States — from  New  Orleans,  Los  Angeles, 
San  Francisco,  Tacoma,  Seattle,  New  York,  Bos- 
ton, Richmond  and  intermediate  points  were 
there.  Canada  sent  a goodly  quota.  Of  other 
foreign  countries — England  was  represented  by 
Mr.  R.  Watson  Jones;  Sweden  by  Dr.  Svante 
Orel ; Argentine  by  Professor  Lelio  Zeno ; France 
by  Professor  C.  N.  Lasserre.  Cuba  was  repre- 
sented. 

Some  startling  innovations  in  practice  were 
presented,  as  for  instance.  Professor  Zeno 
brought  from  the  Argentine  ‘‘The  Biological 
Treatment  of  Burns.”  In  cases  of  burns  of  the 
extremities  of  any  degree  he  trims  off  redundant 
burned  tissue,  then  without  the  use  of  any  anti- 
septic, immobilizes  the  parts  with  plaster  of 
Paris  bandages,  which  incidentally,  acts  as  an 
analgesic  and  the  parts  heal  without  any  further 
treatment  and  with  less  loss  of  time  than  by  other 
methods.  R.  Watson  Jones  of  Liverpool  says  we 
have  coddled  fractures  too  much.  We  get  stiff 
fingers  from  too  much  splint  in  Codes’  fractures. 
Proper  adjustment  and  a light  dressing,  leaving 
the  fingers  free,  allows  the  patient  to  resume  his 
work  in  very  few  days.  Robertson  (of  Nova 
Scotia  gold  mine  disaster  fame ) has  experiment- 
ed with  staphyloccocus  toxoid,  with  beneficial  re- 
sults he  believes.  Thus  American  physicians 
can  learn  from  foreigners. 

Luncheons  and  dinners  were  special  features 
of  the  meeting  as  were  a visit  to  the  Capitol  and 
a visit  to  Morrill  Hall  museum  and  a lecture  by 
Dr.  E.  L.  Barbour  on  the  paleontological  finds 
in  northwestern  Nebraska. 

^lore  than  150  orthopedists  and  some  other 
ph.ysicians  attended.  Dr.  H.  Winnett  Orr,  Lin- 


coln. was  the  president  and  following  the  policy 
of  the  association  the  meeting  was  held  in  the 
home  town  of  the  president. 

The  meeting  was  acclaimed  a grand  success. 


CORRECTING  AN  IMPORTANT 
STATEMENT 

Misinformation  derived  from  a press  clipping 
published  under  Editorial  Paragraphs  in  the  June 
Journal  did  an  injustice  to  Drs.  Victor  E.  Levine 
and  Adolph  Sachs.  Dr.  Levine  writes  to  state 
that  what  he  did  say  was  that  “there  is  a marked 
difference  in  the  blood  iron  of  the  male  adult 
and  the  female  adult.  The  blood  of  the  female 
adult  with  reference  to  iron  has  a much  smaller 
content  than  the  blood  of  the  male  adult.  The 
copper  content  of  both  male  and  female  adults 
is  the  same.” 

The  statement  made  by  us  and  attributed  to 
Levine  and  Sachs  was  to  the  effect  that  a means 
had  been  discovered  to  distinguish  between  the 
blood  of  a child  and  of  an  adult  and  a means  to 
discover  sex. 


YOUR  PRESIDENT  SPEAKS  ON 
GROUP  LIABILITY  INSURANCE 

For  about  six  years,  from  192(i  to  1932,  mem- 
bers of  the  Nebraska  State  Medical  Associa- 
tion could  procure  physicians  liability  insurance 
under  a group  policy  at  a very  reasonable  rate. 

When  this  group  policy  was  cancelled  on  Oc- 
tober 1,  1932,  more  than  six  hundred  physicians 
had  to  go  elsewhere  for  their  insurance.  ^lany 
physicians  found  it  difficult  to  obtain  insurance 
and  were  required  to  pay  a much  higher  rate. 
In  addition  to  this  they  were  required  to  furnish 
the  insuring  company  additional  lines  of  insur- 
ance. 

As  a direct  result  of  this  existing  condition, 
many  physicians  carry  no  liability  insurance  at  the 
present  time.  In  view  of  the  rather  large  ver- 
dicts sometimes  awarded,  it  is  doubtful  whether 
a physician  can  afford  to  be  without  insurance 
unless  he  is  execution  proof.  No  physician  is 
exempt  from  being  sued  for  malpractice  and  that 
danger  is  greatly  enhanced  if  one  of  his  dis- 
gruntled patients  comes  in  contact  with  the  right 
lawyer. 

The  Insurance  Committee  of  the  Nebraska 
State  Medical  Association  presented  a new  Group 
Policy  Plan  which  was  adopted  by  the  House  of 
Delegates  at  their  last  annual  meeting.  An- 
nouncement was  made  in  the  advertising  pages 
of  the  last  issue  of  the  Journal.  Further  details 
regarding  rates  will  appear  later. 

— Roy  \V.  Fonts.  President.  Omaha. 
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YOUR  PRESIDENT  ON 
INFANTILE  PARALYSIS  SERUM 

The  season  of  greatest  incidence  of  Anterior 
Polio-Myelitis  (Infantile  Paralysis)  is  here. 

With  the  assistance  of  Governor  Cochran,  a 
committee  from  The  Nebraska  State  Medical  As- 
sociation were  successful  in  securing  an  appropri- 
ation to  assist  in  carrying  on  the  work  of  collect- 
ing, preparing  and  dispensing  convalescent  polio- 
myelitis serum. 

Complete  plans  have  not  yet  been  formulated 
for  the  distribution  of  the  serum.  Three  of  four 
depots  will  be  established  at  different  points  in 
the  state  where  the  serum  will  be  readily  obtain- 
able. At  present  there  is  a moderate  amount  of 
serum  on  hand,  an  amount  believed  to  be  suffi- 
cient to  meet  the  ordinary  need  of  Nebraska  phy- 
sicians. While  it  will  be  dispensed  gratis  to  those 
patients  who  are  unable  to  pay,  a regular  serum 
charge,  that  of  $5.00  per  20  cc’s  will  be  made  to 
others.  Application  for  convalescent  serum  should 
be  made  by  the  attending  physician.  For  the 
present,  address,  Floyd  S.  Clarke,  i\I.  D.,  Chair- 
man of  Polio-iNIyelitis  Committee,  314  Medical 
Arts  Bldg.,  Omaha,  Nebraska.  Phone  At.  0338. 

—Roy  W.  Fouts,  President,  Omaha. 


THE  OMAHA  MID-WEST  CLINICS 

FOR  1937 

The  Omaha  Mid-West  Clinical  Society  comes 
out  with  an  early  announcement  of  its  annual 
meeting  October  17-22  at  the  Paxton  Hotel,  Oma- 
ha. Beginning  with  miscellaneous  lectures  by 
faculty  members  of  Creighton  and  University 
Medical  schools,  there  will  be  panel  clinics,  sci- 
entific exhibits,  commercial  e.xhibits,  round  table 
discussions,  entertainment  and  presentations  by 
the  following  distinguished  guests : 

Eye,  Ear,  Nose  and  Throat — Dr.  W.  L.  Benedict, 
Rochester,  Minn. 

Surgery — Dr.  W.  D.  Gatch,  Indianapolis,  Ind. 

Orthopedics — Dr.  A.  Bruce  Gill,  Philadelphia,  Pa. 

Pediatrics — Dr.  L.  Emmet  Holt,  Baltimore,  Md. 

Genito-Urinary — Dr.  T.  Leon  Howard,  Denver,  Colo. 

iMedicine — Dr.  William  J.  Kerr,  San  Francisco, 
Calif.;  Dr.  Hans  Lisser,  San  Fi'ancisco,  Calif. 

Public  Health — Dr.  Thomas  H.  Parran,  Washington, 
D.  C.  (The  Surgeon  General). 

Neurology — Dr.  Hans  H.  Reese,  Madison,  Wis. 

Basic  Sciences — Dr.  J.  P.  Schaeffer,  Philadelphia, 
Pa. 

Gynecology  and  Obstetrics — Dr.  E.  A.  Schumann, 
Philadelphia,  Pa. 

Surgery — Dr.  O.  H.  Wangensteen,  Minneapolis, 
Minn. 


Neighbor;  “So  vour  son  got  his  B.  A.  and  his 

M.  D.?’’ 

Proud  Dad  : “Yes,  indeed,  but  his  P.  A.  still 
supports  him.” 


THE  LEGISLATURE  ADJOURNS 

With  the  adjournment  of  the  first  Unicameral 
we  find  that  it  was  a very  satisfactory  session 
so  far  as  the  medical  profession  was  concerned. 
The  Chiropractic  Bill  was  never  brought  out  of 
committee.  The  Osteopath  bill  No.  2H  was 
placed  on  general  file,  but  in  the  final  rush  of 
business  was  not  acted  upon.  Through  the  ef- 
ficient help  of  the  profession  of  the  state  it  ap-  | 
peared  that  should  this  bill  come  up  for  final  vote  i 
it  would  not  muster  over  ten  or  twelve  votes. 

L.  B.  118,  which  received  the  O.  K.  of  the  Legis- 
lative Committee  was  placed  on  general  file,  but  1 
was  not  reached  in  the  final  work.  An  appropri-  ■ 
ation  of  $15,000  was  made  for  a detailed  study  of 
tuberculosis  similar  to  the  work  which  has  been  ( 
done  in  detail  in  York  county.  Another  appro- 
priation of  $6,000  was  made  from  the  medical  ^ 
examiner’s  fund  which  is  to  be  used  for  educa-  ' 
tional  purposes  in  venereal  diseases  and  tubercu- 
losis. Another  appropriation  of  $1,000  was  made 
for  the  purpose  of  establishing  a convalescent 
serum  center  for  Polio.  Along  with  this  will 
probably  be  established  about  three  sub-depots 
where  serum  will  be  available  for  Polio.  It  is 
hoped  that  this  may  be  the  beginning  whereby 
later  a convalescent  serum  center  may  be  estab- 
lished in  the  state  for  other  diseases  besides 
Polio,  although  this  present  appropriation  can  be 
used  only  for  the  one  disease.  Gov.  Cochran, 
during  the  entire  session,  was  cooperative  and 
very  favorable  to  the  needs  and  objectives  of  the 
medical  profession  in  furthering  plans  for  the 
public  good.  On  several  occasions  he  sought 
counsel  of  the  profession  and  was  very  much  in- 
terested in  the  proposal  of  the  appropriations. 

The  success  of  the  session  so  far  as  the  medical 
profession  is  concerned  is  direct  evidence  of  the 
strength  of  organization.  These  appropriations 
would  probably  have  not  been  possible  had  it  not 
been  for  the  work  done  by  many  individual  mem- 
bers over  the  state.  For  a time  L.  B.  271  looked 
like  it  might  be  seriously  dangerous,  but  again 
the  e.xcellent  response  of  you  men  “back  home” 
was  effective.  Probably  no  session  in  recent 
years  at  least  has  been  as  liberal  in  appropriations 
for  health  purposes.  The  $15,000  appropriated 
for  detailed  work  on  Tuberculosis  we  hope  will 
develop  into  appropriations  of  sufficient  size  in 
the  future  that  a real  eradication  program  can 
be  carried  through,  and  something  worthwhile 
can  then  be  accomplished  in  the  field  of  this  dis- 
ease. Very  little  can  be  accomplished  by  a single 
man  or  a small  group,  and  those  who  were  on  the 
firing  line  are  more  than  appreciative  of  the 
valued  help  of  every  member  of  the  organiza- 
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tion.  To  each  and  every  one  of  yon  goes  the 
j “lion's  share’’  of  the  credit  for  the  success  of  the 
State  Association  in  this  session.  May  we  sug- 
gest that  you  contact  your  senator  and  thank 
j him  for  his  attitude  and  help  in  combating  de- 
‘ structive  medical  proposals  during  the  session, 
and  his  support  of  progressive  health  measures. 
He  will  appreciate  it,  and  it  is  certainly  deserved 
in  practically  every  instance. 

— M.  C.  Smith,  Executive  Secretary. 


AMERICAN  HOSPITALS  TO  GET  AIR 
CONDITIONING 

^lillions  of  dollars  will  be  spent  on  air  con- 
ditioning in  American  hospitals  during  the  next 
few  years  we  are  told  by  air  conditioning  agen- 
cies. 


I 


‘Alore  than  300  hospitals  are  already  making- 
use  of  air  conditioning  with  more  equipment  be- 
ing installed  every  month. ’’  says  Knighton.  ‘Alost 
popular  places  for  installations  have  been  in  the 
operating  rooms,  in  nurseries  for  premature  and 
for  normal  babies,  in  oxygen  therapy  chambers, 
heat  therapy  rooms  or  cabinets,  and  allergic 
wards — wherever  certain  constant  temperatures 
and  humidities  are  most  greatly  needed. 

".Air  conditioning  equipment  allows  the  phy- 
sician to  prescribe  climate  as  well  as  medicine 
for  his  patient.  In  arthritis,  sinusitis  and  some 
other  rooms  and  wards,  for  instance,  an  unusual- 
ly low  relative  humidity  is  commonly  recom- 
mended : in  nurseries  and  other  wards,  a high  rel- 
ative humidity.  A flexible  air  conditioning  sys- 
tem or  series  of  systems  would  provide  both.’’ 

.Adaptation  of  air  conditioning  to  the  tubercu- 
losis ward  and  sanitarium  is  being  advocated  by 
many  members  of  the  medical  profession.  Ex- 
perts agree  that  if  the  patient  is  unable  to  go  to 
better  climates,  then  better  climates  should  be 
brought  to  the  patient. 

.Air  conditioning  in  the  operating  room  insures 
comfortable  conditions  for  patient  and  surgeons, 
and  gives  added  protection  against  the  release  of 
static  electricity  into  anesthesia-laden  air.  The 
popularity  of  air-conditioned  operating  rooms  at- 
tests to  the  medical  worth  of  these  advantages. 

There  are  other  factors  which  are  influencing 
America's  doctors  to  advocate  air  conditioning — 
abolition  of  noise,  increase  of  comfort  and  health 
to  personnel  and  patients,  and  possibilities  for 
air  sanitation  are  some  of  them. 


He  (sarcastically)  : Do  you  call  that  thing  on 
your  head  a hat? 

She  ( icily)  : Do  you  call  that  thing  in  your 
hat  a head  ? 


AMERICAN  MEDICINE;  EXPERT  TESTI- 
MONY OUT  OF  COURT— HI 
Names  of  Nebraska  physicians  who  participat- 
ed in  the  American  Foundation's  inquiry  on  the 
organization  of  medical  care  are  herewith  given: 

Andrew  Harvey,  Fremont;  general  practitioner. 

E.  F.  Farnsworth,  Grand  Island;  internist. 

Earle  G.  .Johnson,  Grand  Island;  surgeon,  St.  Fian- 
cis  Hospital,  Central  Power  and  International  Har- 
vester Companies. 

C.  R.  Spicer,  Hastings;  pediatrician. 

C.  H.  Fox,  Kearney;  oculist  and  otolaryngologist, 
Good  Samaritan  Hospital. 

Lester  M.  Stearns,  Kearney;  attending  surgeon. 
Good  Samaritan  Hospital. 

Edward  .John  Angle;  dermatologist. 

Benjamin  F.  Bailey,  Lincoln;  general  practitioner. 

Miles  J.  Breuer,  Lincoln;  pathologist  and  member 
of  attending  staff,  Bryan  Memorial  Hospital. 

Earl  B.  Brooks,  Lincoln;  member,  attending  staff. 
Eye,  Ear,  Nose  and  Throat  department,  St.  Elizabeth’s 
and  Bryan  Memorial  Hospitals. 

W.  O.  Colburn,  Lincoln;  member  of  staff,  Lincoln 
Children’s  Clinic. 

George  W.  Covey,  Lincoln;  chief  of  staff,  Lincoln 
General  Hospital;  President,  Nebraska  State  Medical 
.Association. 

C.  Emerson,  I.incoln;  general  practitioner  and  sur- 
geon. 

Czar  .Johnson,  Lincoln;  lecturer,  industrial  surgery. 
Medical  Department,  Creighton  University. 

H.  J.  Lehnhoff,  Lincoln;  secretary,  Nebraska  Board 
of  Medical  Examiners. 

H.  Winnett  Orr,  Lincoln;  member.  Medical  Advisory 
Committee  associated  with  the  American  Foundation. 

Edward  W.  Rowe,  Lincoln;  radiologist. 

Benjamin  F.  Williams,  Lincoln;  neurologist  and 
psychiatrist. 

James  M.  Woodward,  Lincoln;  eye,  ear,  nose  and 
throat  staff,  Lincoln  General  and  Bryan  Memorial 
Hospitals. 

Francis  A.  Long,  Madison;  Editor,  Nebraska  State 
Medical  .Journal. 

James  Medford  Willis,  McCook;  surgeon,  St.  Cath- 
erine’s Hospital. 

H.  S.  .Andrews,  Minden;  surgeon,  Seeley  Hospital. 

Alfred  Brown,  Omaha;  treasurer,  AVestern  Surgical 
.Association;  member.  Medical  Advisory  Committee 
associated  with  the  American  Foundation. 

P’loyd  Clarke,  Omaha;  pediatrician. 

G.  W.  Dishong,  Omaha;  ijrofessor  of  nervous  and 
mental  diseases,  Creighton  University  School  of  Med- 
icine. 

John  W.  Duncan,  Omaha;  chief  of  staff  and  chief 
surgeon,  Douglas  County  Hospital. 

Harold  E.  Eggers,  Omaha;  chairman  of  depart- 
ment, and  professor  of  pathology  and  bacteriology. 
University  of  Nebraska  College  of  Medicine. 

Max  Emmert,  Omaha;  surgeon.  Evangelical  Cove- 
nant Hospital. 

Roy  W.  Fonts,  Omaha;  radiologist. 

H.  F.  Gerald,  Omaha;  professor  of  pharmacology 
and  physiology  and  head  of  the  department,  Creighton 
University  School  of  Medicine. 

Lynn  T.  Hall,  Omaha;  associate  professor  of  medi- 
cine, University  of  Nebraska  College  of  Medicine. 

.John  Jay  Keegan,  Omaha;  professor  of  neurosur- 
gery and  neuropathology.  University  of  Nebraska  Col- 
lege of  Medicine. 

Louis  E.  Moon,  Omaha;  proctologist  to  ,John  A. 
Creighton  Memorial,  Immanuel,  Nebraska  Methodist 
Episcopal,  Douglas  County  and  St.  Catherine’s  Hos- 
pitals. 

R.  Allyn  Moser,  Omaha;  assistant  professor  of 
medicine.  University  of  Nebraska  College  of  Medicine. 

Charles  W.  McCorkle  Poynter,  Omaha;  Dean,  and 
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professor  of  anatomy,  University  of  Nebraska  College 
of  Medicine;  member,  Executive  Council  of  Associa- 
tion of  American  Medical  Colleges;  member  of  Medi- 
cal Advisory  Committee  associated  with  the  American 
foundation. 

C.  A.  Roeder,  Omaha;  surgeon.  Bishop  Clarkson 
Memorial,  University  of  Nebraska,  and  Swedish  Im- 
manuel Hospitals. 

Adolph  Sachs,  Omaha;  past  president,  Nebraska 
State  Medical  Association;  governor,  American  Col- 
lege of  Physicians. 

Earl  C.  Sage,  Omaha;  profe.ssor  of  obstetrics  and 
gynecology;  chairman  of  the  Department;  University 
of  Nebraska  College  of  Medicine. 

William  L.  Shearer,  Omaha;  professor  of  surgery 
and  head  of  department  of  oral  and  plastic  surgery; 
University  of  Nebraska  College  of  Medicine. 

C.  Edward  Thompson,  Omaha;  instructor  in  medi- 
cine (symptomology).  University  of  Nebraska  College 
of  Medicine. 

Warren  Thompson,  Omaha;  assistant  professor  in 
medicine.  University  of  Nebraska  College  of  Medi- 
cine. 

J.  J.  Warta.  Omaha;  professor  of  ophthalmology, 
Creighton  University  School  of  Medicine. 

W.  P.  Wherry,  Omaha;  secretary-treasurer,  Ameri- 
can Board  of  Otolaryngologj’;  executive  secretary, 
American  Academy  of  Ophthalmology  and  Otolaryn- 
gology. 

N.  H.  Rasmussen,  Scottsbluff;  general  practitioner 
and  surgeon. 

Alfred  J.  Benesh,  Spalding;  medical  officer  in  a 
CCC  Camp. 

The  comprehensiveness  and  lack  of  prejudice 
of  the  report  has  been  commented  upon  by  all 
medical  writers  so  far.  As  a basis  for  further 
study  of  the  problem  of  American  medicine  the 
Survey  of  the  American  Foundation  is  outstand- 
ing. 

An  abstract  of  the  survey  on  medical  educa- 
tion follows : 

MEDICAL  EDUCATION 

Surprise  has  been  expressed  at  the  tremendous  em- 
phasis that  falls  on  medical  education  in  this  report. 
A number  of  doctors,  however,  wrote  that  so  long  as, 
in  their  judgment,  so  much  remains  to  be  done  by 
way  of  improving  medical  care  and  the  personnel 
of  the  medical  profession,  they  consider  discussion  of 
costs  and  distribution  only  superficial.  Leading  edu- 
cators and  many  medical  men  outside  the  teaching  in- 
stitutions express  the  view,  indeed,  that  medical  edu- 
cation is  really  the  key  to  the  solution  of  the  problem 
of  better  medical  care  for  more  people. 

The  notable  improvement  in  medical  education  dur- 
ing the  past  twenty-five  years  is  duly  recognized  but 
the  point  is  made  that  standards  should  be  further 
raised,  and,  many  feel,  substandard  schools  dosed 
by  law. 

Since  the  quality  of  the  medical  man  himself  is, 
many  insist,  the  determining  factor  in  the  quality  of 
medical  care,  ways  and  means  must  be  found  for  get- 
ting the  best  men  to  enter  medicine — and  for  reject- 
ing men  not  really  qualified  in  all  ways  for  the  ex- 
acting requirements  of  a profession  that  is  both  a 
scientific  calling  and  a public  service.  The  personnel 
of  the  profession  will  not  be  what  it  should  be  so 
long  as  some  medical  schools  accept  students  of 
doubtful  qualification  because  their  tuition  fees  are 
needed. 

In  discussing  what  kind  of  training  makes  the  best 
doctor,  there  is  lively  discussion  of  whether  the  em- 
phasis in  pre-medical  training  should  be  on  the  hu- 
manities or  on  science;  some  take  the  line  that  the 
pre-medical  course  should  not  have  any  stated  con- 


tent, and  some  believe  its  character  and  emphasis 
should  vary  according  to  the  type  of  the  individual 
and  the  character  of  his  earlier  education. 

As  to  the  medical  course  itself,  a question  of  major 
interest  is  whether  the  present  tradition  in  medical 
education  tends  to  over-stress  laboratory  technique 
and  thus  to  produce  the  super-scientist  rather  than 
the  clinician.  Does  medical  education  tend  to  neg- 
lect the  training  of  the  general  practitioner?  Some 
of  those  that  discuss  this  question  feel  that  while 
the  old  type  of  family  doctor  may  be  passing,  a new 
and  differently  trained  general  practitioner  will  be 
the  key  man  in  the  medicine  of  the  future,  and  that 
the  medical  schools  will  have  to  take  this  into  ac- 
count. 

In  the  discussion  of  the  medical  curriculum  there  is 
a good  deal  of  reference  to  the  need  of  better  training 
in  obstetrics,  which  is  so  often  the  core  of  general 
practice;  the  situation  in  obstetrical  practice  and 
training,  taking  the  country  as  a whole,  is  regarded 
as  far  from  satisfactory. 

There  is  somewhat  extended  discussion,  pro  and 
con,  on  the  need  of  giving  psychiatry  a much  larger 
place  in  the  curriculum,  and  an  animated  difference 
of  opinion  as  to  whether  more  psychiatry  in  the  medi- 
cal course  would  or  would  not  make  the  doctor  able 
to  deal  more  satisfactorily  with  the  human  entity 
rather  than  with  a disease. 

Whether  the  best  teaching  in  medical  schools  is 
done  by  full  time  teachers  or  by  “famous  specialists” 
in  practice  also  strikes  fire.  There  is  some  sincere 
reflection  on  the  type  of  teaching  that  habitually 
stresses  the  rare  and  unusual  case,  without  reference 
to  the  fact  that  the  common  ailments  will  probably 
constitute  most  of  the  young  graduate’s  practice. 

The  need  of  postgraduate  training  as  a means  of 
maintaining  the  competence  of  practitioners  is  dis- 
cussed, with  varying  degrees  of  faith  in  brief  “brush 
up”  courses,  but  with  general  conviction  that  ways 
must  be  developed  to  make  it  possible  for  men  who 
are  not  in  regular  touch  with  medical  centres  and  who 
have  limited  opportunities  for  clinical  observation 
to  keep  in  touch  with  important  developments  in 
diagnosis  and  treatment. 

The  medical  schools  are  presented  as  a logical  cen- 
tre of  research. 

The  section  on  medical  education  concludes  with  a 
discussion  of  the  present  state  licensing  laws.  The 
desirability  of  higher  and  uniform  standards  for  li- 
censure is  sent  forth  with  a good  deal  of  conviction. 
The  present  licensing  provisions  are  rather  generally 
characterized  as  too  uneven  and  too  broad.  One  gioup 
would  recommend  federal  licensure — if  constitutional 
obstacles  could  be  surmounted.  One  group  would  have 
provisional  licensure,  making  it  necessary  for  practi- 
tioners to  take  re-examinations  or  otherwise  demon- 
strate every  five  years  or  so  that  they  have  developed 
their  ability  and  are  competent  in  the  practice  of  a 
rapidly  developing  science. 

There  is  discussion  of  the  practicability  and  value 
of  having  in  every  state  a “basic  science  law"  which 
would  at  least  require  every  kind  of  practitioner  of 
the  healing  art,  whatever  his  cult,  to  demonstrate  a 
certain  amount  of  knowledge  of  the  human  body  be- 
fore pei'mitting  him  to  practice  his  particular  brand  of 
therapy. 


Husband — “Fve  insured  my  life  for  $15,000, 
so  that  if  anything  happens  to  me  you  will  be 
provided  for.” 

Wife — “How  nice  and  thoughtful.  Now  you 
won't  have  to  see  a doctor  every  time  you  feel 
sick,  will  3'ou  ?” 
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The  Fall  Clinical  Conference  of  Kansas  City 
will  be  held  October  4-7.  inclnsive. 

Dr.  H.  J.  Lehnhoff,  Lincoln,  is  now  president- 
elect of  the  Federation  of  State  Medical  Exam- 
ining Boards. 

It  appears  that  a clinical  study  of  the  apple 
diet  proved  it  no  more  effective  than  protein  milk 
in  the  treatment  of  infantile  diarrhoea. 

Pronto-sil  seems  to  be  the  accepted  pronuncia- 
tion of  the  newer  remedy  for  streptococus  infec- 
tion of  the  blood  stream ; not  prontos-il. 

Every  one  must  have  taken  note  of  the  boom 
crop  of  twins  born  during  the  past  year — and 
how  do  you  account  for  the  phenomonon  ? 

An  almost  unbelievable  number,  ")!(),  regis- 
tered at  the  annual  meeting  in  Alay  in  Omaha. 
This  number  is  more  than  half  of  the  paid-up 
membership  at  that  time. 

“A  noble  thought,  ignobly  expressed”  as  a 
member  said  of  the  reply  of  the  receiving  coun- 
cilor on  presentation  of  the  Oliver  Wendell 
Holmes  Memorial  Trophy. 

Portland,  Oregon,  physicians  are  interested  in 
the  case  of  a thirteen  months  old  child  carrying 
a teratoma.  Teratoma  are  very  rare  and  the  case 
mentioned  seems  to  be  most  unusual. 

Chicago  & Northwestern  Railway  Company 
and  the  Chicago,  St.  Paul,  Minneapolis  and  Oma- 
ha Railway  have  announced  the  following  ap- 
pointments at  Omaha ; Dr.  Alfred  J.  Brown,  Di- 
vision Surgeon ; Dr.  W.  H.  Stokes,  Eye,  Ear, 
Nose,  Throat;  Dr.  A.  E.  Bennett,  Neurologist; 
Dr.  R.  R.  Best,  Associate  Surgeon ; Dr.  E.  E. 
Simmons,  Local  Surgeon. 

Carbon  Di-oxide  snow  or  dry  ice  is  blamed 
for  possible  serious,  even  dangerous  traumatism 
in  young  children  who  are  wont  to  follow  the  ice 
wagon  for  scraps  of  dry  ice  as  well  as  scraps  of 
ordinary  ice.  A case  is  cited  by  the  International 
Medical  Digest,  in  which  a tracheotomy  was  re- 
quired to  relieve  impending  death  from  laryngeal 
edema  produced  by  swallowing  dry  ice. 

"The  venereal  disease  program  is  full  of  com- 
pulsory medical  service  d}'namite.  The  program 
can  become  popular  propaganda  and  if  unre- 
strained medicine  will  have  to  surrender.  On  the 
other  hand  if  medicine  will  assume  command  it 
c^n  designate  the  method  of  applying  the  means 
for  treatment  provided  by  the  government.  If 
it  does  not  it  must  accept  the  method  as  well  as 
the  means  proposed  by  the  government  or  be 
charged  with  obstruction.  It  is  never  good  strat- 
egy to  be  put  on  the  defense.” 


A valued  friend  suggests  that : A compulsory 
method  of  medical  service  has  been  slowly  but 
surely  supplanting  voluntary  medical  service  and 
has  been  aided  and  abetted  by  organized  medi- 
cine. The  standardization  of  hospitals  was  said 
to  be  a program  of  what  "was  best”  for  the  pa- 
tient but  soon  what  “was  best”  for  doctors  was 
also  assumed.  Workmen's  Compensation  Laws 
were  enacted  on  a basis  of  what  “was  best”  for 
employees  and  employers.  But  soon,  aided  by 
medicine  the  administrators  of  these  laws  assumed 
what  was  also  “best”  for  doctors. 

We  rejoice  with  the  Auxiliary  ladies  of  the 
state  in  the  election  of  IMrs.  C.  C.  Tomlinson. 
Omaha,  as  President-Elect  of  the  National  Aux- 
iliary. Airs.  Tomlinson  has  been  active  in  Aux- 
iliary work  in  Nebraska,  having  been  president 
of  the  Omaha-Douglas  County  and  Nebraska 
State  Auxiliaries  as  well  as  Secretary  of  the  Na- 
tional Auxiliary.  Two  other  medical  women  of 
Nebraska  have  been  honored  by  the  National  Aux- 
iliary— Airs.  A.  F.  Jonas,  Omaha,  and  the  late 
Airs.  F.  A.  Long,  Madison,  both  of  whom  have 
been  \dce  Presidents  of  the  national  organiza- 
tion. 

The  following  is  self  explanatory:  RE- 

SOLVED, That  it  is  the  sense  of  the  Joint  Com- 
mittee on  Health  Problems  in  Education  of  the 
National  Education  Association  and  the  Ameri- 
can Aledical  Association,  in  meeting  assembled 
at  New  Orleans,  February  23,  1937,  that  the  safe- 
ty of  the  eyes  of  school  children,  the  adequate 
diagnosis  of  disease  and  the  correct  fitting  of 
glasses  require  examination  of  children’s  eyes 
(beyond  rough  visual  tests  performed  by  teach- 
ers or  nurses)  by  a licensed  doctor  of  medicine 
and,  upon  his  recommendation,  by  a medical  spe- 
cialist in  diseases  of  the  eye,  properly  known  as 
an  oculist  or  ophthalmologist. 


OBITUARIES 

John  Thomson,  Syracuse.  Neb.;  Medical  Faculty  of 
Trinity  University,  Toronto.  1902;  practitioner  suc- 
cessively at  Burr,  Cook,  Blue  Hill  and  Syracuse;  ac- 
tive at  the  latter  place  from  1909  until  ill  health 
compelled  retirement  about  a year  ago;  former  mem- 
ber, Nebraska  State  Medical  Association;  died  May 
24,  1937,  after  a long  illness,  aged  about  sixty-six 
years. 

A widow,  two  daughters  and  two  sons  survive. 

Clinton  Q.  Dodd,  Santa  Monica,  Calif.;  Nebraska 
University  College  of  Medicine,  1910;  practitioner  at 
Weston  for  some  years  before  moving  to  California 
last  fall;  former  member,  Nebi'aska  State  Medical  As- 
sociation; died  about  .lune  1,  1937,  aged  about  forty- 
eight  years. 

A widow,  daughter  and  son  survive. 

Frank  S.  Furman,  Lincoln.  Nebr.;  native  of  New 
Germantown.  N.  Y.;  University  of  Nebraska  Colle.ge 
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of  ^Medicine,  1930;  Lincoln  obstetrician;  formerly  a 
teacber,  football  coach,  and  minister;  past  president 
of  the  Havelock  Lions  club  and  of  the  Cooperative 
club  of  Lincoln;  on  the  staff  of  Bryan  Memorial 
hospital;  an  all-around  and  likable  g-ood  fellow;  died 
June  7,  1937,  as  a result  of  an  infection  of  an  arm, 
aged  thirtj'-seven  years. 


INST.ALLATION  OF  PRESIDENT  OF  THE 
NEBRASKA  STATE  MEDICAL 
ASSOCIATION, 

MAY  11,  1937 

DR.  CLAUDE  SELBY  (North  Platte):  Gentle- 
men: This  procedure — the  installation  of  the  Presi- 
dent of  this  Association — is  an  annual  event.  It  is  a 
very  great  pleasure  to  me  to  remind  you  that  your 
President,  Dr.  George  Covey,  has  rendered  a very 
signal  service  to  this  Association  and  to  the  medical 
profession  at  large.  His  efforts  have  been  many  and 
constant.  They  have  been  well  received.  He  has  in- 
stituted many  innovations.  He  has  had  a consider- 
able amount  of  trouble  in  obtaining  the  budgets  for 
which  he  is  striving,  but  he  has  done  all  of  this  suc- 
cessfully. So,  as  I said  in  the  beginning,  it  is  indeed 
a great  pleasure  to  me  as  retiring  past  President  to 
introduce  to  you  your  President,  Dr.  George  Covey, 
who  will  preside.  (Applause). 

DR.  GEORGE  COVEY  (Lincoln):  The  ‘‘doctor-pa- 
tient relationship”  is  a phrase  older  than  you  and  I. 
It  is  heard  with  increasing  frequency  as  that  rela- 
tionship is  encroached  upon  by  the  so-called  ‘‘new 
order”  of  things. 

This  conception  is  laden  with  meaning  for  those 
of  us  who  have  chosen  to  practice  the  healing  art.  To 
destroy  that  relationship  means  to  change  our  whole 
concept  of  practice.  It  undoubtedly  means  a halt  or 
a long  pause  in  the  onward  march  of  medical  science. 
It  means  everything  we  hope  to  keep  intact  for  our- 
selves and  those  who  come  after  us,  both  as  physi- 
cians and  as  patients. 

This  relationship  implies  not  only  privilege  both 
from  the  standpoint  of  the  patient  and  of  the  doctor, 
but  as  always,  where  there  is  privilege,  there  is  re- 
sponsibility. It  is  this  point  I wish  to  stress — respon- 
sibility. This  quality  has  been  well  fulfilled  as  re- 
gards the  individual  patient  and  his  doctor.  On  the 
other  hand,  doctors,  as  a group,  have  failed  to  feel 
their  responsibility  for  the  public  health  as  a whole. 
We  have  not  considered  well  the  fact  that  anything 
affecting  the  health  of  a community  or  a nation  is 
the  problem  of  the  medical  profession  as  a whole,  and 
that  each  of  us  owes  a part  of  himself  and  his  time 
and  energy  to  the  public  health. 

In  the  past  year  I have  seen  a stronger  trend  in  the 
profession  of  our  state  toward  recognizing  and  ac- 
cepting this  responsibility.  It  is  well  that  this  is 
happening.  Had  it  happened  early  enough,  we  need 
have  had  no  fear  of  state  medicine.  Perhaps  there 
has  been  too  great  a period  of  “lag”  on  our  part.  At 
any  rate,  our  profession  is  now  living  through  a 
revolutionary  period. 

The  policies  guiding  our  Association  at  this  time 
need  wisdom  in  their  conception,  and  courageous 
strength  in  their  prosecution.  To  you,  as  the  incom- 
ing I’resident,  comes  no  inconsiderable  honor  in  being 
thus  chosen.  There  will  come  a large  measure  of 
pleasures  as  you  feel  the  opportunity  in  your  hands 
to  be  useful  to  his  great  Association  of  Physicians. 
But  most  of  all,  you  will  feel  the  burden  of  responsi- 
bility that  comes  with  the  honor  and  pleasure — the 
responsibility  of  conceiving  and  carrying  out  the  best 
policy  for  your  profession  at  this  time. 

It  is  one  of  my  pleasures  to  pass  on  to  such  compe- 
tent hands  as  yours  the  presidency  of  the  Nebraska 
l^tate  Medical  Association.  As  a token  of  my  esteem. 


Roy,  and  as  a reminder  to  you  of  the  honor,  the 
pleasure,  and  the  responsibility  of  your  position,  I 
give  you  this  gavel  to  use,  and  then  to  keep. 

Ladies  and  gentlemen  of  the  Nebraska  State  Medi- 
cal Association,  it  is  a pleasure  to  introduce  to  you 
your  President,  Dr.  Roy  Fouts.  Permit  me  to  con- 
gratulate you,  Mr.  President.  (Applause,  audience 
rising). 

(The  president  then  delivered  his  address,  which 
appeared  in  the  June  Nebraska  State  Medical  Jour- 
nal.— Editor). 

PRESENTATION  OF  OLIVER  WENDELL 
HOLMES  TROPHY 

J.  R.  REINBERGER,  M.  D.  (Memphis,  Tenn.):  I 
have  been  called  upon  to  perform  a pleasant  task.  On 
the  surface,  it  looks  like  another  effort  to  stimulate 
an  interest  in  medical  societies  in  the  reduction  of 
maternal  mortality.  It  seems  that  you  have  been 
conducting  this  presentation  of  a Cup  for  the  Coun- 
cilor District  having  the  lowest  mortality  throughout 
your  state  each  year.  The  figures  for  last  year  for 
Nebraska  are  23,000  deliveries,  and  the  maternal 
deaths  showed  an  average  of  5.6  per  thousand.  I un- 
derstand that  you  sent  a questionnaire,  and  from  this 
questionnaire  obtained  the  true  status  of  the  situa- 
tion. Instead  of  having  5.6  average  per  thousand, 
you  have  an  average  of  3.7  per  thousand — quite  a con- 
siderable drop  in  the  mortality  rate. 

You  also  have  figures  as  to  the  cause  of  these 
deaths.  Puerperal  sepsis  stands  out  with  49  deaths. 
You  have  not  been  able  to  do  much  about  that.  The 
number  of  abortions  stands  at  32.  The  toxemias  of 
pregnancy  stand  as  one  of  the  leading  causes  of 
death,  which  can  be  eliminated  by  prenatal  care. 
Cesarean  section  accounted  for  20  deaths  out  of  134 
deaths.  I think  that  is  a little  high.  The  rest  of  the 
causes  are  divided  into  non-obstetric  causes,  mostly 
medical  causes.  Whether  a patient  has  died  a true 
obstetrical  death  or  a medical  death,  a complete  his- 
tory of  the  patient’s  general  condition  when  seen  is 
absolutely  imperative.  We  know  general  medical 
causes  are  a public  menace,  as  well  as  in  cases  of 
death  from  obstetrical  causes. 

I think  the  recognition  of  low  mortality  by  the 
presentation  of  this  Trophy  is  an  excellent  thing.  I 
should  be  proud  to  receive  this  Cup  for  having  the 
lowest  number  of  deaths.  Dr.  Way,  from  the  Sixth 
Councilor  District,  received  this  Cup  last  year,  and 
Dr.  Conrad,  representing  the  Seventh  Councilor  Dis- 
trict, has  five  deaths  in  1,142  cases.  I do  not  know 
his  section  of  the  State. 

I deem  it  an  honor  to  have  a part  in  any  interesting 
approach  to  the  problem.  It  gives  me  great  pleasure. 
Dr.  Conrad,  to  give  you  the  Cup  for  the  coming  year. 
(Applause). 

DR.  A.  A.  CONRAD,  Councilor,  Seventh  District 
(Crete):  We  appreciate  the  honor  of  receiving  this 
Cup,  and  especially  of  having  Dr.  Reinberger  present 
it.  I do  not  know  what  Fate  was  hanging  over  us 
to  give  us  this  low  mortality.  When  I was  notified 
we  were  to  receive  the  Cup,  all  I could  think  of  was. 
‘Til  be  d d!” 

DR.  CH.\RLES  W.\Y  (Wahoo):  We  from  the  Sixth 
District  had  possession  of  the  Cup  last  year.  For  the 
information  of  the  Seventh  District,  who  by  good 
work  has  received  it,  I want  to  say  we  profited  in- 
directly by  possession  of  the  Cup,  and  made  the  most 
of  its  possession  by  passing  it  from  town  to  town  over 
the  District.  It  also  was  displayed  in  the  window  of  a 
wholesale  company  in  Lincoln,  and  was  displayed  at 
the  State  Fair.  It  received  a lot  of  publicity  and  much 
favorable  comment.  The  local  papers  were  anxious 
to  know  its  history,  and  several  splendid  write-ups 
and  tributes  to  the  medical  profession  were  given. 

I believe  that  is  the  proper  way  of  handling  this 


Volume  22 
Number  7 


SOME  SPECIAL  PRESENTATIOXS 


281 


Cup — to  pass  it  around  and  brag:  about  yourselves 
when  fortunate  enougrh  to  have  such  good  results  in 
your  obstetric  work. 

When  I looked  at  the  chart,  I found  District  Six 
had  fallen  from  grace  badly.  Dr.  Hoffman  and  his 
Committee  must  explain  our  bad  record  this  past 
year. 

I thank  you.  (Applause). 

* * * * * 

SOME  SPECIAL  PRESENTATIONS  AT 
THE  ANNUAL  MEETING,  OMAHA, 
MAY  12 

PRESENTATION  OF  TOKEN 

DK.  GEORGE  COVEY  (Lincoln);  Mr.  Chairman  and 
Members  of  the  Society;  You  will  recall,  no  doubt, 
in  the  past  few  months  our  Executive  Secretary  has 
been  carrying  on  a campaign  to  attempt  to  increase 
the  membership  of  our  Association.  He  provided  a 
Cup  for  that  district  which  was  able  to  make  the 
best  percentage  of  increase  up  to  a certain  time, 
which  I l>elieve  was  the  first  of  April.  A misnomer 
designates  this  as  the  '‘President's  Cup.”  He  means 
the  president  has  the  job  of  presenting  it. 

There  was  certainly  gain  made  by  this  campaign. 
Any  campaign  which  can  increase  our  membership  is 
highly  worth  while.  Obviously,  the  foundation  of  a 
good  medical  society  is  membership.  It  is  good  for 
the  society  to  have  every  eli.gible  man  in  the  State 
a member.  It  is  good  for  the  man  who  is  eligible  to 
be  a member.  It  is  too  bad  we  cannot  have  100  per 
cent  membership.  Now  we  have  eleven  counties  with 
100  per  cent  membership,  and  five  counties  that  have 
over  90  per  cent  membership  of  eligible  men.  We 
have  seventeen  counties  with  membership  of  over  80 
per  cent,  and  in  all,  sixty-four  counties  in  the  State 
with  a membership  of  over  60  per  cent. 

In  case  you  do  not  know  what  the  membership  runs 
over  the  country  at  large — in  most  cases  it  will  run 
not  over  65  per  cent  for  the  whole  medical  associa- 
tion. IMany  states  have  larger  membership.  Iowa  is 
one  of  those. 

In  seventy-eight  counties,  which  was  the  total  num- 
ber of  counties  in  which  we  could  get  final  statistics, 
we  have  a membership  that  averages  72.2  per  cent. 
We  have  three  districts  in  the  State,  out  of  ten  in 
which  we  got  recent  returns,  with  over  80  per  cent 
membership.  These  three  districts  are  District  No. 
11,  of  which  Dr.  O.  R.  Platt  is  Councilor,  with  86.8 
per  cent;  District  No.  5,  with  Dr.  Homer  Davis  as 
Councilor,  83.1  per  cent,  and  District  No.  3,  in  which 
Dr.  W.  R.  Boyer  is  Councilor,  with  80.2  per  cent.  There 
are  three  districts  with  over  70  per  cent,  and  three 
with  over  60  per  cent. 

I should  like  to  have  Dr.  Platt  come  forward.  In 
case  you  do  not  all  know  him,  this  is  the  Councilor  of 
District  No.  11.  Dr.  Platt,  it  is  a pleasure  for  me, 
on  behalf  of  our  Executive  Secretary  and  for  your 
District,  which  has  the  highest  percentage  of  member- 
ship of  any  in  the  State,  to  present  to  you  this  Cup. 
(Applause). 

DR.  O.  R.  PL.\TT  (North  Platte);  I thank  you. 

^ ^ 

DR.  COVEY;  We  have  a further  treat  before  the 
piesentation  of  the  last  paper. 

SOME  INTRODUCTIONS 

PRESIDENT  ROY  W.  FOUTS;  Members  of  the 
Nebraska  State  ^ledical  Association;  I do  not  know 
how  manj^  of  you  appreciate  the  fact  we  have  another 
quasi-medical  Association  in  the  State  that  has  been 
rendering  yeoman  service  for  the  past  few  years.  I 
refer  to  the  Auxiliary.  The  Woman’s  Auxiliary  to  the 
Nebraska  State  Medical  Association  has  perfected  a 
real  organization.  They  are  having  regular  annual 
meetings  and  district  meetings. 

It  gives  me  a great  deal  of  pleasure  at  this  time  to 


present  Mrs.  .1.  M.  Woodward,  the  past  president  of 
the  Auxiliary,  and  Mrs.  Earl  E.  Farnsworth,  of  Grand 
Island,  the  incoming  president.  (Applause,  and  calls 
for  speech.) 

MRS.  EARL  E.  FARNSWORTH  (Grand  Island);  I 
bring  you  greetings  from  the  Nebraska  State  Medical 
Auxiliary.  Daniel  Webster  has  said  an  auxiliary  is 
one  who  assists  and  helps.  It  is  our  aim  to  do  that 
very  thing  for  the  Nebraska  State  Medical  Associa- 
tion. 

I thank  you.  (Applause). 

DR.  MORRIS  NIEI..SEN  (Acting  Chairman);  I am 
sure  the  Auxiliary  is  a splendid  complement  to  the 
Nebraska  State  Medical  Association. 


.\UXILIARY  NEWS  NOTES 

The  -Auxiliary  to  the  .Nebraska  State  Medical  .As- 
sociation held  its  Twelfth  annual  meeting  at  the 
Paxton  Hotel,  Omaha,  Alay  11,  12  and  13. 

The  business  sessions  were  pre’sided  over  by  the 
president,  Mrs.  .lames  MacWoodward.  The  group 
was  made  up  of  representatives  from  nearly  every 
county  auxiliary  in  the  state,  and  a very  fine,  loyal 
spirit  prevailed  throughout  the  meeting.  The  prize 
for  membership,  a corsage,  was  presented  by  the 
president  to  Tri-County  of  Howard,  Hall  and  Mer- 
rick counties,  Mrs.  Brown,  the  president. 

Much  credit  is  due  the  ladies  of  Omaha  for  their 
generous  hospitality  and  untiring  efforts.  The  tea 
and  style  show  was  most  interesting  and  entertaining. 
The  luncheon,  beautiful  in  its  appointments,  will  long 
be  lemembered.  Dr.  Charles  Gordon  Heyd,  President 
of  the  American  Medical  .Association,  proved  a most 
thought  inspiring  speaker. 

The  social  activities  planned  for  Thursday  were 
cancelled  in  memory  of  IMrs.  F.  .A.  Long,  the  honorary 
director,  who  passed  from  this  life,  and  for  whom 
services  were  being  held  that  day.  The  organization 
expressed  its  sympathy  with  resolutions  and  flowers. 

The  following  were  elected  officers  for  the  com- 
ing year; 

.Airs.  E.  E.  Farnsworth,  Grand  Island,  President. 

Airs.  C.  AA'.  Pollard,  Omaha,  President-Elect. 

Airs.  .7.  E.  M.  Thomson,  I.incoln,  First  Vice-Presi- 
dent. 

Airs.  Lucien  Htark,  Norfolk,  Second  A"ice-President. 

Airs.  Elmer  Hansen,  I.incoln,  Treasurer. 

Airs.  S.  O.  Harris,  Chappel,  Director. 

Airs.  C.  D.  hleine.  Hooper,  Director. 

¥ « 4;  « « * 

April  5,  the  .Auxiliary  to  the  Lancaster  County  Aled- 
ical  Society  met  for  a one  o'clock  luncheon  at  the 
University  Club  in  Lincoln.  .About  fifty  women  were 
present  among  whom  were  the  guests,  representative 
women  from  the  health  departments  of  the  following: 
Y.  AA’.  C.  A.,  American  Legion,  .Junior  League,  Parent- 
Teacher  Asso':‘iation.  P.  AA’.  A.,  AA’oman's  Club,  Axis 
Club,  l^i'ofcssional  and  Business  women,  and  the 
Home  Economics  Department  of  the  University.  Dr. 
.1.  AA’arren  Bell  was  the  speaker.  This  proved  a most 
interesting  and  beneficial  way  for  the  .Auxiliary  to 
become  acquainted  with  many  different  Health  De- 
partments of  women's  organizations  of  the  city  and 
for  these  groups  to  know  us  as  doctors’  wives  and 
realize  what  we  are  trying  to  do. 

The  following  officers  were  elected  for  the  coming 
year: 

Airs.  .Allen  Campbell,  Piesident. 

Airs.  Elmer  Hansen,  President-Elect. 

Airs.  Earl  Brooks,  Treasurer. 

Airs.  .1.  Alarshall  .'s'eeley  was  appointed  recording 
secretary. 

— Airs.  E.  AA’egner. 
»»*♦»* 

The  AA’omen's  Auxiliary  of  the  Omaha- Douglas 
County  Aledical  Society  has  been  actively  cooperat- 
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inf?  with  tlie  I olio-myelitis  committee  in  providing' 
funds  and  assi.sting  in  procuring  donors  for  the  con- 
valescent serum  mentioned  elsewhere  in  this  issue. 


IdIXUTES  OF  ANXL'.AL  .MEETING  OF  .NEBR.\SK.\ 
TUBEKCn.OSIS  -A.ySOClATIOX  HELD  AT 
O.MAHA  CLUB,  O.MAHA,  IlLAY  10,  1937 

The  annual  meeting  of  the  Nebraska  Tuberculosis 
Association  was  held  in  Omaha  May  10th,  1937,  in 
con,iunction  with  the  State  Medical  Association  an- 
nual meeting. 

Directors  present:  Dr.  .John  F.  .Alien,  Dr.  .7.  Harry 
Alurphy,  Dr.  E.  \V.  Hancock.  Dr.  .Toseph  AVeinberg, 
Dr.  .A.  \V.  .Anderson,  Dr.  George  Covey,  Mrs.  R.  Kula- 
kofsky,  Mrs.  Leonard  Hurtz,  Dr.  L.  T.  Sidwell,  PTed 
W.  Conrey,  f'lark  Haas,  Airs.  H.  C.  Sumney,  Dr.  A. 
D.  Cloyd,  Airs.  H.  \V.  Benson,  Dr.  Alax  Fleishman, 
.1.  L.  Haugh,  Dr.  .1.  F.  AIcRae,  Dr.  AV.  T.  Spencer. 

The  afternoon  meeting  opened  at  2 p.  m.  Airs. 
W.  F.  Hird.  Seal  Sale  Chairman  of  Lincoln  and  Lan- 
caster County  Tuberculosis  .Association,  Lincoln,  pre- 
siding. Greetings  were  extended  by  Dr.  .John  P'.  .Allen, 
I’resident  of  the  .Asso  i ition.  Rciiort  of  the  193(! 
Sealsale  was  made  liy  Aliss  Alarshell.  Airs.  AI.  D. 
.lastrum,  P'remont.  made  report  on  their  experiment 
of  increasing  their  mailsale  list.  Aliss  Lovina  Zim- 
merman, County  Superintendent  of  .Nemaha  County, 
explained  how  she  increased  her  rural  mailsale.  Airs, 
.lack  Bramson.  Health  Chairman  of  Omaha  Parent- 
Teacher  Association,  gave  full  details  on  the  Bangle 
Day  in  Omaha  of  which  she  served  as  Chairman.  Airs. 
Kittee  Cosandicr,  Plxccutive  Secretary  of  Lincoln  and 
Lancaster  County  Tuberculosis  .Association,  reported 
on  the  successful  Sealsale  Alovie  put  on  in  Idncoln. 
Aliss  Grayce  Simpson  explained  the  follow-up  method 
used  in  Omaha  on  the  sealsale  and  the  results  ob- 
tained. At  4 I),  m.  the  films  ‘'Contacts”  and  ‘‘Behind 
the  Shadows"  were  shown.  Twelve  counties  were 
reyre'^ented  at  this  meetin.g. 

The  dinner  meeting  was  attended  by  88  guests  and 
V as  presided  o\'er  by  Dr.  Allen.  The  progi'am  was  a 
comprehensive  review  of  the  tuberculosis  survey  being 
conducted  in  the  state  under  the  direction  of  the 
Board  of  Control,  the  State  Aledical  Association,  the 
State  Health  Department,  the  State  Planning  Board 
and  the  Nebraska  Tuberculosis  Association.  Dr. 
George  Covey  of  I.,incoln,  I’resident  of  the  Nebraska 
State  Aledical  .Association,  reported  on  preliminary 
results  of  the  state  tuberculosis  survey.  The  tubercu- 
losis movie  "Contacts”  which  is  being  used  through- 
out the  state,  was  shown.  Dr.  R.  E.  Harry  of  York 
reported  on  the  survey  in  A'ork  County,  this  being 
the  first  county  selected  for  intensive  work.  Dr.  .1. 
Harry  Alurphy  explained  the  survey  work  in  Omaha, 
and  gave  statistical  results  gatheied  from  over  9,000 
children  under  15  years  of  age  over  a period  of  15 
years. 

It  was  reported  that  a $15,000  appropriation  for 
carrying  on  the  state  survey  has  been  recommended 
by  the  .Appropriation  Committee  of  the  .^tate  Legis- 
lature. 

The  following  Directors  were  reelected  for  a period 
of  three  years:  Dr.  .John  F.  .Allen.  Omaha;  C.  .1. 
Claassen.  Omaha;  Fred  Conrey,  Omaha;  Dr.  A.  D. 
Cloyd.  Omaha;  Hon.  Harry  Coffee,  Chadron;  .1.  E. 
Davidson,  Omaha;  Airs.  R.  Kulakofsky.  Omaha;  AA'.  F. 
Cozad.  Omaha;  F.  D.  Throop,  Lincoln;  Fred  Pearce, 
Omaha;  Airs.  Alarian  AA'ebster,  A'alley;  Gene  Huse, 
Norfolk;  Allen  Hupp,  Omaha;  Airs.  Leonard  Hurtz, 
Omahii;  Dr.  Roy  A\'.  Fouts  (President-elect  of  .Ne- 
braska State  Aledical  Association  who  elect  annually). 

The  following  new  Directors  were  elected  for  a 
period  of  three  years;  Airs.  Harry  Aleyers,  Scotts- 
bluff;  Dr.  .John  F.  Gardiner.  Omaha;  Herliert  L. 
Cushing,  Kearney. 


DIRECTORS’  AIEETING 

.A  meeting  of  the  Board  of  Director.s  v.  as  held  im- 
mediately following  the  above  meeting. 

Upon  motion  made  and  carried,  reading  of  min'utes 
of  the  preceding  Directors'  meeting  was  dispensed 
with.  'The  following  officers  and  E,xecuti\e  Com- 
mittee members  were  elected  for  a period  of  one  yeir: 
Dr.  .John  F.  Allen,  I’resident;  Fred  AA’.  Conrey,  First 
A’ice-President;  Dr.  J.  Harry  Alurphy,  Second  A’ice- 
President;  Clark  S,  Haas,  Secretary;  C.  .1.  CT  assen, 
Treasurer;  Dr.  E.  AA'.  Hancock;  All's.  H.  (.'.  Sumney; 
Dr.  E.  T.  Alanning;  A’incent  C.  Hascall;  Dr.  .Joseph 
AA’einberg;  Airs.  Raymond  Hanna,  ,Iunior  League  rep- 
restantive;  Alice  Alarshell.  Executive  -Secretary. 

Aliss  Alarshell  was  authorized  to  attend  the  annual 
meeting  of  the  National  Tuberculosis  .Association  to 
be  held  in  Alilw.iukee  Alay  31st. 

There  being  no  further  business,  the  meeting  ad- 
journed. 

I lespectfully  submitted, 

Clark  S.  Haas,  Secretary. 


T LT. I-: RC L'L(  )S IS  .\  I ! STR.\CTS 

TUBERCULI.N  TE.<T1NG  AATTH  P.  P.  D. 

During  the  two-year  period  following  .lune,  1931, 
the  .National  Tuberculosis  .Association  offered  P.  P.  D. 
for  sale  at  a reduced  price  for  group  testing  with  the 
understanding  that  I'Ciiorts  would  be  returned  for  sta- 
tistical analysis.  By  this  means,  data  were  obtained 
for  85.709  first-  and  second-strength  tests  among  50,- 
088  individuals  in  thirty  states  and  the  District  of 
Columbia  and  the  .grouji  tests  were  summarized  with 
the  result  that  the  individual  differences  of  single 
groups  were  minimized.  The  percentage  of  positive 
reactors  among  the  50,088  persons  tested  with  first- 
and  second -strength  I’.  P.  D.  was  found  to  be  30.4. 
However,  a more  representative  index  of  tulierculous 
infection  in  the  United  States  was  approached  by 
adjusting  the  infection  rates  for  age,  color,  nativity 
and  parenta.ge  according  to  the  distribution  of  the 
liopulation  in  the  United  States  at  the  time  of  the 
last  census  in  1930.  In  this  way,  added  importance 
was  given  to  the  high  infection  rates  found  among 
the  adults  and  persons  of  foieign  extraction  in  the 
groups  tested,  and  the  percentage  of  positive  reactors 
was  increased  to  47.0  per  cent. 

Of  the  50,688  persons  included  in  this  survey,  3,071 
were  tested  with  second-strength  tuberculin  only. 
The  remaining  53,617  persons  were  tested  with  first- 
strength  tuberculin  and  only  29,021,  or  75  per  cent  of 
the  38,829  negative  reactors,  were  retested  with  sec- 
ond-strength tuberculin.  Positive  reactions  resulted 
from  27.6  per  cent  of  the  first-strength  tests  and  16.9 
per  cent  of  the  second-strength  tests  that  followed 
negative  reactions  to  first-strength  tuberculin.  How- 
ever. there  were  9,808  negative  reactors  to  first- 
streng-th  tuberculin  who  failed  to  receive  second  in- 
jections of  second-strength  tuherculin.  Assuming 
that  these  would  have  shown  positive  reactions  to 
second -strength  tuberculin  in  the  same  proportion  as 
those  who  did  receive  second-strength  tests,  there 
are  at  least  1.500  undiscovered  positive  reactors  be- 
cause of  the  failure  to  complete  tests  with  second- 
strength  tuberculin. 

Type  <)f  group:  Alore  than  18  per  cent  of  those 
tested  with  P.  P.  D.  were  high-school  students,  17  i>er 
cent  were  college  students;  12  per  cent  were  ele- 
mentary school  pupils;  and  13  per  cent  came  from 
clinics.  .Another  13  per  cent  were  Indians,  and  less 
tlvin  1 per  cent  were  teachers,  nurses,  and  doctors. 
The  remaining  27  per  cent  came  from  miscellaneous 
or  unclassified  groups.  Excluding  the  Indians  re- 
ported, the  highest  infection  rate  was  found  among 
the  7,106  persons  tested  in  clinic  groups,  with  53.2 
per  cent  showing  positive  reactions  to  either  first- 
or  second-strength  P.  P.  D.  The  lowest  percentage 
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of  positive  reactors,  18.5,  was  found  among  the  6,622 
elementary  school  children  in  the  groups  tested. 

Geographic  areas;  With  the  exception  of  the  resort 
area,  the  states  along  the  Eastern  coast  showed  the 
greatest  evidence  of  tuberculous  infection,  whereas 
the  lowest  percentage  of  positive  reactors  was  found 
among  the  groups  in  the  central  states.  The  number 
of  persons  tested  in  each  geographical  area  was  not 
large  enough  to  establish  conclusive  evidence  con- 
cerning the  prevalence  of  tubei'culous  infection  in 
each  section,  but  it  is  interesting  to  note  that  the 
results  of  this  study  are  in  agreement  with  those 
found  among  students  tested  in  colleges  in  various 
sections  of  the  Iinited  States. 

I'rban  and  rural:  Tuberculin  tests  among  32,477 

individuals  were  reported  either  typically  urban  or 
tyiJically  rural.  Of  the  22,688  persons  classified  as 
urban  residents,  that  is,  living  in  places  with  a pop- 
ulation of  over  2,500,  33.6  per  cent  weie  found  to  be 
positive  reactors  to  either  first-  or  second-strength 
1’.  P.  D.  There  were  9,789  individuals  included  in 
the  study  of  rural  groui)s,  of  which  21.4  per  cent  evi- 
denced tuberculous  infection. 

Age:  The  reports  included  in  this  study  indicated 
that  there  were  fewer  positive  reactors  proportionate- 
ly among  the  children  six  years  of  age  than  there 
were  at  any  other  year  of  life.  Following  the  sixth 
year  of  life,  the  percentage  of  positive  reactors  in- 
creased with  age  at  an  average  rate  of  over  one  i)er 
cent  for  every  year  of  life  up  to  the  age  of  20.  Adults 
20  years  of  age  and  over  included  in  the  groups  tested 
evidenced  34  per  cent  more  tuberculous  infection  than 
the  boys  and  girls  reported  under  20  years  of  age. 

Sex:  Approximately  the  same  number  of  males  and 
females  were  reported  to  have  had  tuberculin  tests 
with  P.  1>.  D.  The  males  showed  a slightly  higher 
percentage  of  positive  reactors  than  did  the  females, 
the  adjusted  rate  for  males  being  48.3  and  that  for 
females  45.9  per  cent.  There  was  a larger  proportion 
of  male  than  female  positive  reactors  to  P.  1’.  D.  at 
almost  every  age  group. 

Contact  and  non-contact;  Almost  15  per  cent  of  the 
total  number  tested  were  reported  to  have  had  some 
definite  contact  with  tuberculosis.  The  percentage  of 
positive  reactoi's  among  them  was  54.2  whereas  only 
33.3  per  cent  of  those  for  whom  no  history  of  contact 
with  tuberculosis  was  reported  showed  evidence  of 
tuberculous  infection.  The  infection  rate  indicated 
for  contacts  under  five  years  of  age  was  three  times 
that  found  for  non-contacts  in  the  same  age-group, 
but  the  proportion  of  positive  reactors  increased  with 
age  generally  at  a more  rapid  rate  among  the  non- 
contacts than  among  the  contacts. 

Color  and  race:  The  Negroes  and  Indians  seemed 
to  be  more  sensitive  to  P.  P.  D.  than  the  white  per- 
sons tested.  Of  the  white  positive  reactors  in  the 
groups  tested  with  second-strength  tuberculin  follow- 
ing negative  reactions  to  tests  with  first-strength 
tuberculin,  68  per  cent  were  detected  with  first- 
strength  tuberculin,  compared  with  75  per  cent  for 
the  Negroes  and  89  per  cent  for  the  Indians.  White 
persons  comprised  74  per  cent  of  the  entire  number 
included  in  the  study,  and  the  percentage  of  positive 
reactors  among-  them  adjusted  for  age,  nativity  and 
parentage  was  46.5.  The  Negroes  tested  showed  only 
one  per  cent  more  positive  reactions  proportionately 
than  did  the  whites,  the  infection  rate  for  the  Negroes 
adjusted  for  age  being  47.8  per  cent.  The  nonadjusted 
rate  for  whites  was  15  per  cent  lower  than  that  found 
for  Negroes,  but  it  was  thought  that  the  adjusted 
rates  represented  more  closely  the  prevalence  of  in- 
fection in  the  general  population.  The  percentage  of 
positive  reactors  found  among  the  7,159  Indians  tu- 
berculin tested  was  72.4,  an  infection  rate  over  25 
per  cent  higher  than  the  adjusted  rate  found  for 
the  combined  groups  of  all  ages,  colors  and  races 
included  in  the  study.  More  than  half  of  the  In- 
dians tested  were  found  to  be  positive  reactors  at 


every  age  after  the  seventh  year  of  life,  and  nine 
out  of  every  ten  tests  at  20  years  of  age  and  over 
showed  evidence  of  tuberculous  infection. 

Nativity  and  parentage:  Nativity  and  parentage 

seemed  to  be  significant  factors  in  tuberculous  in- 
fection among  the  white  persons  tested.  Of  the  31,318 
native-born  Americans  of  native  parentage,  27.6  per 
cent  evidenced  tuberculous  infection,  whereas  38.4 
per  cent  of  the  6,674  native-boi  n of  foreign  stock  and 
61.2  per  cent  of  814  foreign-born  responded  with 
r>ositive  reactions  to  1*.  P.  D. 

Unfortunately,  the  number  reported  for  each  coun- 
try was  too  small  for  valid  conclusions,  but  a notably 
higher  infection  rate  was  indicated  for  the  foreign- 
born  from  the  Eui'opean  countries  than  for  those  re- 
moved from  the  same  country  by  one  generation. 

A Summary  of  the  Results  of  Group  Tuberculin- 
Testing  with  P.  P.  D.  (Purified  Protein  Derivative) 
in  the  United  States,  .lassamine  S.  Whitney  and  Isa- 
bel McCaffrey,  Am.  Rev.  of  Tuberc.,  May,  1937. 


THE  SOCIETIES 

The  ^lay  meeting  of  the  Madison  Six  County  Medi- 
cal Society  was  held  at  the  Hotel  Norfolk,  Norfolk, 
on  the  26th.  The  attendance  was  not  up  to  the  aver- 
age, partly  because  the  date  of  meeting  was  Wednes- 
day, an  open  store  night  in  most  small  towns,  and 
because  it  followed  so  closely  on  the  annual  meeting 
of  the  State  Association. 

Dr.  Alexandei'  Young,  Omaha — Experiences  with 
Hypoglycemic  Shock  Treatment  of  Dementia  Prae- 
cox. 

Dr.  .1.  .lay  Keegan,  Omaha — Tumors  of  the  Central 
Nervous  System. 

Dr.  Young  told  the  fascinating  story  of  experiments 
with  hyijoglycemic  shock  as  a hopeful  treatment.  Of 
his  own  cases  58%  were  improved  after  treatment 
and  7 patients  were  discharged  well.  Cases  that  show 
tension  are  more  apt  to  respond  to  treatment  than 
those  that  are  apathetic. 

The  Adams  County  Medical  Society  met  in  regular 
session  at  the  Ingleside  State  Hospital,  following  a 
dinner  meeting,  with  32  members  and  visitors  present. 

Dr.  .lohn  R.  Nilsson,  chief  surgeos  of  the  Union 
Pacific  Railroad  System,  spoke  on  the  subject  of 
"Fi-actures."  In  his  opening  remarks  he  mentioned 
some  of  his  experiences  while  at  the  famous  Home- 
stake  mine  and  during  his  war  service,  calling  atten- 
tion to  the  various  modalities  in  each  instance.  He, 
also,  mentioned  that  there  were  approximately  eight 
hundred  thousand  fractures  brought  about  each  year 
in  the  United  States.  He  recommended  that  every 
fracture  possible  should  be  treated  by  the  closed 
method  and  stressed  the  dictum  that  perfect  function- 
al results  are  directly  dependent  upon  obtaining  and 
maintaining  perfect  anatomical  position.  He  also 
stressed  the  great  advantage  in  treatment  of  fractures 
gained  by  early  mobilization  particularly  pertaining 
to  involved  joints.  Another  thing  he  brought  out  was 
that  the  open  method  should  be  used  where  the  closed 
method  will  not  insure  the  above  requirements  for 
complete  functional  recovery. 

One  of  the  valuable  lessons  taught  him  by  his  war 
service  was  the  necessity  of  using  tetanus  antitoxin 
in  every  compound  fracture,  with  its  repetition  where 
necessary. 

Following  his  paper  he  showed  some  very  interest- 
ing before-and-after  slides  demonstrating-  what  can 
be  done  for  apparently  hopeless  cases.  This  was  fol- 
lowed by  a movie  of  the  same  sort,  which  was  even 
more  instructive.  The  discussion  following  was  gen- 
eral and  spontaneous.  Many  additional  points  were 
brought  out  by  Dr.  Nilsson  in  his  answers. 

The  Cass  County  Medical  Society  at  a recent  meet- 
ing of  reorganization  resolved  through  research  and 
discussions  to  keep  the  practice  of  medicine  in  this 
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county  on  as  liifth  and  efficient  a plane  as  possible, 
and  to  keep  abreast  of  all  recent  scientific  discoveries. 

Dr.  H.  Worthman,  Louisville,  was  elected  president; 
Dr.  H.  \V.  Walters,  Hehawka,  vice-president;  Dr. 
L.  \V.  Kunkel,  Weeping  Water,  secretary-treasurer. 
All  of  the  regularly  licensed  physicians  of  the  county 
are  members  of  the  society. 

The  Four  County  Medical  Society  met  at  Spaulding', 
.lune  2.  Following  dinnei'  at  the  hotel,  a moving  pic- 
ture was  shown  by  Dr.  Watson.  A dozen  physicians 
and  their  wives  attended  the  meeting. 

The  Southwest  Nebraska  Medical  Society  held  its 
regular  May  meeting  at  the  Keystone  hotel,  McCook, 
IMay  30.  About  25  physicians  attended.  Following  a 
dinner,  Dr.  A.  E.  Hertzler,  Halstead,  Kansas,  talked 
on  ‘'Goiter”  and  Dr.  L.  O.  E.  Peckenschneider  also  of 
Halstead  on  ‘'Unusual  Chest  Conditions.” 

The  Dodge,  Burt  and  Washington  Counties  Medi- 
cal Society  met  in  conjunction  with  the  Dentists  of 
the  same  area  at  the  Pathfinder  Hotel,  Fremont,  .Tune 
14,  beg'inning  with  a 6:30  dinner. 

The  program  was  put  on  by  Dr.  .1.  H.  Thompson 
and  Dr.  .1.  W.  Bell  of  the  Social  Security  State  organ- 
ization. 


HUM.\X  INTEREST  TALES 

Dr.  F.  M.  Barns.  Albion,  has  opened  an  office  at 
Columbus. 

Dr.  .J.  N.  I’lumb,  York,  has  returned  from  a globe 
circling  trip. 

Dr.  H.  W.  Orr,  Lincoln,  was  reported  ill  the  latter 
part  of  June. 

Dr.  D.  .1.  Wilson  will  head  the  Omaha  Lions  club 
for  the  next  year. 

Dr.  and  Mrs.  Rudolph  Rix  spent  a short  vacation  in 
Estes  Park  recently. 

Dr.  J.  .1.  Hompes,  Lincoln,  will  spend  the  summer  at 
Lake  L’Homme  Dieu,  Minn. 

Dr.  Clarence  Emerson,  Lincoln,  is  putting  up  a 
modern  medical  center  building. 

Dr.  E.  E.  Clark,  Ashland,  was  one  of  the  early 
Minnesota  physician-fishermen. 

Dr.  P.  H.  Salter,  Norfolk,  spent  several  weeks  in 
bed  in  .June,  but  is  again  on  duty. 

Dr.  Chester  Brink  has  moved  from  North  Loup  to 
Pleasanton,  where  he  will  practice. 

Dr.  F.  A.  Burnham,  Arnold,  has  been  a surgical  pa- 
tient in  an  Omaha  hospital  recently. 

Dr.  .1.  W.  Neville  and  Dr.  F.  G.  Snyder  have  built 
a modernistic  clinic  building  at  York. 

Dr.  and  Mrs.  H.  A.  Wigton,  Omaha,  recently  re- 
turned from  a trip  through  the  Ozarks. 

Dr.  F.  ,1.  Wearne  has  succeeded  to  the  presidency 
of  the  Omaha-Douglas  County  Medical  society. 

Dr.  and  Mrs.  H.  R.  Palmateer,  Madison,  have  re- 
turned from  a fishing  trip  to  the  Lake  of  the  Woods. 

Dr.  and  Mrs.  .1.  B.  Potts  returned  to  Omaha  early 
in  June  from  Miami  Beach,  where  they  had  spent  the 
winter. 

Dr.  T.  H.  Waters,  Norfolk,  has  returned  from 
Rochester,  Minn.,  where  he  had  been  a patient  for 
some  time. 

Dr.  W.  F.  Callfas  and  his  wife.  Dr.  .Jennie  Callfas, 
former  well-known  Omahans,  have  definitely  located 
in  Los  Angeles. 

Dr.  C.  A.  .Johnson  and  family,  Valentine,  have  gone 
to  Vienna  where  the  doctor  hopes  to  get  some  special 
work  in  surgery. 

JJr.  E.  J.  Oxford,  Chambers,  physician,  has  returned 
home  after  several  months  of  hospitalization  for  coro- 
nary thrombosis. 

Dr.  M.  C.  Anderson,  Omaha,  has  gone  to  Harvard 
Medical  School  for  a course  on  Modern  Diagnosis  and 
Treatment  of  Heart  Disease. 


Dr.  F.  L.  Wilson  and  family,  former  well-known 
Stuart  residents,  have  sailed  for  Vienna,  where  the 
doctor  will  study  for  some  months. 

At  the  Lexington  Community  hospital,  as  a part  of 
Hospital  Day  observance,  the  mothers  of  babes  born 
in  the  hospital  were  entertained  at  tea. 

Dr.  T.  M.  Barber,  Norfolk  State  Hospital,  spoke  be- 
fore the  Neligh  high  school  recently  on  ‘‘Mental 
Health  and  Its  Application  to  Everyday  Life.” 

Dr.  J.  R.  Cameron,  accompanied  by  his  wife,  ar- 
rived at  Bennett,  from  Long  Beach,  Calif.,  for  a visit. 
Dr.  Cameron  had  practiced  at  Bennett  for  twenty- 
five  years. 

Dr.  Victor  E.  Levine  has  again  gone  to  Alaska  to 
further  his  favorite  study  of  nutrition  among  the 
Esquimau.  He  will  be  a part  of  the  Father  Hubbard 
summei'  expedition. 


BOOKS  RECEIVED 

INFANTILE  PARALYSIS  AND  CEREBRAL  DI- 
PLEGIA: Methods  used  for  the  Restoration  of  Func- 
tion. By  Elizabeth  Kenny,  with  a Foreward  by  Her- 
bert J.  Wilkinson,  Professor  of  Anatomy  and  Dean  of 
the  Faculty  of  Medicine,  LTniversity  of  Queensland, 
Australia.  Angus  and  Robertson  Limited,  89  Castle- 
reagh  St.,  Sydney.  Price  21  Shillings. 

SURGICAL  ANATOMY  by  Grant  Massie,  M.  B., 
M.  S.  (London),  F.  R.  C.  S.  (Eng.),  Assistant  Surgeon, 
Guy’s  Hospital;  Lecturer  in  Operative  Surgery,  Guy’s 
Hospital  Medical  School,  London,  England.  Third 
edition,  enlarged  and  revised,  published  1937.  Oc- 
tavo, 478  pages,  with  153  illustrations,  many  in  colors. 
Cloth,  6.50,  net.  Lea  & Febiger,  Philadelphia,  Pa. 

PEDIATRIC  DIETETICS  by  N.  Thomas  Saxl, 
M.  D.,  F.  A.  C.  P.,  F.  A.  A.  P.,  Associate  and  Lecturer 
in  Diseases  of  Children,  New  York  Postgraduate  Med- 
ical School,  Columbia  University;  Assistant  Attending 
Physician,  Babies’  Ward,  New  York  Postgraduate 
Hospital;  Director  of  Pediatric  Clinics,  Church  of  All 
Nations,  New  York;  Fellow  of  New  York  Academy 
of  Medicine;  American  Society  for  the  Advancement 
of  Science;  Medical  Director,  Juvenile  Aid  Bureau, 
Police  Department,  New  York  City.  565  pages,  il- 
lustrated with  56  engravings  and  2 colored  plates,  six- 
teen mo.  Lea  & Febiger,  Philadelphia,  Pa.,  1937.  $7.00. 

THE  THYROID  AND  ITS  DISEASES  by  J.  H. 
Means,  M.  D.,  Jackson  Professor  of  Clinical  Medicine, 
Harvard  LTniversity,  and  Chief  of  the  Medical  Seiw- 
ices,  Massachusetts  General  Hospital.  Being  an  ac- 
count based  in  large  measure  on  the  experience  gained 
in  the  Thyroid  Clinic  of  the  Massachusetts  General 
Hospital.  602  pages,  sixteen  mo.  .J.  B.  Lippincott 
Company,  Philadelphia,  Pa.  1937. 

A MEDICAL  FORMULARY  by  E.  Quin  Thornton, 
M.  D.,  Emeritus  Professor  of  Therapeutics  in  the  Jef- 
ferson Medical  College,  Philadelphia,  Pa.  Fourteenth 
edition,  thoroughly  revised,  published  1937.  Pocket 
size,  363  pages.  Limp  binding,  $2.75  net.  Lea  & 
Febiger,  Philadelphia,  Pa. 

PERSONAL  HYGIENE  by  C.  E.  Turner,  M.  A.,  Dr. 
P.  H.,  Professor  of  Biology  and  Public  Health  in  the 
Massachusetts  Institute  of  Technology;  formerly  As- 
sociate Professor  of  Hygiene  in  the  Tufts  College 
Medical  and  Dental  Schools;  sometime  Member  of 
the  Administrative  Board  in  the  School  of  Public 
Health  of  Harvard  JTniversity  and  the  Massachu- 
setts Institute  of  Technology;  Fellow  American  Pub- 
lic Health  Association;  Chairman,  Health  Section, 
World  Federation  of  Education  Associations;  Major, 
Sanitary  Corps,  LT.  S.  A.  (Reserve).  With  eighty-four 
text  illustrations  and  three  color  plates.  335  pages, 
thirty-two  mo.  $2.25.  The  C.  V.  Mosby  Company, 
St.  Louis. 
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THE  DANGERS  AND  TECHNIQUE  OF  SPINAL  PUNCTURE 

J.  JAY  KEEGAN,  M.  D„ 

Omaha. 


Spinal  puncture  has  become  a diagnostic  pro- 
cedure of  such  importance  and  common  applica- 
tion by  many  physicians  that  it  seems  timely  to 
call  attention  to  some  of  the  dangers  involved, 
to  make  the  procedure  safer  in  general  hands. 
This  is  not  done  to  limit  or  discourage  the  use 
of  spinal  puncture,  but  rather  to  encourage  its 
use  with  an  awareness  of  possible  complications. 

The  first  requisite  to  warrant  spinal  puncture 
is  a reasonabh-  adequate  neurologic  examination. 
To  simply  suspect  the  presence  of  a central  nerv- 
ous system  lesion  and  then  do  a spinal  puncture, 
hoping  that  the  laboratory  will  make  the  diag- 
nosis, is  poor  practice  of  medicine.  There  is 
nothing  in  a general  neurologic  examination  be- 
yond the  capacity  of  a reasonably  well  qualified 


general  physician,  even  to  the  use  of  the  ophthal- 
moscope. A little  study  and  practice  is  all  that 
is  necessary.  Spinal  puncture  without  this  quali- 
fication is  not  warranted,  regardless  of  the  tech- 
nical ability  to  obtain  fluid  by  sticking  a needle 
into  a patient’s  back. 

Serious  symptoms  can  follow  an  ill-advised 
spinal  puncture  in  the  presence  of  brain  tumor 
with  high  intracranial  pressure.  Having  in  mind 
several  cases  seen  under  such  circumstances, 
I would  say  that  spinal  puncture  in  any  brain 
tumor  suspect  should  never  be  done  without  a 
competent  ophthalmoscopic  examination.  If  op- 
tic papilloedema  is  present,  spinal  puncture  should 
not  be  done  without  the  greatest  precautions  to 
prevent  a fatal  pressure  herniation  of  the  cere- 
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belliim  into  the  foramen  magnum.  This  phe- 
nomenon will  be  discussed  later.  If  optic  papillo- 
edema  is  absent,  spinal  puncture  may  be  done 
with  reasonable  safety  except  for  minor  compli- 
cations of  faulty  technique.  However,  these 
complications  may  be  very  distressing  to  the  pa- 
tient and  may  interfere  with  subsequent  care,  and 
are  important  to  avoid. 

The  position  of  the  patient  is  first  to  consider. 
A comfortable  prone  position  with  the  patient  on 
the  side  near  the  edge  of  the  bed,  head  and  knees 
approximated  to  bow  the  back  out  and  separate 
the  lumbar  spines.  A board  under  the  mattress 
will  bring  the  hips  up  when  the  springs  sag,  or 
the  foot  of  the  bed  may  be  elevated  upon  pegs 
or  a chair.  The  head  should  be  at  the  same  level 
as  the  spinal  needle  in  order  to  obtain  a reliable 
spinal  pressure  reading. 

Irrational  or  non-cooperative  patients  must  be 
restrained  or  given  a general  anesthetic.  The 
best  restraint  is  a rolled  sheet  under  the  knees 
and  around  the  neck,  drawn  tightly  and  tied. 
Chloroform,  when  administered  by  one  who 
knows  how,  may  be  used,  but  any  respiratory 
anesthetic  causes  venous  congestion  and  gives  a 
false  rise  in  spinal  pressure.  The  same  is  true 
of  any  restraint,  uncomfortable  position,  or  cry- 
ing in  children.  Rectal  avertin  anesthesia  or 
intravenous  sodium  amytal  may  be  given  with 
less  pressure  rise  than  with  ether  or  chlorofonn, 
but  with  some  recognized'  danger.  Morphine 
or  any  strongly  depressant  drug  is  dangerous  in 
conditions  of  disturbed  consciousness,  as  coma 
and  respiratory  paralysis  may  develop  under  the 
drug. 

The  danger  of  breaking  a spinal  needle  in  the 
back  is  always  present,  particularly  in  patients 
who  are  difficult  to  control.  The  best  insurance 
against  this  is  to  use  a reasonably  new  rustless 
steel  needle,  which  will  bend  before  breaking, 
have  the  uncooperative  patient  well  controlled  by 
the  rolled  sheet  tied  around  knees  and  neck,  and 
keep  one  hand  on  the  needle  to  withdraw  it 
quickly  if  the  patient  turns.  A broken  needle  re- 
quires a small  but  rather  deep  incision,  sometimes 
removal  of  a lumbar  spine,  to  remove.  The  place 
of  entrance  and  bone  land  marks  are  so  definite 
that  the  needle  should  not  be  hard  to  find.  The 
best  operative  technique  is  to  go  down  on  one  side 
of  the  spines,  find  the  needle  at  the  level  of  the 
laminae,  clamp  and  push  it  out  backwards  until 
the  end  can  be  caught. 

Painful  prodding  of  the  back  has  properly  led 
many  patients  to  fear  spinal  puncture  and  com- 
plain of  painful  back  for  many  weeks  after. 


These  stories  are  passed  about  until  all  sorts  of 
dire  consequences  are  related  and  prevent  spinal 
puncture  in  other  people.  Although  novocain  is 
not  strictly  necessary  in  a hardy  adult,  it  is  a de- 
sirable refinement  in  technique,  permits  spinal 
puncture  in  children  if  they  do  not  become  fright- 
ened and  permits  repetition  of  a painless  punc- 
ture. The  worst  pain  comes  from  pushing  the 
needle  into  the  bone,  trying  to  find  the  way  in, 
and  this  should  be  avoided. 

The  direction  of  the  needle  can  be  so  planned 
that  only  rarely  is  bone  encountered  and  then 
quick  recognition  of  the  feel  of  bone  prevents 
serious  periosteal  injury.  The  point  of  entry  is 
selected  between  two  well  spaced  spines  at  about 
the  level  of  the  crest  of  the  ileum,  or  third  lum- 
bar interspace.  A welt  of  novocain  in  the  skin 
is  injected  with  a fine  needle.  Deeper  injection 
is  not  necessary  if  the  technique  is  good,  but  it 
is  easy  to  inject  some  novocain  subcutaneously 
and  below  the  interspinous  ligament,  provided  a 
proper  long  fine  needle  is  at  hand.  It  is  hazard- 
ous to  insert  any  needle  as  far  as  it  will  go,  for 
the  greatest  tendency  to  break  is  at  the  junction 
of  the  shaft  with  the  body.  Guards  are  now 
placed  on  infiltration  needles  to  prevent  this  and 
should  be  on  all  needles.  The  spinal  needle  is 
then  directed  through  the  interspinous  ligament, 
slightly  upward,  with  precaution  that  it  does  not 
get  off  the  mid-sagittal  plane  of  the  back.  Too 
often  the  plane  of  the  bed  or  floor  is  followed  in- 
stead of  the  patient's  back  which  may  be  rolled 
over  in  variable  degree.  Sighting  along  the  spine 
will  establish  the  proper  plane  to  follow.  The  re- 
sistance of  ligament  between  the  laminae  can  be 
felt,  the  slight  “give”  when  the  ligament  is  pene- 
trated and  shortly  thereafter  the  membranous 
snap  as  the  dura  is  punctured.  By  noting  all 
these  details  one  should  be  able  to  wager  success- 
fully that  withdrawal  of  the  stylet  will  release 
fluid,  and  the  patient  be  pleasantly  surprised  at 
the  mildness  of  the  procedure.  If  the  needle  goes 
off  the  mid-plane  of  the  back  it  often  strikes  the 
nerve  roots  of  one  side  and  gives  rise  to  a pain- 
ful sensation  which  shoots  down  one  leg.  This 
localization  can  be  used  as  a guide  for  correc- 
tion of  the  direction  of  the  needle.  If  penetra- 
tion of  the  dura  is  not  recognized  the  needle  may 
be  pushed  through  the  spinal  canal  into  the  verte- 
bral body  or  intervertebral  disc,  with  pain  and 
sometimes  disability  following.  Good  judgment 
of  the  depth  where  fluid  should  be  reached  aids 
in  preventing  this,  as  does  also  quickness  in  de- 
tecting resistance  encountered. 

The  size  of  the  needle  is  important,  to  avoid 
unnecessary  trauma,  too  rapid  escape  of  fluid  and 
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tlie  danger  of  post-puncture  headache.  A twenty 
gauge  needle  is  large  enough  for  routine  use;  a 
smaller  twenty-two  gauge  needle  is  selected  if 
intracranial  pressure  is  sus])ected,  and  an  eight- 
een gauge  needle  used  only  where  the  safety  of 
spinal  puncture  has  been  established  and  free 
drainage  is  indicated.  The  s])inal  needle  makes 
a hole  in  the  inelastic  dura  through  which  cerebro- 
spinal fluid  may  leak  after  the  needle  is  with- 
drawn. This  causes  disturhing  negative  intra- 
cranial pressure  headache  when  the  ])atient  is 
erect,  relieved  hy  lying  down.  This  is  known  as 
spinal  ])uncture  headache  and  comi)letely  disables 
the  iKitient  for  several  days  to  a week.  It  can 
be  avoided  in  considerable  degree  by  using  the 
smaller  needles  and  by  keei)ing  the  j)atient  flat 
in  hed  overnight  after  puncture. 

.V  patient  who  is  subjected  to  a spinal  puncture 
is  entitled  to  a complete  study  of  the  fluid  speci- 
men withdrawn  and  it  should  not  be  necessary  for 
a consultant  to  repeat  the  puncture  because  of 
omitted  or  unreliable  record  obtained.  The  com- 
monest omission  is  failure  to  measure  the  fluid 
pressure  by  manometer.  Judgment  of  the  pres- 
sure by  rate  of  flow  from  the  needle  is  about  as 
accurate  as  judgment  of  blood  pressure  by  feeling 
the  pulse  and  is  in  the  same  class  of  careless  prac- 
tice. A special  spinal  manometer  is  not  necessary, 
as  a blood  pressure  manometer  with  zero  reading 
will  serve  just  as  well.  A disconnectable  adapter 
in  the  tube  leading  to  the  mercury  permits  connec- 
tion with  the  spinal  needle  by  a separate  sterilized 
tube.  A pressure  under  10  millimeters  of  mer- 
cury (130  mm.  of  water),  in  the  prone  position 
without  venous  congestion,  is  considered  within 
normal  limits.  Pressures  in  the  sitting  position 
are  about  20  millimeters  higher,  due  to  the  weight 
of  the  column  of  fluid  above,  and  varying  eleva- 
tion of  the  head  of  the  bed  will  give  correspond- 
ing elevation  in  pressure  reading. 

Withdrawal  of  fluid  too  rapidly  is  a source  of 
trouble.  The  flow  should  not  be  more  rapid  than 
slow  drops,  about  one  per  second,  both  because 
of  the  danger  of  settling  of  the  cerebellum  into 
the  foramen  magnum  and  because  a reactionary 
brain  edema  follows  sudden  reduction  in  pressure. 
Wdien  intracranial  pressure  is  above  normal  it 
should  be  reduced  slowly  by  drainage  to  only  half 
the  initial  pressure  reading.  Spinal  punctures  no 
longer  are  done  in  the  sitting  position,  as  many 
text  books  still  illustrate,  because  of  these  dangers 
of  too  rapid  drainage.  For  the  same  reason  the 
old  large  spinal  needles  are  no  longer  used. 

Mental  reaction  to  spinal  puncture  must  al- 
ways be  considered,  because  of  hysterical  fear  and 


the  liability  to  blame  all  subsecjuent  back  symp- 
toms or  ])rogressive  i)aralysis  to  the  trauma  of 
s])inal  ])uncture.  There  should  be  no  danger  of 
s])inal  ])nncture  causing  paralysis  although  many 
patients  have  “heard”  of  such  cases  and  a few 
are  on  record.  The  ex])lanation  is  not  clear,  pos- 
sible related  to  injury  of  a blood  vessel  and  hemor- 
rhage, but  more  likely  later  develoi)ment  of  an 
existing  spinal  cord  or  caudal  lesion.  This  em- 
])hasizes  again  the  necessity  of  a neurological 
record  of  such  a lesion  before  s])inal  puncture  is 
done.  The  small  bleeding  occasionally  caused  by 
spinal  puncture  should  not  ])roduce  any  serious 
symi)toms,  ])crha])s  some  temi)orary  nerve  root  ir- 
ritation. 

Cerebellar  herniation  into  the  foramen  magnum 
is  the  most  serious  com])lication  .of  spinal  punc- 
ture. As  stated  before,  it  occurs  whenever  from 
brain  tumor  or  brain  edema  the  cerebellum  is 


forced  downwards  and  the  lower  poles  enter  the 
foramen  magnum.  (Fig.  I.j.  Release  of  pressure 
below  by  spinal  puncture  permits  further  hernia- 
tion and  a tight  compression  ring  develops  about 
the  medulla  at  the  level  of  the  respiratory  center. 
(Fig.  II.).  The  warning  signals  of  this  during 
puncture  are,  rather  abrupt  drop  in  fluid  flow 
and  pressure,  complaint  of  pain  in  the  back  of  the 
neck,  difficulty  in  swallowing,  cyanosis  and  ces- 
sation of  respirations.  These  do  not  all  develop 
immediately,  in  fact  the  first  symptoms  may  not 
appear  until  a few  hours  after  the  puncture  and 
then  progress  slowly  over  several  hours.  The  ex- 
planation for  this  delay  is  either  that  there  has 
been  continued  leak  of  fluid  through  the  dural 
puncture  into  the  epidural  space,  as  is  supposed 
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to  occur  in  post-puncture  lieadache,  or  that  a com- 
pression edema  develops  as  in  any  strangulated 
hernia,  thereby  causing  increased  pressure  about 
the  medulla.  When  any  of  the.se  symptoms  de- 
velop, several  things  should  be  done  immediately ; 
stop  the  puncture,  elevate  the  foot  of  the  bed,  give 


FIG.  2 

a hypodermic  of  caffein  for  .stimulant  and  diure- 
sis, and  give  500  cc.  of  50%  sucrose  intravenously 
to  dehydrate  the  brain  and  reduce  intracranial 
pressure.  In  cerebellar  tumor  all  these  measures 
are  likely  to  fail  and  an  emergency  occijiital  tre- 
phine and  tap  of  a lateral  ventricle  or  suboccipital 
decompression  may  he  necessary.  The  last  usual- 
ly fails  because  of  intense  bleeding  from  venous 
congestion  or  failure  of  the  medullary  centers  to 
recover  after  the  pressure  has  been  relieved  sur- 
gically. Having  been  called  ujiGn  several  times 
to  do  emergency  operations  upon  cerebellar  tumor 
patients  who  had  ill-advised  .spinal  punctures, 


leads  to  the  critical  reaction  that  choked  discs  and 
cerebellar  tumor  must  be  ruled  out  before  any 
s])inal  puncture  should  be  done.  Warning  symp- 
toms of  cerebellar  tumor  are  localization  of  pain 
or  limitation  of  movement  in  the  suboccipital  re- 
gion, associated  with  choked  disc  and  normal 
teni])erature.  Nystagmus  and  ataxia  establish  the 
diagnosis.  Cerebellar  herniation  also  develops  in 
acute  brain  edema  from  head  injury  or  menin- 
gitis. .\  “dry  tap”  associated  with  increased  neck 
rigidity  and  cyanosis  should  warn  of  impending 
death  in  the.se  cases.  Intravenous  hypertonic 
sucrose  and  caffein  are  indicated  and  no  further 
spinal  punctures. 

Cisternal  puncture  might  be  mentioned  briefly 
as  an  advantageous  method  of  obtaining  cerebro- 
spinal fluid  by  insertion  of  a spinal  needle  through 
the  back  of  the  neck  into  the  cisterna  magna. 
There  is  less  obstruction  to  entrance  of  the  needle 
but  direction  of  the  needle  towards  the  medulla 
necessitates  considerable  skill  and  responsibility. 
It  cannot  be  recommended  routinely,  but  has  the 
advantage  of  avoiding  post  puncture  headache, 
hence  can  be  done  at  the  office  without  bed  stay. 
It  is  very  necessary  occasionally  in  meningitis 
when  thick  exudate  blocks  the  spinal  canal. 

In  conclusion,  I would  not  wish  to  cause  undue 
alarm  about  the  dangers  of  spinal  puncture,  nor 
leave  the  impression  that  only  a few  specialists 
should  do  spinal  punctures.  The  intended  purpose 
of  this  paper  is  to  call  attention  to  complications 
which  can  be  avoided  if  those  who  are  doing 
punctures  will  appreciate  the  responsibility  in- 
volved, be  a little  better  prepared  in  neuroligic 
diagnosis,  and  by  good  technique  avoid  painful 
periosteal  injury. 


PREX'EXTING  THE  RECURRENT  ANORECTAL  FISTULA 

R.  RUSSELR  BE.ST,  M.  D.,  F.  A.  C.  S., 

Department  of  Surgery,  l^niversity  of  Nebra.ska  College  of  Medicine, 

Omaha. 


Time  and  experience  have  proved  repeatedly 
that  anorectal  fistulas  cannot  be  permanently 
cured  without  surgery  in  some  minor  or  major 
form.  Some  may  be  simply  and  easily  handled 
by  a minor  office  procedure  while  others  require 
hospitalization  and  extensive  one  or  two  stage 
operations,  depending  u]>on  the  degree  of  e.xten- 
sion  and  the  complications.  The  principle  that 
fistula-in-ano  belongs  in  the  surgical  category 
has  not  changed  contrary  to  the  blatant  claims  of 
quackery  and  in  spite  of  the  sincerest  investiga- 
tions of  medical  science.  Lockhart-Mummery 
mentions  the  operative  treatment  of  anorectal  fis- 


tulas as  one  of  the  most  ancient  surgical  pro- 
cedures and  dates  it  back  to  2200  B.  C.  Accord- 
ing to  Hume’s  “History  of  England,”  Henry  V 
died  in  1423  at  the  tender  age  of  35  years  from  a 
fistula  which  surgeons  at  that  time  had  not  the 
skill  to  cure.  And  that  illustrious  character, 
Louis  XIV,  obliged  the  surgical  profession  of  his 
day  by  developing  a fistula.  Before  submitting 
to  the  operation  advised  by  his  surgeon,  he  depu- 
tized some  of  his  hirelings  and  subjects  who  were 
similarly  afflicted  to  try  all  the  known  non-oper- 
ative methods,  including  travel  to  distant  resorts, 
but  they  were  unsuccessful  in  finding  a cure. 
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Pennington  reports  that  after  a year's  endeavor 
permission  to  incise  the  royal  flesh  was  gracious- 
Iv  bestowed  and  the  operation  resulted  in  a com- 
plete cure. 

The  causative  agent  of  anorectal  fistula  is 
probably  trauma  from  a hard,  difficult  stool  or 
some  small  firm  object  within  the  feces,  such  as 
undigested  vegetable  matter,  nuts  or  seeds,  or  a 
splinter  of  bone  or  wood.  The  injured  crypt  be- 
comes infected  and,  in  turn,  the  small  tubular 
glands  so  well  described  by  Tucker  and  Hellwig 
which  lead  into  the  crypts  of  Morgagni  become 
infected.  The  second  stage  is  the  process  of  bur- 
rowing; third,  the  development  of  a perianal  or 
ischiorectal  abscess ; and  fourth,  is  nature’s  at- 
tempt to  discharge  the  contained  poison  through 
the  skin,  or  if  this  is  unsuccessful,  the  relief  of 
the  patient's  distress  by  the  surgeon’s  scalpel. 
Only  now  and  then  does  a fistula  originate  ex- 
traneously  from  an  infected  hair  follicle,  a deeper 
seated  traumatic  infection,  thrombosed  hemor- 
rhoid or  in  the  base  of  a simple  anal  fissure. 
Tuberculosis  is  much  overrated  as  a causative 
agent  in  the  textbook  on  general  surgery  and  even 
in  some  treatises  on  proctology,  and  in  the  non- 
tuberculous  patient  is  probably  quite  rare.  Chis- 
holm's study  of  155  cases  of  fistula  by  guinea  pig 
inoculation  and  culture  tests  affords  a reasonably 
accurate  estimate  of  the  role  of  tuberculosis.  In 
the  106  individuals  free  of  pulmonary  tubercula, 
he  found  no  instance  of  tuberculous  fistula;  in 
31  patients  presenting  active  pulmonary  tubercu- 
losis, 17%  of  the  fistulas  were  tuberculous;  and 
among  18  patients  in  whom  there  was  definite 
evidence  of  arrested  fibroid  phthises,  55%  of  the 
fistulas  were  tubercular. 

That  fistulas  do  recur  after  operation  is  evi- 
denced by  the  fact  that  recorded  figures  show 
as  high  as  50%  return.  In  skilled  hands,  how- 
ever, this  is  the  exception.  There  are  several 
reasons  for  recurrence,  the  first  of  which  is  the 
failure  to  find  the  internal  opening.  Second,  is 
the  lack,  of  proper  postoperative  care.  A miscon- 
ception or  a lack  of  knowledge  of  anal  anatomy 
and  a misunderstanding  of  anorectal  pathology  is 
behind  this  improper  management. 

The  anal  canal  is  formed  by  the  internal 
sphincter  muscle,  which  is  a concentration  of 
smooth  circular  fibers  at  the  lower  end  of  the 
rectal  canal,  and  the  external  sphincter,  a separate 
entity  of  striated  muscle  which  is  composed  of  a 
subcutaneous  layer  surrounding  the  lower  half  of 
the  anal  canal  and  the  profundus  or  deeper  por- 
tion lying  between  the  subcutaneous  area  and  the 
internal  sphincter.  This  latter  structure  rather 
surrounds  or  grips  the  internal  sphincter,  sup- 


porting it  as  it  were  (Fig.  1).  The  levator  ani 
muscle  also  acts  as  a support  at  this  point.  The 
mucocutaneous  junction  is  for  all  practical  pur- 
poses the  level  at  which  the  internal  sphincter  and 
the  subcutaneous  portion  of  the  external  sphincter 
meet.  An  intermuscular  fibrous  septum  comes 
down  from  the  wall  of  the  lower  rectum  between 
the  internal  sphincter  and  the  profundus  portion 
of  the  external  sphincter  and  is  attached  to  the 
mucocutaneous  junction.  The  crypts  previously 
mentioned  lead  down  toward  this  intermuscular 


Fig.  1.  Anatomy  of  the  anal  canal. 


septum,  and  it  is  here  that  the  burrowing  stage  of 
fistulous  development  may  result  in  a channel 
which  dissects  its  way  just  beneath  the  surface 
lining  of  the  anal  canal  or  is  deflected  out  through 
a less  dense  portion  of  the  intermuscular  septum 
through  or  deep  to  the  external  sphincter.  And, 
as  Hiller  so  ably  points  out,  the  fascial  coverings 
of  the  blood  vessels  are  probably  important  path- 
ways for  the  dissemination  of  the  infection,  which 
by  this  means  reaches  the  ischiorectal  space.  Al- 
though a fistula  may  originate  in  any  damaged 
crypt,  the  internal  openings  are  most  frequently 
found  at  the  points  5 or  7 o’clock,  if  we  designate 
the  midline  posteriorly  as  6 o’clock,  for  it  is  at 
these  points  that  the  large  hemorrhoidal  vessels 
are  usually  situated. 

Another  important  anatomical  landmark  is  the 
anorectal  ring,  which  is  the  junction  of  the  firm 
muscular  anal  canal  with  the  rectum. 


Thus  fistulas  may  be  classified  in  the  following 
manner : 

Extrasphincteric 


ANAL — with 
the  internal 
opening- 
below  the 
anorectal 
line. 


Trans-sphincteric— 
through  fibers  of 
the  external 
sphincter. 


j 1.  Subcutaneous 
I 2.  Submucous 
J 1.  Low 
\ 2.  High 


RECTAL — with  the  opening 
above  the  anorectal  line. 

Fistulas  may  be  further  divided,  into  internal  and 
external  blind  types. 


There  are  three  important  steps  in  the  preven- 
tion of  recurrent  anorectal  fistula:  First,  the  at- 
tempt to  establish  the  internal  opening  definitely 
before  operation  (which  is  occasionally  impossible 
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even  after  repeated  attempts)  ; second,  the  cor- 
rect operative  procedure  with  direct  attack  on  the 
internal  opening;  and  third,  proper  postoperative 
care. 

An  old  rule,  which  is  of  some  value  but  like  all 
rules  has  its  exceptions,  is  that  a fistula  with  its 
external  orifice  situated  behind  a plane  passing 
transversely  through  the  center  of  the  anus  us- 
ually has  its  internal  opening  in  the  midline  pos- 
teriorly or  just  to  one  side  of  the  midline,  while  a 
fistula  with  its  external  aperture  in  front  of  this 
plane  generally  terminates  immediately  opposite 
this  external  opening. 

The  internal  stoma  is  usually  found  in  a dis- 
eased crypt,  the  margins  of  which  are  inflamed, 
edematous  or  ragged,  or  it  may  be  identified  by 
a drop  of  pus,  a small  tuft  of  granulation  tissue, 
a papule,  or  at  times  merely  a small  injected  area. 
The  questionable  region  should  always  be  ex- 
amined with  a small  hooked  probe.  If  the  aper- 
ture is  not  definitely  ascertained  or  if  there  is  any 
difficulty  in  locating  it,  the  external  opening 
should  be  injected  with  a small  amount  of  25% 
methylene  blue  in  hydrogen  pero.xide  solution  and 
the  scope  reintroduced.  It  does  happen  that  in 
some  instances  the  internal  opening  cannot  be 
immediately  identified,  for  it  may  seal  over  or 
temporarily  heal  or  a valvular  mechanism  may 
prevent  its  identification.  In  such  an  event  the 
examination  must  be  repeated  in  an  attempt  to 
find  the  orifice.  At  times  one  must  wait  until 
the  patient  has  had  several  flare-ups  of  his  fis- 
tula, permitting  examination  under  difficult  con- 
ditions, but  this  is  better  than  operating  in  hope 
and  later  having  a recurrence.  Of  course,  there 
are  times  when  the  economic  and  time  factors 
must  be  considered  and  it  may  be  necessary  for 
the  surgeon  to  operate  without  first  locating  the 
internal  opening,  but  no  surgeon  approaches  such 
an  operation  with  the  same  confidence  or  assur- 
ance that  he  feels  when  the  internal  opening  has 
been  established.  The  examination,  of  course, 
must  be  repeated  at  the  operating  table  and  here, 
with  the  patient  under  anesthesia,  by  exerting 
more  pressure  on  the  syringe  or  by  a more  tedious 
examination  of  the  anus  or  rectum  possibly  the 
opening  may  be  found.  In  these  examinations, 
one  should  almost  always  probe  from  the  suspect- 
ed internal  opening  rather  than  risk  the  forma- 
tion of  a false  opening  by  probing  from  without. 
This  manner  of  attack  cannot  be  too  strongly 
emphasized  when  a tuberculous  fistula  is  sus- 
pected. 

If  no  internal  aperture  is  found,  and  no  dis- 
eased crypt  exists,  one  must  assume  that  the  tract 
is  not  complete  and  excise  all  tissue  down  to  the 


depth  of  the  fistula.  Here,  the  discoloration  of  . 
the  diseased  tissue  by  the  methylene  blue  solution 
more  clearly  identifies  any  small  ramifications. 

The  existence  of  incomplete  or  blind  internal 
fistulas  cannot  be  denied  as  a small  internal  open- 
ing exuding  a few  drops  of  pus,  combined  with 
an  entirely  normal  perianal  skin,  is  not  so  infre- 
quently observed,  particularly  in  relation  to  anal 
fissures. 

The  issue  of  incomplete  or  blind  external  fis- 
tulas is  controversial,  but  that  these  actually  occur 
at  times  cannot  be  denied.  A blind  fistula  may 
develop  in  this,  region  just  as  a blind  sinus  tract 
mav  occur  elsewhere  in  the  body.  Also  it  is  not 
inconceivable  that  an  internal  opening  might  heal 
over  temporarily  or  permanently.  It  is  this  tem- 
porary healing  or  blocking  that  is  many  times 
the  stumbling  block  in  the  permanent  cure  of  a 
fistula,  and  if  this  were  more  generally  appreci- 
ated, greater  effort  would  be  made  to  locate  the 
internal  opening,  both  before  operation  and  at  the 
operating  table.  Before  finally  assuming  that  a 
fistula  is  a blind  external  type,  repeated  attempts 
to  locate  the  internal  stoma  should  be  made  over 
a period  of  weeks,  unless  the  time  or  economic 
element  contraindicates  such  a course  of  action, 
and  at  the  operating  table,  great  care  and  ingen- 
uity must  be  exercised  before  concluding  that  no 
internal  opening  exists. 

Anesthesia.  If  the  fistulous  tract  is  small  and 
superficial,  it  is  usually  operated  in  the  office 
under  local  infiltration  with  2%  novocain  solu- 
tion. The  more  extensive  fistulas  are  without 
doubt  major  surgical  problems  and  demand  hos- 
pitalization. The  safest  and  most  satisfactory 
anesthetic  in  these  cases  is  40  to  50  mgm.  of  novo- 
cain given  intraspinally.  At  times  we  use  sacral 
block  anesthesia  but  this  is  no  safer,  it  requires 
more  frequent  needle  punctures  thereby  causing 
more  distress  to  the  patient,  and  it  may  fail  to 
completely  anesthetize  the  patient. 

Staining  solution.  That  stained  pathological 
tissue  is  easier  to  identify  than  unstained  path- 
ological tissue  is  as  much  a fact  as  that  it  is  easier 
to  study  stained  rather  than  unstained  microscopic 
sections.  One  must  be  cautious  not  to  force  the 
solution  too  strongly  or  in  too  large  a quantity,  as 
it  may  find  its  way  into  a tissue  plane  and  the 
fistulous  tract  thus  appear  larger  than  it  is  in 
reality.  25%  methylene  blue  in  hydrogen  per-  j 
oxide  is  a most  satisfactory  staining  solution. 

Surgical  management.  The  true  blind  exter- 
nal fistula  is  usually  well  handled  by  excising  the  : 
tract  widely  and  saucerizing  the  skin  margins  so 
the  outer  aspect  of  the  wound  is  larger  than  the  i 
base.  A carbolated  vaseline  and  nupercaine  oint- 
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ment  pack  is  lightly  placed  in  the  wound.*  This 
is  removed  on  the  following  day  and  the  wound 
is  left  open,  the  margins  being  kept  separated  by 
the  gloved  finger  followed  by  a mild  antiseptic 
irrigation. 

The  blind  internal  tract  is  managed  as  a com- 
plete anorectal  fistula.  After  the  probe  has  been 
inserted  into  the  internal  opening,  excision  is  car- 
ried outward  toward  the  perianal  skin,  making  the 
tract  complete.  A rather  confusing  type  of  fis- 
tula, and  one  which  frequently  has  no  internal 
opening,  is  the  perianal  sinus  with  its  origin  in  a 
Bartholin  gland.  Its  successful  treatment  demands 
incision  and  excision  of  all  the  Bartholin  gland 
tissue  of  that  labia. 

The  first  step  of  a successful  operation  for  a 
complete  anorectal  fistula  is  to  locate  the  internal 
opening,  which  is  usually  identified  by  a dis- 
eased crypt  or  a small  orifice.  The  hydrogen  per- 
oxide and  methylene  blue  solution  assists  in  de- 
termining the  opening  and  in  ruling  out  a second 
aperture.  The  fistulous  tract  should  always  be 
explored  at  the  site  of  the  presumed  internal 
opening  with  a flexible  metal  probe,  for  probing 
from  the  external  orifice  inward  too  frequently 
results  in  a false  internal  opening.  Having  in- 
serted the  hooked  flexible  probe,  a decision  must 
be  reached  as  to  the  probable  depth  of  the  fistu- 
lous tract.  Most  tracts  do  not  run  deep  to  the 
sphincter  muscles  but  only  beneath  some  of  the 
fibers  of  the  external  sphincter.  In  this  latter 
event,  the  incision  may  be  started  over  the  probe 
at  the  internal  opening  and  the  hook  gradually 
directed  toward  the  external  opening,  or  the  in- 
cision may  be  started  at  the  external  orifice  and 
carried  toward  and  over  the  probe  to  the  internal 
opening.  The  tract  is  laid  wide  open  and  all  dis- 
eased, stained  tissue  is  removed  by  excision  and 
curettement.  The  margins  are  widely  saucerized 
so  the  epithelium  will  not  encroach  upon  the  sharp 
wall  of  the  wound  before  healthy  granulation  tis- 
sue has  filled  in  the  depths.  This  wide  sauceriza- 
tion  also  avoids  marked  deformity  and  diminishes 
postoperative  distress. 

If  there  is  suspicion  of  a rather  deep  tract,  par- 
ticularly if  it  be  an  anterior  or  true  lateral  type, 
or  if  it  is  definitely  felt  the  tract  lies  beneath 
the  entire  external  sphincter  or  both  sphincters, 
it  is  advisable  to  consider  a two-stage  operation 
rather  than  chance  incontinence.  In  such  an 
event,  excision  is  carried  over  the  probe  toward 
the  anus  and  down  to  the  sphincter  muscle.  The 
excess  tissue  around  the  internal  opening  is  ex- 
cised and  a heavy  linen  or  silk  seton  tied  to  a 
probe  is  carried  through  the  underlying  tunnel. 
This  seton  is  tied  loosely  around  the  sphincter, 


leaving  long  ends.  The  margins  of  the  wound 
are  widely  saucerized.  In  the  one-stage  complete 
fistulectomy  or  the  first  step  of  a two-stage  pro- 
cedure, the  wound  is  lightly  packed  with  gauze 
well  impregnated  with  the  carbolated  vaseline  and 
nupercaine  ointment.* 

The  packing  is  removed  on  the  following  day 
and  each  ensuing  day  the  margins  are  gently  sep- 
arated with  a gloved  index  finger  and  the  wound 
irrigated  with  a warm,  mildly  antiseptic  solution. 
A packing  is  practically  never  reinserted  and 
bridging  will  not  occur  if  the  margins  are  kept 
separated  each  day.  Hot  packs  are  instigated 
for  the  first  few  days,  and  on  the  third  post- 
operative day  the  patient  is  given  free  access  to 
hot  sitz  baths  which  are  both  cleansing  and  sooth- 
ing. 

It  is  usually  some  weeks  before  healing  is  com- 
plete, but  this  depends  somewhat  upon  the  depth 
of  the  wound.  Close  attention  is  necessary  with 
treatments  at  least  every  other  day,  and  if  bridg- 
ing should  occur  or  small  sinuses  develop,  these 
should  be  broken  down  or  opened.  A dusky  pur- 
ple granulation  tissue  should  arouse  suspicion  that 
all  is  not  well. 

The  postoperative  care  after  the  first  step  in  a 
two-stage  operation  is  the  same  as  after  a com- 
plete fistulectomy.  After  an  interval  of  a week 
or  ten  days,  the  patient  is  given  Evipal  anesthetic 
or  a low  spinal,  the  seton  is  cut  and  tied  through 
the  opening  of  a flexible  probe  and  pulled  through 
the  fisulous  tract.  Incision  is  then  made  onto 
the  probe,  which  allays  the  danger  of  cutting  the 
seton  guide  before  the  tract  has  been  completely 
incised  and  thus  not  reaching  the  bottom  of  the 
underlying  tract.  The  margins  are  again  lightly 
saucerized  in  the  region  of  the  anal  ring  and  the 
routine  postoperative  care  is  followed. 

I have  never  witnessed  sphincter  incontinence 
following  such  a procedure,  even  in  the  most  com- 
plicated fistulas.  The  interval  between  the  two 
operations  permits  the  infiltration  of  the  adjacent 
tissue  and  the  filling  in  of  some  granulation  tis- 
sue which  acts  as  a splint  to  the  sphincter  muscle. 
Then  instead  of  collapsing  at  the  second  opera- 
tion, the  cut  ends  merely  separate  and  gradually 
come  together  with  only  a small  amount  of  inter- 
vening scar  tissue. 

(Bibliography  in  Reprints) 

*At  the  conclusion  of  all  rectal  operations,  we  have  found  it 
adds  much  to  the  patient’s  comfort  to  introduce  the  ointment 
described  by  the  author  before  the  American  Proctologic  Society 
several  years  ago.  One  part  of  nupercaine  ointment  1%  and 
three  parts  of  1%%  carbolized  vaseline  are  blended  together 
and  one  ounce  of  this  mixture  is  introduced  into  the  rectum 
with  a metal  syringe.  The  same  ointment  is  used  to  impregnate 
the  gauze  pack  described  above.  This  ointment  has  definite 
anesthetic  properties,  is  slightly  antiseptic,  is  somewhat  of  a 
cauterant,  thereby  tending  to  diminish  oozing,  and  it  prepares 
for  the  first  act  of  elimination  by  anointing  the  lower  end  of 
the  intestinal  tube  with  a lubricant  possessing  anesthetic  quali- 
ties. 
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It  is  not  in  the  province  of  this  paper  to  dis- 
cuss the  indications  for  or  the  technique  of  the 
various  urological  operative  and  instrumental  pro- 
cedures relative  to  obstructive  lesions  of  the  uri- 
nary tract.  Medical  management  is  discussed 
and  some  pertinent  facts  with  regard  to  hydro- 
nephrosis, the  effect  of  obstruction  and  infection, 
and  reasons  for  various  types  of  treatment  are 
mentioned  in  general. 

By  conservative  treatment  of  the  surgical  kid- 
ney, is  meant  early  removal  or  correction  of  ob- 
structive lesions  of  the  kidney,  ureter,  bladder,  or 
urethra  before  the  kidney  has  been  totally  de- 
stroyed, with  the  object  of  conserving  renal  tis- 
sue. Whether  or  not  the  procedure  itself  is  dif- 
ficult or  radical,  is  of  little  concern ; conserva- 
tion of  renal  function  is  the  object  desired.  The 
procedures  leading  to  this  end  are  either  instru- 
mental or  surgical,  combined  with  medical  man- 
agement, and  they  depend  upon  kidney  function, 
presence  or  absence  of  infection,  and  location  and 
type  of  obstruction. 

Changes  of  the  renal  parenchyma  occur  in  as- 
sociation with  obstruction  anywhere  in  the  urinary 
tract,  and  because  renal  function  is  vital  obstruc- 
tive lesions  must  be  corrected  early.  Back  pres- 
sure as  a result  of  obstruction  is  of  prime  concern. 
We  must  consider  the  condition  of  the  kidney, 
how'  it  has  withstood  the  effects  of  back  pressure, 
and  what,  if  any.  has  been  the  role  of  secondary 
infection. 

Before  going  further,  hydronephrosis  and  hy- 
dronephritic  atrophy,  their  definiton,  and  cause 
should  be  considered.  Hydronephrosis  is  a 
collection  of  urine  in  the  pelvis  of  the 
kidney,  with  distenison  of  the  pelvis  and 
atrophy  of  the  parenchyma,  accompanied  by 
and  resulting  from  urinary  obstruction.  It  is  dis- 
tinguished from  pyonephrosis,  w'hich  is  a closed 
suppurating  kidney  with  little  pelvic  dilatation, 
progressively  following  a severe  pyelonephritis. 
A suppurating  hydronephrosis  is  differentiated 
bv  the  term  “infected  hydronephrosis.”  However, 
the  latter  may  become  a pyonephrosis  if  pyelo- 
nephritis intervenes.  Hydronephritic  atrophy  is 
caused  either  by  partial,  complete,  temporary,  or 
intermittent  obstruction,  the  obstruction  being  the 
primary  factor.  Hydronephritic  atrophy  differs 
from  the  complete  atrophy  noted  in  other  secre- 
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tory  organs  in  which  early  primary  atrophy  is  the 
result.  The  atrophy  of  hydronephrosis  is  late 
and  entirely  different.  One  would  suppose  that 
complete  obstruction  would  result  in  primary 
atrophy.  This  is  not  the  case — hydronephrosis 
results.  Hinman  found  in  many  hundreds  of  ex- 
perimental animals  that  a complete  ureteral  liga- 
ture produced  a primary  atrophy  only  once  or 
twice  in  rabbits,  and  then  in  association  with  in- 
fection. Hydronephrosis  of  a uniform  degree,  in 
proportion  to  the  period  of  obstruction  and  the 
freedom  from  infection,  was  a constant  result. 
Renal  secretion,  then,  does  continue  in  the  pres- 
ence of  any  type  of  obstruction,  even  after  liga- 
ture of  the  ureter,  which  can  easily  be  proven  by 
injecting  dye  into  the  kidney  pelvis  of  such  a 
kidney  and  then  noting  its  disappearance.  This 
fact  explains  the  development  of  slow  atrophy  of 
the  kidney,  so-called  hydronephritic  atrophy,  in- 
stead of  primary  atrophy.  The  atrophy  itself  is 
the  result  of  ischemia  due  to  pressure  of  the  re- 
tained urine.  The  important  fact  is  that  com- 
plete destruction  of  function  is  late  if  infection 
is  absent,  and  therefore  instrumental  or  operative 
procedures  designed  to  remove  obstructive  lesions 
and  promote  drainage  should  be  done  in  many 
cases  rather  than  radical  nephrectomy. 

What  is  the  role  played  by  infection  in  hydro- 
nephrosis? Ordinary  hydronephritic  atrophy  may 
end  in  a more  rapid  destruction  of  kidney  func- 
tion with  the  development  of  an  infected  hydro- 
nephrosis, while  if  pyelonephritis  intervenes  pyo- 
nephrosis is  the  end  result.  If  infection  is  pres- 
ent, early  rapid  primary  atrophy  may  be  the  re- 
sult instead  of  late  hydronephritic  atrophy. 

Kidney  function  and  infection  are  the  main 
considerations,  then,  in  investigating  and  treat- 
ing surgical  kidney  disease.  Function  of  the  two 
kidneys  can  be  estimated  roughly  by  many  com- 
mon tests  such  as  the  pheno-sulphothalein  test, 
the  Mosenthal  urine  concentration  test,  blood 
urea  clearance,  estimation  of  the  non-protein 
nitrogen,  and  the  urea  ratio  test  as  described  by 
Mosenthal.  However,  the  divided  functional  test 
of  the  two  separate  kidneys  is  the  final  word 
prior  to  operative  procedures.  This  entails  com- 
parison of  the  time  of  the  appearance  of  the  dye 
from  each  kidney  and  the  percentage  of  the  dye 
present  in  each  specimen  collected  over  a period 
of  time.  Intravenous  urography  also  is  helpful 
in  estimating  renal  function.  Using  any  or  all 
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of  these  various  tests,  one  can  accurately  deter- 
mine the  condition  of  the  kidney  prior  to  instru- 
mental or  surgical  procedures.  These  tests  are 
not  infallible,  and  final  decision  of  the  functional 
capacity  of  the  kidney  must  be  reserved  for  the 
surgeon  at  the  time  of  operation.  Occasionally 
what  was  thought  to  be  a non-functioning  kidney 
by  available  pre-operative  tests,  at  operation  has 
been  found  to  have  considerable  good  functioning 
cortex  remaining  with  good  functional  capacity. 

What  are  the  objects  of  conservative  treatment 
as  opposed  to  early  radical  nephrectomy?  Pri- 
marily to  preserve  renal  tissue.  And  why  should 
we  be  so  concerned  about  the  function  of  one  kid- 
ney? Because,  first,  the  patient  may  have  only 
one  good  kidney,  either  because  of  previous 
nephrectomy  or  congenital  absence  of  one  kidney. 
Or  perhaps  the  opposite  kidney  has  been  func- 
tionally so  impaired  that  it  could  not  maintain 
life  if  its  fellow  were  removed.  Again,  certain 
conditions,  such  as  aberrant  vessels  passing  to  the 
lower  pole  of  the  kidney  causing  kinking  and 
obstruction  of  the  upper  ureter,  may  be,  and 
frequently  are,  bilateral.  Also  calculi  occasionally 
recur  in  the  remaining  kidney  after  nephrectomy. 
These  are  but  some  of  the  more  obvious  reasons. 
Our  duty  then,  is  to  relieve  obstruction  and  eradi- 
cate infection  either  by  medical,  instrumental,  or 
surgical  means. 

Medical  treatment  of  urinary  infections  in  gen- 
eral consists  of  rendering  the  urine  bacteriastatic 
if  not  bacteriacidal.  Methenamine  is  the  best 
drug  available  and  is  given  together  with  diet, 
or  drugs,  or  both,  to  render  the  urine  acid.  A 
good  rule  to  follow  is  the  more  acid  the  urine 
the  more  effective  will  be  the  methenamine  for 
acidity  of  the  urine  below  a ph  of  5.2  of  itself 
is  bacteriastatic.  xAinmonium  chloride  and  sodium 
acid  phosphate  are  the  most  useful  acidifiers. 
Frequently  an  acid  ash  diet  together  with  drugs 
is  necessary.  In  the  presence  of  a bacillus  proteus 
infection,  or  residual  urine,  it  may  be  nearly  im- 
possible to  acidify  the  urine.  Acriflavine  is  ef- 
fective in  both  acid  and  alkaline  urine,  particularly 
efficacious  in  lower  urinary  tract  and  coccal  in- 
fections. Recently  the  use  of  mandelic  acid  has 
been  advocated  because  of  its  ability  to  render  the 
urine  acid  and  because  of  its  similarity  in  action 
to  the  ketone  bodies,  to  which  is  ascribed  an  anti- 
septic value  and  is  the  basis  for  the  use  of  the 
ketogenic  diet.  The  major  benefit  from  the  keto- 
genic  diet  is  probably  derived  from  the  high  acid- 
ity of  the  urine  (ph  5.2  or  lower).  This  acidity 
may  be  obtained  much  more  comfortably  by  an 
acid  ash  diet  and  acidifying  drugs.  Therefore,  it 
remains  to  be  proven  that  mandelic  acid  is  suf- 


ficiently superior  to  other  drugs  to  warrant  its 
excessive  expense.  In  connection  with  medical 
management  of  renal  obstructions  and  infections 
mention  should  be  made  of  pituitrin  which  stim- 
ulates the  smooth  musculature  of  the  ureter  thus 
promoting  drainage.  Elevation  of  the  foot  of  the 
bed  may  straighten  ureteral  kinks  by  upward 
placement  of  ptosed  kidneys.  Smooth  muscle  re- 
laxation is  desirable  at  times  and  may  be  pro- 
duced by  a number  of  drugs.  Relief  of  pain  and 
fluids  are  essential. 

It  seems  fitting  to  say  a word  in  general  about 
renal  calculi  since  the  vast  majority  of  obstructive 
lesions  of  the  ureter  and  ureteropelvic  juncture 
are  the  result  of  calculi.  These  must  be  dealt 
with  instrumentally  or  surgically  according  to 
their  size,  location,  and  the  degree  of  obstruction 
and  infection  present.  Many  advances  have  been 
made  in  the  past  few  years  in  the  medical  man- 
agement of  renal  calculi.  Briefly  some  of  these 
are : 

Renal  calculi  may  be  divided  into  two  groups 
according  to  their  chemical  composition ; those 
which  form  in  acid  urine  and  those  which  form 
in  alkaline  urine.  Those  composed  of  uric  acid, 
cystine,  and  xanthine  are  acid  stones,  while  those 
composed  of  carbonate,  phosphate,  and  calcium 
are  alkaline  stones.  Oxalate  stones  form  in  a 
wide  range  of  ph,  but  for  practical  purposes  they 
may  be  considered  alkaline  stones.  Remember, 
the  vast  majority  of  stones  are  of  the  alkaline 
variety.  It  is  known  that  patients  usually  form 
only  one  kind  of  stone.  Therefore,  after  spon- 
taneous passage  or  surgical  removal  of  an  alkaline 
stone,  acidification  of  the  urine  is  frequently  suf- 
ficient to  prevent  recurrence,  assuming  that  the 
infection  and  obstruction  have  been  relieved.  Al- 
kalinization  of  the  urine  in  acid  stone  formers  is 
also  effective.  In  either  case,  high  acid  ash  diet 
or  high  alkaline-ash  diet,  together  with  alkaliniz- 
ing  or  acidifying  drugs  are  of  benefit.  Ph  deter- 
minations of  the  urine  should  be  run  daily  and 
the  urine  should  be  checked  for  precipitates.  If 
crystals  are  forming,  the  ph  must  be  shifted  to 
a higher  or  lower  level  as  the  case  may  be.  Chlor- 
phenol-red  indicator  may  be  used  to  estimate 
roughly  the  ph  of  the  urine.  This  indicator 
changes  color  at  approximately  ph  5.5. 

Vitamin  A plays  a part  in  stone  formation. 
Experimentally  the  lack  of  vitamin  A in  a diet 
fed  to  white  rats  has  produced  stones  in  a high 
percentage  of  otherwise  healthy  animals.  When 
vitamin  A in  high  concentration  was  given  to 
these  same  animals  many  of  these  calculi  disap- 
peared. Fliggins  has  been  able  to  cause  the  spon- 
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taneous  dissolution  of  stones  in  a number  of  pa- 
tients by  giving-  vitamin  A in  the  form  of  Caro- 
tene-in-oil capsules.  Mtamin  A has  also  a known 
specific  healing  effect  upon  the  epithelium,  and 
therefore  it  should  be  given  after  nephrotomy  or 
pyelotomy  for  stone  in  order  to  assist  in  the  heal- 
ing of  the  epithelium  of  the  pelvis  denuded  by 
trauma  of  the  calculus.  This  will  prevent  deposi- 
tion of  crystals  on  the  denuded  area  and  thus  pre- 
vent recurrence,  ^’itamin  A,  in  itself,  is  known 
to  assist  in  rendering  the  urine  acid  in  difficult 
cases. 

Several  years  ago  the  group  working  at  the 
Massachusetts  General  hospital  presented  a series 
of  cases  of  renal  calculi  where  hyperparathyroid- 
ism was  proven  and  this  was  advanced  as  the 
cause.  Hyperparathyroidism  has  long  been  rec- 
ognized as  the  causative  factor  of  Von  Reckling- 
hausen's disease,  or  oseteitis  fibrosa  cystica. 
Therefore,  when,  in  addition  to  calculi,  the  x-ray 
shows  decalcification,  bone  cysts,  etc.,  or  when 
there  is  a history  of  repeated  recurrence  of  stone, 
the  probable  presence  of  hyperparathyroidism  is 
to  be  suspected.  Albright  says  that  “Hyperpara- 
thyroidism is  a sufficiently  frequent  cause  of  ren- 
al stone  formation  that  its  presence  must  be  ruled 
in  or  out  in  every  case  of  this  disease.”  Barney 
and  !Mintz  report  twelve  such  cases  in  288  cases 


of  stone  (4.16% ),  all  proven  at  operation.  A 
serum  calcium  above  11  mgm.  per  100  cc.  and 
serum  phosphorus  below  3.5  mgm.  per  100  cc. 
should  arouse  suspicion.  Castelman  and  Mallory 
say  stone  formation  precedes  bone  lesions  by  sev- 
eral years  in  those  cases  showing  calculi.  There- 
fore, if  we  are  to  diagnose  this  condition  early, 
we  must  not  wait  for  osseous  evidence.  The  sur- 
gical treatment  of  these  cases  is  I'emoval  of  the 
parathyroid  tumors  or  parathyroid  hyperplasia. 

In  concluding  it  should  be  emphasized  that 
conservative  surgical  or  instrumental  procedures 
if  instituted  before  total  destruction  of  the  kidney 
has  taken  place,  particularly  in  cases  where  infec- 
tion has  played  a minor  part,  will  save  many 
patients  the  more  radical  nephrectomy.  Renal 
calculi,  the  most  frequent  cause  of  ureteral  ob- 
struction must  be  thought  of  from  the  general 
constitutional  standpoint  and  their  medical  man- 
agement is  important  with  a view  as  to  cause, 
prevention  and  treatment,  to  say  nothing  of  in- 
strumental or  surgical  removal.  What  is  the 
function  of  the  kidney,  what  is  the  degree  and 
type  of  infection,  and,  is  there  some  obstructive 
lesion  in  the  urinary  tract ; these  are  some  of  the 
questions  to  be  considered  in  approaching  the  pa- 
tient with  surgical  kidney  disease. 

(References  in  Reprints) 
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Msceral  injuries  from  external  violence  have 
become  increasing!}'  more  important  as  they  have 
become  more  numerous.  Statistics  for  the  past 
two  decades  show  that  deaths  from  internal  in- 
juries have  constantly  increased  with  the  increase 
in  accidents  resulting  from  the  wider  distribution 
of  automobiles  and  the  greater  speeds  with  which 
they  are  driven,  from  the  more  widespread  use 
and  unrestricted  sale  of  firearms  and  from  an  in- 
crease in  hazardous  sports  and  occupations. 

Statistics  also  show  that  the  mortality  rate  in 
this  group  of  cases  for  the  country  as  a whole  re- 
mains at  the  appalling  level  of  approximately  50 
per  cent.  That  this  is  much  too  high  is  suggested 
by  the  much  lower  mortality  rates  reported  by  in- 
dustrial surgeons  and  by  large  city  and  industrial 
hospitals  where  patients  are  seen  soon  after  injury 
and  are  given  the  advantage  of  immediate  treat- 
ment of  shock  and  hemorrhage  and  of  early  ex- 

*Read  at  the  meetings  of  the  Elkhorn  Valley  Medical  Society 
at  Norfolk,  Nebraska,  August  27,  1936,  and  of  the  Omaha- 
Douglas  County  Medical  Society  at  Omaha,  Nebraska,  January 
12.  1937. 


ploration  of  the  abdomen  or  chest  in  all  cases  in 
which  visceral  rupture  is  suspected. 

These  cases  demand  not  only  immediate  treat- 
ment but  also  constant  observation,  so  should  be 
cared  for  if  possible  near  the  site  of  injury.  For 
the  same  reasons  they  should  be  hospitalized,  but 
if  this  necessitates  transportation  for  considerable 
distance  treatment  for  recovery  from  the  primary 
shock  should  be  instituted  before  removal  is  un- 
dertaken. Not  a few  patients  die  within  the  first 
few  hours  solely  from  shock. 

Too  great  emphasis  cannot  be  placed  upon  the 
importance  of  time  and  upon  the  condemnation 
of  procrastination.  Proper  treatment  demands 
the  immediate  administration  of  shock  therapy 
and  the  exploration  of  the  abdomen  after  recov- 
ery from  shock  or  within  the  first  four  or  five 
hours  in  every  case  in  which  there  is  evidence  of 
a progressive  hemorrhage  or  in  which  there  ex- 
ists any  suspicion  as  to  the  possibility  of  a rup- 
tured hollow  viscus.  If  these  cases  are  to  be 
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saved  hemorrhage  must  be  controlled  and  blood 
replaced  before  they  become  exsanguinated,  or 
in  the  case  of  a ruptured  hollow  viscus  such  as 
the  bowel,  stomach  or  bladder,  such  rupture  must 
be  closed  within  the  first  few  hours  while  soiling 
of  the  peritoneal  cavity  is  still  localized  and  be- 
fore the  onset  of  a frank  peritonitis.  The  ab- 
domen must  be  explored  often  upon  suspicion,  for 
to  delay  for  tbe  appearance  of  unmistakable  signs 
of  peritonitis  is  to  delay  too  long.  If  this  dictum 
is  followed  an  occasional  abdomen  will  be  opened 
unnecessarily,  but  since  simple  exploration  is  not 
a hazardous  procedure  in  such  cases  no  great 
harm  will  be  done  to  the  occasional  patient,  com- 
pared to  the  many  lives  that  will  be  saved  by 
early  exploration.  Fortunately,  most  hemorrhages 
progress  sufficiently  slowly  to  permit  the  patient 
to  arrive  at  the  hospital  if  the  distance  is  not  too 
great  and  to  permit  surgical  control  of  the  hem- 
orrhage. Fortunately,  also,  there  follows  for  a 
period  of  one  to  six  hours  after  injury  to  the 
abdomen  an  ileus  or  motor  paralysis  along  the 
gastro-intestinal  tract.  Thus,  without  peristalsis, 
the  soiling  from  the  rent  in  the  bowel  during  this 
period  is  localized  and  rather  minimal,  but  usually 
within  six  hours  peristalsis  is  resumed,  large 
quantities  of  bowel  content  are  discharged  through 
the  rent  and  churned  diffusely  about  the  peri- 
toneal cavity  to  establish  a generalized  chemical 
or  bacterial  peritonitis. 

Traumatic  injuries  to  the  abdomen  can  be 
classified  into  four  types. 

1.  Simple  Concussions  or  Contusions: 

In  this  group  there  is  no  important  injury  to 
the  viscera  and  none  that  requires  operative  in- 
tervention. In  the  milder  forms  the  patient  is 
“knocked  out'’  for  a few  minutes,  a common  ex- 
perience from  a blow  to  the  abdomen.  In  the 
more  severe  forms  there  is  marked  pallor,  an 
anxious  expression,  sometimes  temporary  loss  of 
consciousness,  severe  pain  in  the  abdomen,  lab- 
ored, shallow  respiration,  a thin,  rapid  pulse, 
clammy  extremities,  a low  blood  pressure,  sub- 
normal temperature,  and  frequently  nausea  and 
vomiting.  From  this  temporary  state  of  shock 
there  is  recovery  within  a few  hours,  leaving  the 
patient  with  only  a tender  abdomen,  but  occasion- 
ally there  follows  a dangerous  acute  dilatation  of 
the  stomach  or  ileus.  The  former  can  be  relieved 
by  passing  a Levine  stomach  tube  and  keeping 
the  stomach  empty  for  a few  hours  with  negative 
pressure  drainage.  Ileus  can  be  relieved  by  hot 
applications  to  the  abdomen,  enemas,  and,  if  nec- 
essary, repeated  small  doses  of  pitresin.  Since 
these  cases  present  the  picture  of  shock  as  do 


those  viscerally  injured,  they  often  are  indistin- 
guishable from  them  until  two  or  three  hours  have 
elapsed  and  it  is  in  this  group  that  unnecessary 
e.xplorations  may  occasionally  be  performed.  The 
shock,  however,  is  likely  to  be  less  profound  and 
the  recovery  from  it  more  rapid. 

2.  Contusions  With  Visceral  Ruptures: 

In  this  group  there  is  first  of  all  the  primary 
shock  which  has  just  been  described,  from  which 
the  patient  recovers  in  two  or  three  hours,  or 
sooner,  with  proper  methods  of  shock  treatment. 
There  then  follows,  unless  the  patient  succumbs 
rapidly  from  a massive  hemorrhage  or  profound 
shock,  a progressive  picture  of  hemorrhage  or 
that  of  peritoneal  irritation,  and  later,  peritonitis. 
In  cases  of  hemorrhage,  after  recovery  from  the 
primary  shock  the  pulse  and  pallor  will  again 
begin  to  increase,  the  blood  pressure  will  grad- 
ually fall,  the  patient  will  become  restless,  com- 
plain of  tbirst,  and  assume  a “frozen  position,” 
by  which  is  meant  that  he  lies  perfectly  quiet,  re- 
fusing or  dreading  to  move  on  account  of  pain. 
Respirations  become  progressively  more  rapid  and 
shallow,  to  a state  of  air  hunger  in  extremis.  If 
the  hemorrhage  has  been  intraperitoneal  there 
will  be  nausea  and  vomiting,  varying  degrees  of 
spasm  of  the  abdominal  muscles,  acute  tenderness, 
shifting  dullness,  increasing  distension  and  local 
signs  and  symptoms  depending  upon  the  organ 
involved.  In  the  case  of  a ruptured  hollow  vis- 
cus there  will  be  a latent  interval  after  recovery 
from  shock  before  the  onset  of  peritoneal  irrita- 
tion and  peritonitis,  in  which  the  patient  appears 
quite  well  with  the  exception  that  he  will  continue 
to  complain  of  pain  unless  this  symptom  has  been 
masked  by  the  administration  of  too  much  mor- 
phine or  hypnotics.  This  is  the  period  in  which 
the  patient  should  be  explored,  and  the  period  in 
which  the  surgeon  is  likely  to  be  deceived  into 
unwise  procrastination.  If  the  patient  continues 
to  complain  of  pain,  if  the  pulse  rate  fails  to  re- 
cede to  normal,  if  there  is  evidence  of  gas  free 
in  the  peritoneal  cavity,  as  can  frequently  be 
demonstrated  between  the  liver  and  the  dia- 
phragm by  physical  signs  and  by  an  x-ray  exam- 
ination with  the  patient  sitting  upright,  or  if  he 
continues  to  be  nauseated,  the  abdomen  should  be 
opened.  With  the  onset  of  peritonitis,  the  tem- 
perature which  has  been  sub-normal  becomes  ele- 
vated, the  pulse  becomes  much  more  rapid  and  of 
less  volume,  spasm  of  the  abdominal  muscles 
greatly  increases,  tenderness  becomes  more  mark- 
ed and  more  diffuse,  the  abdomen  becomes 
“quiet”  and  progressively  more  distended  with 
the  onset  of  ileus,  nausea  and  vomiting  are  pres- 
ent in  varying  degrees,  and  the  patient  assumes  a 
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"frozen  position"  and  acquires  peritoneal  facies, 
a picture  with  which  we  all  are  too  familiar. 

3.  Penetrating  Wounds: 

In  the  third  group  fall  the  penetrating  wounds, 
as  bullet  wounds  and  stab  wounds  which  may  or 
may  not  penetrate  and  damage  viscera.  If  they 
perforate  or  shatter  solid  viscera,  they  give  rise 
to  hemorrhage,  or  if  they  perforate  hollow  vis- 
cera, there  results  soiling  and  peritonitis.  They 
also  carry  in  an  added  element  of  contamination 
and  infection  from  the  exterior  and  are  prone  to 
give  rise  to  tetanus,  gas  bacillus,  streptococcus 
and  other  infections  not  only  of  the  peritoneal 
cavity  but  also  the  abdominal  wall.  In  this  group, 
valuable  information  can  sometimes  be  obtained 
by  ascertaining  the  direction  which  the  penetrat- 
ing object  took  in  traversing  the  abdominal  cavity 
as  judged  by  projecting  its  course  from  the  point 
of  entrance  to  the  point  of  exit,  or  if,  as  in  the 
case  of  a bullet,  it  did  not  leave  the  body,  by  re- 
course to  an  x-ray  examination  of  the  abdomen 
and  chest.  Unless  the  wound  has  been  a grazing 
one  along  the  side  of  the  abdominal  wall  and  ob- 
viously has  not  entered  the  peritoneal  cavity,  the 
abdomen  with  few  exceptions  should  be  explored 
immediately.  There  is  no  special  consideration 
in  this  group  with  the  exception  of  treatment  of 
wounds  of  the  abdominal  wall.  These  should  be 
completely  and  thoroughly  debrided,  particularly 
the  wounds  of  entrance.  This  is  best  done  by 
excising  a core  of  tissue  down  to  the  peritoneum, 
removing  all  tissue  which  came  in  direct  contact 
with  the  penetrating  object.  The  peritoneum 
should  be  water-tightly  sutured,  the  wound  then 
copiously  irrigated  with  a bland  solution  such  as 
normal  saline  and  closed  with  drainage.  Invar- 
iably the  patient  should  then  receive  a prophylac- 
tic dose  of  tetanus  antitoxin.  To  open  the  ab- 
domen for  treatment  of  injured  viscera,  an  inde- 
pendent incision  should  be  made  remote  from  the 
puncture  wound.  That  is,  the  abdomen  should 
not  be  explored  through  the  wound  of  injury. 

Penetrating  wounds  are  of  two  types,  exogen- 
ous, which  has  just  been  described,  and  endo- 
genous, which  is  characterized  by  penetration  of 
an  organ  such  as  the  liver  or  lung  by  fragments 
of  a fractured  rib,  or  of  the  bladder  or  bowel  by 
a spicule  of  bone  in  association  with  fractures  of 
the  pelvis. 

4.  Herniations : 

These  are  of  two  types.  Where  there  has  been 
an  extensive  laceration  of  the  abdominal  wall 
with  the  loss  of  much  substance,  there  may  be 
an  immediate  evisceration  or  a subsequent  hernia. 


Secondly,  not  infrequently  following  a severe 
blow  upon  the  abdomen,  the  diaphragm  is  rup- 
tured and  a traumatic  diaphragmatic  hernia  fol- 
lows. These  injuries  are  too  infrequent  to  deserve 
further  consideration  in  this  discussion. 

SOLID  VISCERA 

Liver:  The  liver  is  the  most  commonly  injured 
organ,  constituting  40%.  Injuries  may  be  both 
intracapsular  and  complete  tears,  mainly  the  lat- 
ter and  almost  always  involving  the  right  lobe. 
Pain  is  e.xjierienced  under  the  right  costal  mar- 
gin and  in  the  back,  and  is  usually  also  referred 
to  the  top  of  the  right  shoulder.  Every  move- 
ment, even  that  of  respiration,  increases  the  pain, 
and  for  this  reason  respiratory  excursions  are 
often  shallow  and  the  patient  elects  to  lie  quietly 
on  his  back  or  right  side. 

If  the  hemorrhage  is  intracapsular,  the  liver 
becomes  very  large  and  can  be  palpated  below  the 
costal  margin  as  a very  tender  mass  which  de- 
scends with  respiration. 

Blood  escaping  into  the  peritoneal  cavity  first 
gravitates  into  the  right  lumbar  gutter,  giving  rise 
to  dullness  in  the  right  flank  which  shifts.  Spasm 
and  tenderness  are  more  marked  along  this  side 
and  may  predominate  so  as  to  misdirect  the  ob- 
server in  regard  to  the  seat  of  injury.  In  all  in- 
juries the  right  diaphragm  is  elevated.  Shock  is 
likely  to  be  unusually  severe — the  irritating  ac- 
tion of  the  bile  salts  in  the  extravasated  bile  being 
a contributory  factor. 

Operative  treatment  consists  of  closure  of  the 
rent  with  deep,  loosely  tied  mattress  sutures  if 
possible.  Otherwise  bleeding  is  controlled  by 
packing  tightly  with  gauze,  the  ends  of  which 
project  out  of  the  wound.  The  gauze  is  gradual- 
ly removed  ten  or  more  days  later. 

Spleen:  Injuries  to  the  spleen  are  of  three 
types : 

1.  Massive  hemorrhage  with  death  occurring 
within  a few  minutes  or  an  hour  or  two.  For- 
tunately these  cases  are  uncommon. 

2.  Slowly  progressing  hemorrhages.  In  this 
group  fall  75%  of  all  cases. 

3.  Delayed  hemorrhages,  which  make  up  most 
of  the  remainder. 

In  all  cases,  the  blow  has  usually  been  received 
on  the  left  side  of  the  abdomen.  Pain  is  first 
felt  under  the  left  costal  margin,  is  sharp  and 
often  is  referred  to  the  top  of  the  left  shoulder. 
There  follows  shock  of  varying  degrees,  nausea 
and  vomiting,  and  a desire  of  the  patient  to  lie  on 
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the  left  side  with  the  thighs  flexed.  All  motion 
and  deep  breathing  are  painful.  Blood  first  gravi- 
tates down  along  the  lumbar  gutter  on  the  left 
side  where  it  may  produce  a fullness.  Tender- 
ness and  spasm  may  be  limited  to  this  side  or  may 
be  generalized,  depending  upon  the  extent  of  the 
hemorrhage.  There  may  be  shifting  dullness  and 
often  distension.  If  the  bleeding  continues,  there 
are  the  usual  signs  of  progressive  hemorrhage. 
In  the  third  group,  those  with  delayed  hemor- 
rhage. there  is  sudden  pain  under  the  left  costal 
margin  and  shock,  the  latter  subsides  soon  after 
injury,  but  the  pain  usually  persists  in  a lesser 
degree.  Often  patients  are  able  to  return  to  their 
work  and  are  ambulatory  for  one  or  several  days, 
when  they  suddenly  collapse  with  a moderate  or 
massive  hemorrhage,  and  then  present  the  signs 
of  the  two  former  groups.  In  these  cases  there 
has  been  either  an  intracapsular  hemorrhage 
which,  after  a lapse  of  hours  or  days,  suddenly 
breaks  through  the  capsule  and  bleeds  profusely, 
or  a perforation  of  the  spleen  which  has  been 
temporarily  sealed  off  with  a blood  clot  or  by  the 
omentum.  It  is  probable  that  dislodgement  of 
the  clot  or  autolysis  of  splenic  tissue  exposes  the 
vessels  and  hemorrhage  is  resumed.  Treatment 
of  election  of  all  injuries  to  the  spleen  associated 
with  hemorrhage  consists  of  splenectomy.  If 
this  is  technically  impossible,  or  if  the  patient’s 
general  condition  does  not  permit  immediate  re- 
moval, attempts  to  control  the  hemorrhage  are 
made  by  clamping  the  pedicle  or  by  packing  the 
rent  tightly  with  gauze.  Then  as  soon  as  the 
patient's  condition  improves  sufficiently  with  the 
aid  of  blood  replacement  to  permit  re-operation, 
the  spleen  is  removed.  If  this  is  not  done  the 
gauze  is  removed  gradually  after  ten  or  more 
days. 

Kidney:  Injury  gives  rise  to  hemorrhage  pri- 
marily, and  in  many  cases,  to  extravasation  of 
urine.  Both  take  place  retroperitoneally.  There 
is  a history  of  a blow  to  the  flank  followed  by 
severe  pain  at  this  site,  hematuria,  shock,  signs  of 
hemorrhage,  appearance  of  a fullness  in  the  flank, 
and  a mass  in  the  lumbar  gutter.  There  may  be 
colic  from  the  passing  of  clots  along  the  ureter, 
often  abdominal  distension,  and  occasionally  a 
temporary  anuria.  A perinephritic  hematoma 
may  subsequently  become  infected  and  produce  a 
perinephritic  abscess. 

In  the  majority  of  cases  conservative  or  ex- 
pectant treatment  is  all  that  is  necessary.  In 
most  of  them,  the  hemorrhage  subsides  and  the 
patient  recovers  without  operation.  If  hemor- 
rhage and  extravasation  of  urine  continue  so  that 
operative  intervention  is  indicated,  it  should  be 


conservative  if  possible,  controlling  the  hemor- 
rhage by  suture  or  a gauze  pack  and  resorting  to 
nephrectomy  only  in  cases  in  which  the  kidney 
is  irreparably  damaged  and  in  which  this  is  the 
only  means  of  controlling  hemorrhage.  It  is  very 
important  to  investigate  the  function  of  the  other 
kidney  if  possible  before  operation,  to  be  sure 
that  one  is  not  removing  a solitary  kidney  or  the 
only  functioning  kidney.  Some  information  can 
be  obtained  quickly  by  the  use  of  intravenous 
pyelography,  otherwise,  cystoscopy  with  cathe- 
terization of  the  ureter  of  the  uninvolved  kidney. 
Perinephritic  abscesses  subsequently  necessitate 
drainage. 

In  some  cases  there  is  difficulty  in  determining 
whether  the  kidney  is  the  only  organ  injured  or 
is  associated  with  rupture  of  an  intraperitoneal 
viscus.  When  indeterminent,  the  peritoneal  cav- 
ity should  be  explored  first. 

Pancreas:  Injuries  to  this  organ  may  give  rise 
to  two  results.  First,  a complete  tear  with  ex- 
travasation of  pancreatic  secretion,  pancreatic  di- 
gestion and  fat  necrosis,  as  in  acute  pancreatitis. 
L'nless  repaired  and  drained  early,  these  cases  are 
usually  rapidly  fatal.  There  is  another  group  in 
which  some  days  or  weeks  or  months  later,  there 
develops  a pancreatic  cyst. 

HOLLOW  VISCERA 

Urinary  bladder:  The  bladder  may  be  ruptured 
or  perforated  in  association  with  fractures  of  the 
pelvis,  particularly  of  the  pubic  bones,  or  by  a 
direct  blow  independent  of  fracture.  It  is  im- 
portant to  remember  that  an  empty  bladder  is 
seldom  injured.  Extravasation  may  occur  into 
the  peritoneal  cavity,  or  may  be  extra  peritoneal. 
Injury  to  the  bladder  should  always  be  suspected 
in  patients  with  fractures  of  the  pelvis,  particular- 
ly if  the  patient  has  passed  bloody  urine,  or  has 
been  unable  to  void  despite  a constant  urge  to  do 
so,  and  if  he  has  constant  and  increasing  pain  in 
the  region  of  the  bladder.  The  presence  of  a per- 
foration of  the  bladder  can  be  determined  very 
simply  and  quickly  by  inserting  a catheter  with  the 
patient  in  Fowler's  position,  and  introducing  a 
measured  amount  of  sterile  salt  solution.  If  less 
fluid  is  returned  than  the  amount  introduced, 
there  is  evidence  that  it  has  escaped  from  the  blad- 
der. Similarly,  air  can  be  injected  and  the  pres- 
ence of  air  outside  the  bladder  or  in  the  peritoneal 
cavity  in  a roentgenogram  is  conclusive  evidence 
of  perforation. 

All  cases  with  perforation  demonstrated  or 
suspected  should  be  explored  as  soon  as  they 
have  recovered  from  the  initial  shock  of  injury. 
The  bladder  is  exposed  through  a suprapubic  in- 
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cision  and  drainage  established  if  the  rent  is  ex- 
traperitoneal.  If  the  extraperitoneal  portion  is 
intact  tlie  peritoneum  is  opened,  the  rent  exposed 
and  closed,  and  the  peritoneal  cavity  tightly 
closed.  The  bladder  is  then  drained  by  a supra- 
pubic extraperitoneal  drainage  tube  around  which 
the  bladder  is  closed  tightly  so  that  no  leakage 
will  occur  for  2-i  hours  or  longer,  that  is,  until 
the  peritoneal  cavity  has  become  firmly  sealed  off. 

Urethra:  The  bulbous  portion  of  the  urethra  is 
most  commonly  injured,  and  most  often  from  fall- 
ing astride,  crushing  the  urethra  against  the  pubic 
bones.  This  results  in  hemorrhage  from  the  mea- 
tus, a hematoma  and  extravasation  of  urine  into 
the  perineal  compartment,  into  the  scrotum  and 
up  over  the  base  of  the  penis  and  abdomen.  Usu- 
ally the  patient  is  unable  to  void  despite  constant 
urgency,  and  should  be  instructed  immediately  to 
refrain  from  any  attempts  to  void.  As  a rule  a 
catheter  cannot  be  passed  into  the  bladder  through 
the  severed  portion  of  the  urethra. 

The  bladder  should  be  opened  immediately,  and 
suprapubic  drainage  established  so  as  to  prevent 
further  extravasation  of  the  urine.  The  urethra 
can  then  be  repaired,  through  an  incision  in  the 
perineum  either  immediately  or  at  a subsequent 
date.  Occasionally,  a catheter  can  be  passed  from 
the  bladder  out  through  the  urethra,  around  which 
repair  of  the  urethra  will  take  place.  If  there 
has  been  much  extravasation,  there  is  likely  to  be 
a diffuse  phlegmon  of  the  perineum  and  scrotum, 
which  should  be  drained  by  multiple  incision. 

Less  commonly,  the  intra-pelvic  portion  of  the 
urethra  is  severed,  particularly  in  fractured  pel- 
ves, causing  an  extravasation  of  urine  into  the 
retro-peritoneal  perivesical  space.  Here  again 
suprapubic  drainage  should  be  established  imme- 
diately and  the  urethra  repaired  either  immedi- 
ately or  subsequently,  as  indicated. 

Intestine : Of  injuries  to  the  bowel,  those  of  the 
small  intestine  comprise  90%  of  cases,  the  large 
bowel,  10%.  Blows  below  the  umbilicus  most 
often  injure  the  ileum  and  caecum,  those  above 
the  umbilicus,  the  jejunum.  The  most  frequent 
sites  of  tears  from  non-penetrating  wounds  are 
at  the  more  fixed  points,  the  ileo-caecal  junction 
and  the  duodenal-jejunal  junction.  Gunshot  or 
stab  wounds  are  likely  to  produce  multiple  per- 
forations. As  mentioned  previously,  the  abdomen 
should  be  opened  within  the  first  few  hours  be- 
fore diffuse  soiling  has  taken  place.  The  whole 
extent  of  the  bowel  should  be  inspected,  a small 
portion  at  a time,  and  when  a perforation  is 
found,  this  should  be  closed  temporarily  with  a 
gastro-enterostomy  clamp  or  Allis  forceps  until 


the  remainder  of  the  bowel  has  been  inspected, 
and  all  perforations  closed  at  one  time.  If  there 
are  multiple  perforations  or  an  injury  to  the 
mesentery,  it  may  be  necessary  to  resect  a seg- 
ment of  bowel.  As  a rule,  perforations  can  be 
closed  without  resection.  The  abdomen  should 
never  be  lavaged,  because  this  only  tends  to  dis- 
seminate infection. 

Injuries  to  the  second  and  third  portions  of  the 
iluodenum  usually  extravasate  retroperitoneally 
as  do  injuries  to  the  posterior  wall  of  the  stomach. 
Closure  of  the  perforation  in  these  cases  should 
be  supplemented  by  drainage  of  the  retroperiton- 
eal space.  Injuries  to  the  duodenum  and  stomach 
are  uncommon  except  for  traumatic  perforations 
of  pre-existing  gastric  or  duodenal  ulcers.  Such 
perforations  should  be  closed,  and  the  abdomen 
closed  without  drainage  and  without  lavage. 

The  gallbladder  and  bile  ducts  are  only  rarely 
injured.  The  gallbladder  is  either  drained,  closed, 
or  removed,  the  bile  ducts  drained  and  repaired. 
Injuries  to  the  mesentery  may  necessitate  resec- 
tion of  bowel  if  ligation  of  the  torn  vessels  robs 
the  blood  supply  of  that  segment  of  bowel.  Sev- 
erance of  the  large  mesenteric  vessels,  aorta  and 
vena  cava,  are  almost  always  rapidly  fatal. 

SUMMARY 

In  treating  all  injuries  to  the  abdomen,  the  first 
indications  are  those  of  treatment  of  shock.  ThB 
is  done  by  alleviating  pain  with  morphine,  which 
should  be  used  judiciously  so  as  not  to  mask  the 
subsequent  progress  of  the  case,  the  administra- 
tion of  hypertonic  glucose  solutions,  complete  rest, 
application  of  heat  to  the  body  and  later,  ice  packs 
to  the  abdomen.  There  should  be  absolutely  noth- 
ing administered  by  mouth  or  by  rectum  until  one 
can  be  absolutely  sure  that  there  is  no  perforation 
of  stomach  or  bowel.  Blood  pressure  raising 
stimulants  such  as  ephedrin  and  adrenalin  should 
be  avoided,  unless  the  patient  is  in  very  severe 
shock.  Fluids  such  as  20%  to  50%  glucose  solu- 
tion given  in  small  amounts  are  preferable  to 
large  infusions  in  the  early  treatment,  because 
they  are  less  likely  to  encourage  hemorrhage. 

If  possible,  these  patients  should  be  typed  rou- 
tinely, and  a donor  obtained  immediately  so  that 
blood  transfusions  can  be  given  for  the  control 
of  shock  and  replacement  in  cases  of  hemorrhage. 
Within  two  hours,  with  this  form  of  treatment, 
the  patient  should  respond  sufficiently  that  ex- 
ploratory operation  can  be  undertaken.  Per- 
sistence of  profound  shock  is  usually  indicative 
of  injury  of  such  magnitude  that  fatal  termina- 
tion is  inevitable. 
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The  greatest  difficulty  in  the  treatment  of  the 
individual  case  with  a traumatic  abdomen  revolves 
around  the  question  of  the  need  of  operative  in- 
tervention. Thus  the  difficulty  lies  in  the  recog- 
nition of  hemorrhage  or  of  the  presence  of  a rup- 
ture of  a hollow  viscus.  It  is  here  that  early  and 
constant  observations  are  so  helpful.  Hemor- 
rhage and  shock  give  the  same  clinical  pictures, 
so  are  indistingiiishable  unless  the  patient  has 
been  observed  constantly  from  the  beginning. 
Thus,  unless  the  injury  is  of  such  magnitude  as 
to  be  rapidly  fatal,  there  will  be  an  abatement  of 
symptoms  of  primary  shock  and  a recovery  per- 
iod before  these  same  symptoms  return,  due  at 
this  time  probably  to  hemorrhage.  Also  failure 
of  complete  and  prompt  recovery  from  shock  us- 
ually indicates  the  presence  of  a major  intra- 
abdominal catastrophe. 

CASE  HISTORIES 

Case  1.  A man,  38  years  old,  was  brought  to  the 
hospital  in  profound  shock.  He  had  been  crushed  30 
minutes  before,  in  the  upper  abdomen,  between  two 
railroad  car  couplings.  He  immediately  collapsed 
and  became  semi-conscious  and  gasped  with  grunting 
agony  from  pain  in  the  right  upper  abdomen.  He  was 
very  pale  and  almost  pulseless  upon  arrival.  In- 
travenous glucose  was  started  immediately  and  blood 
was  taken  for  grouping  but  he  died  30  minutes  after 
admission.  Autopsy  showed  the  abdomen  to  be  full 
of  blood  and  the  liver  extensively  crushed. 

Case.  2.  A girl,  7,  was  struck  by  an  automobile 
while  playing  in  the  road  December  13,  1933,  at  4:30 
p.  m.  She  was  unconscious  when  picked  up  but  re- 
gained consciousness  within  10  minutes.  She  then 
complained  of  pain  in  her  left  arm  and  inability  to 
use  it,  also  severe  pain  in  the  upper  part  of  the  ab- 
domen, particularly  under  the  right  costal  margin, 
and  dull  pain  over  the  top  of  the  right  shoulder.  She 
cried  upon  being  moved,  was  nauseated  but  did  not 
vomit,  and  constantly  remained  very  pale  and  rest- 
less. She  arrived  at  the  hospital  three  hours  after 
injury  presenting  a picture  of  moderate  shock.  The 
temperature  was  97°,  pulse  124,  the  blood  pressure 
50/20,  the  mucous  membrane  very  pale,  and  the  face 
drawn.  She  preferred  to  lie  on  the  right  side  with  the 
right  leg  drawn  up.  There  was  a fracture  of  the  left 
humerus  and  several  abrasions  on  the  arms  and  trunk. 
There  was  no  evidence  of  skull  injury.  The  upper  ab- 
domen presented  paradoxical  motion  with  respiration, 
with  limitation  of  excursion  on  the  right  side  of  chest. 
There  was  a fullness  of  the  abdomen  and  generalized 
rigidity  of  all  abdominal  muscles,  but  particularly 
those  of  the  right  side.  There  was  tenderness  through- 
out the  entire  abdomen  and  acute  tenderness  under 
the  right  costal  margin.  There  was  also  shifting  dull- 
ness in  both  flanks,  more  extensive  on  the  right.  Liver 
dullness  was  an  interspace  higher  on  the  right  than 
on  the  left.  She  had  not  voided  since  injury,  so  the 
bladder  was  catheterized  and  four  ounces  of  clear 
urine  obtained,  which  was  negative.  She  was  given 
morphine,  20  cc.  of  25%  glucose  solution  intravenously, 
and  observed  for  one  hour.  During  this  period  the 
pulse  increased  from  124  to  140.  At  8:30  p.  m.,  four 
hours  after  injury,  the  abdomen  was  opened  through 
an  upper  mid-line  incision,  under  ether  anesthesia. 
Upon  opening  the  peritoneal  cavity,  a large  amount 
of  blood  welled  up  and  was  rapidly  aspirated.  There 
was  a large  rent  traversing  the  right  lobe  of  the  liver, 
two  inches  lateral  to  the  gallbladder  fossa,  extending 


posteriorly,  back  to  the  large  vessels.  The  whole 
surface  was  bleeding  profusely.  Three  deep  mattress 
sutures  were  placed  to  approximate  the  anterior  por- 
tion of  the  rent  and  gauze  packed  tightly  into  the 
central  portion.  The  site  was  observed  for  a few 
minutes  and  there  was  no  further  bleeding.  The  re- 
mainder of  the  abdominal  viscera  were  quickly  ex- 
amined to  exclude  other  injuries.  The  abdomen  was 
then  closed,  leaving  the  ends  of  three  large  gauze 
packs  protruding  through  the  wound.  The  patient 
was  given  two  blood  transfusions  totalling  600  cc.  and 
the  arm  was  temporarily  immobilized.  She  ran  a 
fairly  stormy  course  with  chills  and  high  febrile  ex- 
cursions. Ten  days  after  operation,  under  gas  anes- 
thesia, one  pack  was  removed,  and  the  others  short- 
ened. The  arm  was  also  manipulated  and  placed  in 
a shoulder  spica.  Three  days  later  under  gas  anes- 
thesia, the  remaining  two  gauze  packs  were  removed. 
Convalescence  then  progressed  rapidly  and  the  patient 
was  perfectly  well  except  for  an  incisional  hernia 
which  was  repaired  six  months  later. 

Case  3.  A boy,  19,  was  struck  on  the  right  side  while 
playing  football  one  year  previously.  He  was  “out” 
for  a few  minutes  and  as  he  regained  consciousness, 
noticed  severe  pain  under  the  right  costal  margin. 
This  persisted,  though  less  severe,  for  one  week  and 
was  accompanied  by  nausea,  and  inability  to  lie  ex- 
cept on  the  right  side.  Since  then  he  has  had  pain 
under  the  right  costal  margin  when  lifting  and  several 
typical  attacks  of  gallbladder  colic. 

Operation  one  year  after  the  accident  showed  a scar 
of  a healed  rent  in  the  liver  extending  into  the  gall- 
bladder fossa.  The  upper  surface  of  the  liver  was 
densely  adherent  to  the  diaphragm,  the  under  .surface 
to  the  hepatic  colon,  duodenum  and  omentum.  The 
gallbladder  was  completely  detached  from  its  bed  in 
the  liver  and  was  hanging  by  its  pedicle,  the  cystic 
duct  and  artery.  Obviously,  with  the  injury  one  year 
previously,  there  had  been  a tear  in  the  liver  and 
partial  evulsion  of  the  gallbladder  with  hemorrhage. 
The  gallbladder  and  appendix  were  removed. 

Case  4.  A boy,  13  years  old,  entered  the  University 
hospital,  November  26,  1935,  complaining  of  severe 
pain  in  the  left  upper  abdominal  quadrant.  Thirty- 
six  hours  previously  he  had  been  thrown  from  a bi- 
cycle striking  the  ground  on  the  left  side  of  his  ab- 
domen. The  “wind  was  knocked  out  of  him”  for  a 
few  minutes.  After  this  he  was  able  to  get  up  and 
go  to  the  house,  but  complained  of  severe  pain  under 
the  left  costal  margin,  which  interfered  with  his 
breathing  and  made  it  impossible  for  him  to  straighten 
up.  He  slept  all  night  without  much  pain  and  got  up 
the  following  morning.  At  noon,  he  felt  somewhat 
faint  and  complained  of  severe  pain  under  the  left 
costal  margin,  inability  to  take  a long  breath,  and 
pain  on  the  top  of  his  left  shoulder.  He  insisted  upon 
lying  on  his  back,  bending  slightly  to  the  left  side, 
with  the  left  thigh  flexed.  The  pulse  was  110,  the 
blood  pressure  90/60,  temperature  100°  per  rectum. 
The  mucous  membranes  were  moderately  pale  and  he 
grunted  slightly  with  respiration.  The  abdomen  was 
slightly  distended  and  there  was  some  spasm  of  all 
the  abdominal  muscles  with  marked  rigidity  of  those 
on  the  left  side,  particularly  in  the  left  upper  quad- 
rant. There  was  acute  tenderness  under  the  left 
costal  margin  and  much  pain  from  pressing  the  free 
ribs  on  the  left  side.  No  shifting  dullness  could  be 
made  out.  It  was  believed  that  he  had  a traumatized 
spleen  which  was  likely  to  give  a latent  hemorrhage 
and  catastrophe.  Consequently,  the  abdomen  was 
opened  through  a left  sub-costal  incision,  under  gas 
ether  anesthesia  and  approximately  100  cc.  of  blood 
found  in  the  left  lumbar  gutter.  The  omentum  was 
adherent  to  the  upper  mesial  surface  and  edge  of  the 
spleen  which  appeared  to  be  about  5 times  normal 
size,  very  tense,  and  of  a deeper  bluish  color  than 
normal.  After  peeling  off  the  omentum,  the  rent  in 
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the  capsule  about  three  inches  long  and  about  two 
inches  deep  was  uncovered.  It  immediately  began  to 
bleed  profusely,  but  was  controlled  by  inserting  a 
gauze  pack.  The  spleen  was  then  removed  without 
difficulty.  The  boy  made  an  uneventful  convalescence. 
It  is  interesting  to  note  that  immediately  before 
operation  the  HGB  was  59%,  RBC  3,760,000,  and  im- 
mediately following  operation  the  HGB  was  64%, 
RBC  4.350,000,  illustrating  the  well  recognized  phe- 
nomenon of  autoti-ansfusion  from  the  discharge  of 
blood  from  the  spleen  into  the  general  circulation  from 
handling  during  its  removal. 

Case  5.  A farmer  of  50  years  of  age  was  crushed 
between  a building  and  the  rear  end  of  a truck.  He 
was  brought  to  the  hospital  two  hours  later  in  mod- 
erate shock.  He  was  unable  to  move  and  turning 
caused  severe  pain  in  the  right  hip  and  left  groin. 
He  had  constant  sev'ere  pain  in  the  lower  abdomen, 
had  vomited  twice  and  had  not  voided  since  the  acci- 
dent. The  entire  abdomen  was  rigid  and  tender.  He 
was  placed  in  blankets  with  hot  water  bottles  around 
him.  given  100  cc.  of  25%  glucose  intravenously,  and 
morphine  gr.  14.  A sterile  catheter  was  passed  into 
the  bladder  and  a few  cc.  of  bloody  urine  obtained. 
With  him  in  Fowler's  position,  50  cc.  of  boric  acid 
solution  introduced  and  only  10  cc.  could  be  recovered. 

He  was  operated  upon  immediately  (3%  hours  after 
the  injury).  With  the  patient  in  Fowler’s  position, 
through  a suprapubic  incision  the  bladder  was  ex- 
posed extraperitoneally.  Fluid  in  the  peritoneal  cav- 
ity could  be  seen  through  the  peritoneal  reflexion. 
This  was  opened  with  the  escape  of  bloody  turbid 
fluid.  A rent  in  the  left  side  of  the  bladder  was  found 
and  closed  with  2 rows  of  sutures.  As  much  fluid  as 
l>ossible  was  aspirated  from  the  pelvis  and  the  peri- 
toneal cavity  closed  without  drainage.  The  extra- 
])eritoneal  portion  of  the  bladder  was  then  opened 


and  a large  cystotomy  tube  tightly  sutured  into  the 
bladder.  The  wound  was  closed  in  layers  and  the 
Ochsner  form  of  treatment  carried  out.  (Fowler’s 
position,  nothing  by  mouth  for  three  days,  3,000  cc. 
of  fluids  parentally  daily  for  3 days,  hot  flaxseed  poul- 
tices to  the  abdomen  continuously  and  Wangensteen 
gastric  drainage).  Four  days  after  operation,  x-rays 
were  made  of  the  pelvis  and  fractures  demonstrated 
in  the  ascending  and  descending  ramii  of  the  left 
pubes  and  through  the  articular  mass  of  the  right 
ileum.  His  convalescence  was  uneventful. 

Case  6.  A boy  shot  accidentally  through  the  ab- 
domen was  seen  one  hour  after  injury.  He  had  im- 
mediately collapsed  in  a faint  and  been  carried  by 
companions  to  a nearby  house.  He  had  vomited  twice 
and  had  complained  of  pain  in  the  lower  abdomen. 
There  was  moderate  pallor,  a pulse  of  100  with  good 
volume  and  cold,  clammy  extremities.  • His  face  was 
pinched  and  his  pupils  widely  dilated.  The  bullet  had 
entered  just  to  the  right  of  the  mid-line  and  below 
the  umbilicus.  The  portal  of  exit  was  in  the  left 
flank  just  above  the  crest  of  the  ileum.  He  was  given 
morphine,  wrapped  in  blankets  and  transported  to 
the  hospital  where  he  was  given  50  cc.  of  50%  glucose 
solution  intravenously  and  immediately  operated.  The 
abdomen  was  opened  through  a lower  mid-line  inci- 
sion with  the  escape  of  some  gas  and  cloudy  sanguin- 
eus fluid.  Perforations  in  two  loops  and  a larger  tear 
in  a third  loop  of  ileum  were  found  and  closed.  There 
was  only  moderate  soiling  and  this  limited  appar- 
ently to  the  lower  abdomen.  The  abdomen  was  closed 
without  drainage  and  the  two  puncture  wounds  were 
then  thoroughly  debrided  and  closed  with  drainage.  A 
prophylactic  dose  of  tetanus  antitoxin  was  given  and 
the  Ochsner  treatment  of  peritonitis  carried  out.  A 
pelvic  abscess  developed  and  this  was  drained  by  rec- 
tal puncture  14  days  after  operation.  Convalescence 
was  then  rapid  and  uneventful. 


HARD  OF  HEARING  SCHOOL  CHILDREN* 

CLAUDE  T.  UREN,  M.  D., 

Omaha. 


In  cliscti-ssing  the  problems  of  hearing  defi- 
ciencies among  school  children  I wish  to  call 
your  attention  to  the  necessity  of  a proper  pro- 
gram for  elementary  school  children  with  hear- 
ing defects  and  the  benefits  derived  from  such  a 
program. 

According  to  statistics  compiled  by  the  Volta 
Rureau  and  the  American  Society  for  the-  Hard 
of  Hearing  there  are  between  2,500,000  and 
3,000,000  elementary  school  children  in  the  Unit- 
ed States  with  hearing  deficiencies. 

These  children  are  working  under  a terrific 
handicaji  and  in  many  instances  are  a burden 
on  the  school's  budget. 

Lack  of  a proper  program  for  these  children 
is  a .serious  omission.  Scholastic  retardation, 
])sychological  complexes  and  behavior  problems 
exhibited  by  them,  imposes  upon  our  school  ad- 
ministrators, and  is  the  more  tragic  because  in 
many  instances  these  conditions  are  preventable 
and  are  therefore  unnecessary. 

♦Read  before  the  Sioux  Valley  Eye  and  Ear  Academy,  Sioux 
City,  February,  1937. 


The  first  step  on  a proper  program  should  be 
the  detection  of  hearing  defects,  among  the 
school  children. 

This  should  be  accomplished  in  a scientific 
manner  and  can  best  be  done  with  a group  test- 
ing audiometer  such  as  the  -f-A  audiometer  de- 
veloped in  the  Bell  Laboratories. 

The  4-A  audiometer  consists  of  a spring  motor 
phonograph  using  a magnetic  reproducer  in- 
stead of  the  usual  acoustic  reproducers.  The 
magnetic  reproducer  picks  up  the  vibration  orig- 
inated by  the  record  and  transform  them  into 
electrical  vibrations.  These  in  turn  are  conveyed 
to  the  telephone  head  set,  by  this  transformed 
into  sound  waves,  and  delivered  to  the  ear  of 
the  person  or  persons  under  examination  who 
hear  as  if  by  telephone.  All  the  necessary  electri- 
cal energy  is  developed  into  the  magnetic  repro- 
ducer. No  batteries  or  other  outside  sources  of 
electrical  energy  are  required. 

With  this  instrument  as  many  as  forty  children 
can  be  tested  at  one  time  and  it  is  done  in  about 
twenty  minutes. 
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This  is  an  excellent  method  of  screening  a 
school ; separating  those  with  normal  hearing 
from  those  with  hearing  deficiencies. 

About  ten  times  as  many  children  with  hear- 
ing defects  are  picked  up  with  this  method  as 
were  found  with  less  scientific  methods. 

The  average  runs  between  si.xty  and  a hun- 
dred and  forty  per  thousand  school  children,  de- 
pending upon  the  locality. 

The  second  step  in  our  program  should  be 
contacting  the  parents  of  children  who  have  been 
found  deficient  in  hearing  in  the  screening 
process.  This  is  best  done  by  personal  visits  from 
the  school  nurse. 

The  nurse  can  show  the  parent  where  the  child 
is  deficient  and  advise  that  the  child  be  taken  to 
her  physician  for  further  examination,  diagnosis, 
prognosis,  advice  and  treatment. 

.\  ]winted  card  is  given  to  the  child  to  present 
to  the  physician.  This  card  asks  for  a diagnosis, 
prognosis,  average  hearing  loss  as  determined  by 
individual  audiometer  test,  where  possible,  and 
advice.  These  cards  are  filled  in,  signed  by  the 
physician  and  returned  to  the  office  of  the  school 
board  where  they  are  attached  to  the  school  card 
of  the  child.  The  school  nurse  has  access  to 
these  cards  at  all  times  for  follow  up  work. 

The  first  difficulty  in  such  a program  comes 
in  this  the  third  step — sending  the  child  for  med- 
ical help. 

School  health  departments  have  always  held 
that  the  family  doctor  must  be  considered  first 
and  we  shall  have  to  admit  that  the  policy  is 
probably  sound,  however,  there  are,  unfortunate- 
ly, a large  number  in  the  practice  of  medicine 
who  are  not  qualified  to  give  advice  to  this  type 
of  patient  and  who  from  lack  of  knowledge  of 
their  problems  dismiss  them  with  the  advice  that 
they  will  outgrow  the  condition  and  if  not  there 
is  nothing  to  be  done  for  it  anyway. 

This  attitude  can  be  overcome  only  by  educa- 
tion which  should  be  a duty  of  those  practicing 
otology.  Some  of  our  national  societies  have  re- 
quested that  more  time  be  given  to  this  subject  in 
undergraduate  teaching  in  the  medical  schools. 

Before  leaving  this  part  of  a program  let  me 
say  that  in  most  instances  the  response  on  the 
part  of  the  parent  is  one  of  cooperation  even 
though  in  a large  percentage  of  cases  they  are 
unaware  of  a hearing  defect  in  the  child.  Only 
thirty-seven  per  cent  of  parents  in  our  Omaha 
series  knew  that  their  children  had  a hearing  de- 
ficiency before  advised  by  the  school  nurse. 

Now  we  come  to  a second  difficulty  in  the  pro- 
gram. The  underprivileged  class  who  are  not 


financially  able  to  consult  a physician.  In  our 
Omaha  series  this  runs  about  forty  per  cent  of 
those  children  with  hearing  defects. 

This  difficulty  was  overcome  in  Omaha  by  the 
Omaha  Otologists.  An  examining  and  diag- 
nostic clinic  for  these  children  was  formed. 

Four  hundred  underprivileged  children  are 
now  being  examined  in  the  offices  of  fifteen  otol- 
ogists. The  examination  takes  place  at  a time 
specified  as  being  most  convenient  for  the  otolo- 
gist ; the  school  nurse  is  responsible  for  the  child 
and  parent  keeping  the  appointment.  This  plan 
is  working  most  successfully  without  hardship 
to  the  doctor.  A card  as  previously  described 
accompanies  the  child  to  the  otologist. 

The  final  ‘‘hitch”  in  the  program  is  the  medi- 
cal and  surgical  care  of  these  underprivileged 
children. 

We  find  that  about  fifty  per  cent  of  these 
children  are  in  need  of  tonsil  and  adenoid  oper- 
ations. Fifty-four  out  of  one  hundred  and  thir- 
teen to  date. 

Perhaps  they  are  eligible  for  treatment  under 
the  social  security  act,  which  provides  for  handi- 
capped or  crippled  children. 

These  children  are  surely  crippled,  though 
their  handicap  may  not  be  so  visible  or  their  con- 
dition so  appealing  to  the  public  as  in  the  ortho- 
pedic type  of  cripple. 

However,  I believe  the  budget  would  be  more 
nearly  balanced  if  the  money  were  spent  on  the 
children  with  hearing  deficiencies. 

A program  of  this  type  is  not  complete  without 
proper  instruction  in  lip  reading  and  speech  cor- 
rection. 

About  fifty-two  of  the  metropolitan  centers 
employ  lip  reading  and  speech  correction  teach- 
ers in  their  public  school  systems.  In  most  in- 
stances these  departments  are  undermanned. 

This  is  due  to  a policy  of  expense  reduction  on 
the  part  of  school  boards,  occasioned  by  the  de- 
pression. 

Muskogee,  Oklahoma,  a city  of  about  35,000 
has  one  of  the  finest  programs  for  elementary 
school  children  with  deficient  hearing  that  has 
come  to  my  attention. 

It  is  under  the  directorship  of  Mr.  Baker  Bon- 
nell.  I quote  from  a manual  prepared  by  Mr. 
Bonnell  on  how  Muskogee  handled  the  lip  read- 
ing problem. 

An  expert  counselor  was  employed  by  the 
Muskogee  Board  of  Education  to  train  teachers 
who  were  selected  from  each  elementary  school 
building  to  have  future  charge  of  the  program 
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in  their  own  buildings.  These  teachers  met  with 
the  counselor  once  each  week  through  the  year 
for  their  instruction.  As  soon  as  the  necessary 
arrangements  could  be  made  with  the  different 
principals,  these  teachers  took  the  children  indi- 
cated in  their  buildings  to  have  hearing  deficien- 
cies, and  formed  their  classes  for  practice  teach- 
ing in  lip  reading.  The  teachers  thus  received 
their  special  training  by  means  of  one  theory 
class  and  two  twenty-minute  sessions  of  practice 
teaching  each  week. 

Under  the  guidance  of  the  outlines  which  were 
provided  by  the  counselor,  the  visual  education 
teachers  prepared  their  own  lip  reading  material 
which  has  now  been  gathered  into  a mimeo- 
graphed book  used  in  all  the  elementary  schools. 

What  has  been  done  in  JNIuskogee  can  be  done 
in  other  cities  of  similar  size  and  should  be  pos- 
sible in  much  smaller  cities  with  no  great  ex- 
pense to  the  schools. 

Lap  reading'  instruction  twice  a week,  one- 
half  hour  periods  for  two  years  will  keep  most 
of  these  children  with  hearing  defects  in  school 
with  normally  hearing  children,  where  they  be- 
long. The  hard  of  hearing  will  keep  up  their 
regular  class  work  with  this  extra  instruction. 

^lechanical  hearing  aids  when  indicated  should 
be  advised,  however  lip  reading  should  not  be 
neglected  in  those  who  are  fortunate  eonugh  to 
be  helped  by  hearing  devices. 

The  hearing  defect  may  be  progressive  and  an 
early  education  in  lip  reading  is  most  valuable. 

The  study  of  lip  reading  develops  the  power  of 
concentration.  Children  with  slight  defects  claim 
that  they  hear  better  after  a course  in  lip  read- 
ing, due  to  better  concentration  on  what  is  being 
said. 


As  has  been  said,  “hard  of  hearing  children 
are  an  economic  problem.” 

It  has  been  estimated  that  the  hard  of  hearing 
child  will  average  two  or  three  failures  during 
his  elementary  educational  periods.  This  is  three 
times  as  many  failures  as  all  other  children. 

If  there  are  the  minimum  of  sixty  hard  of  hear- 
ing per  thousand  students  and  these  sixty  fail  a 
minimum  of  twice  during  their  eight  elementary 
grades  there  would  be  an  extra  cost  of  $7,200.00 
for  their  primary  education. 

In  Omaha  we  have  sixty  hard  of  hearing  per 
thousand  public  school  children  in  the  elementary 
grades  (third  to  eighth  inclusive) . One  thousand 
eighty  out  of  18,000  have  a hearing  defect. 

It  will  therefore  cost  the  Omaha  schools  about 
$130,000.00  extra  to  put  these  children  through 
the  elementary  school. 

We  can  reasonably  hope  by  a program  of 
screening,  proper  medical  and  surgical  treatment, 
lip  reading  instruction,  hearing  aids  and  proper 
seating  facilities  to  cut  these  repetitions  fifty  per 
cent  which  would  make  a saving  much  greater 
than  the  expenditure  for  this  program. 

The  increased  adult  earning  power  of  these 
children  saved  from  deafness  is  immeasurable. 

Our  plan  as  Otologists  should  be : 

1.  Compulsary  scientific  testing  of  hearing 
of  all  school  children.  This  can  be  brought  about 
by  proper  legislation  in  the  state  legislature,  as 
has  been  done  in  New  York. 

2.  A suitable  program  such  as  outlined  above 
for  treatment  and  special  education  of  children 
who  are  handicapped  by  a hearing  defect. 


ARSENICAL  POISONING  TRACED  TO  FLOUR=^ 


JOHN  BUIS,  M.  D.. 
Pender. 


In  the  absence  of  an  epidemic,  when  an  entire 
family  is  seen  suffering  from  the  same  set  of 
symptoms,  the  first  presumption  is  food  poison- 
ing. This  may  be  bacterial,  chemical  or  due  to 
the  various  forms  of  parasites,  chief  of  which  is 
Trichina  spiralis. 

The  bacterial  forms  are  usually  produced  by 
the  typhoid  colon  bacillus  group,  sometimes  by 
the  bacillus  botulinus,  and  possibly  as  a result  of 
putrefactive  changes  by  the  bacillus  proteus  and 
closely  related  species. 

♦Read  before  the  Cedar,  Dakota,  Dixon,  Thurston  and  Wayne 
County  Medical  Society,  March  4th,  1937. 


The  chemical  poisons  are  acute  alcoholism, 
lead  poisoning,  acute  and  chronic  mercurical  poi- 
soning, and  arsenic. 

December  29th,  1935,  we  were  called  to  see  the 
Mrs.  T.  P.  family.  The  family  consisted  of  Mrs.  P., 
age  45;  Charles,  age  17;  Vivian,  age  15;  Vern,  age  13; 
and  Gladys,  age  10.  One  married  daughter  and  her 
son-in-law  and  two  grandchildren,  aged  two  years 
and  six  months  respectively.  The  son-in-law  and 
daughter  resided  in  a neighboring-  town  about  twenty 
miles  from  the  home  of  Mrs.  P. 

The  first  symptoms  were  noted  December  22,  when 
her  son-in-law  and  daughter  visited  at  her  home. 
Their  supper  that  evening  consisted  of  the  usual  fare 
with  the  addition  of  meat  loaf,  cocoanut  and  fruit 
cake.  That  night  all  began  to  have  diarrhoea  and 
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vomiting.  The  son-in-law  and  daughter  and  two 
I children  returned  to  their  home.  They  presented  the 
I same  symptoms  and  a physician  was  called  that  night 
who  told  them  that  they  suffered  from  some  kind  of 
poisoning  but  was  unable  to  determine  what  it  was. 
They  recovered  in  a few  days  and  were  apparently 
normal. 

When  seen  December  29th,  Mrs.  P.  and  the  children 
I all  complained  of  vomiting  and  diarrhoea.  None  of 

I them  had  any  temperature.  In  fact,  all  were  below 

I normal.  All  had  rapid  pulse  and  tenderness  in  ab- 
I domen.  No  definite  tenderness  in  calves  of  legs.  No 
; edema  of  the  face  as  usually  occurs  in  trichinosis. 

The  next  day  Mrs.  P.  and  Charles  were  brought  to 
the  office  for  blood  examination.  The  white  cell 
count  of  Mrs.  P.  was  5,000;  of  Charles  was  7,000.  The 
differential  count  in  both  was  normal.  Neither  had 
any  temperature  but  rapid  pulse  was  found  in  both. 
Both  showed  signs  of  dehydration  due  to  the  con- 
tinuous vomiting  and  diarrhoea. 

The  usual  symptomatic  treatment  for  diarrhoea  did 
not  relieve  the  symptoms. 

No  further  report  was  received  from  the  family  till 
the  latter  part  of  January,  1936,  when  a neighbor  in- 
formed me  that  they  were  still  sick  and  that  Charles 
had  fainted  while  trying  to  play  basketball.  We  asked 
the  neighbor  to  bring  Charles  to  the  office  as  we  were 
still  wondering  what  was  the  matter  with  the  family. 
He  reported  at  the  office  Jan.  30th,  1936.  He  had  lost 
about  thirty  pounds  in  weight.  He  had  continued  to 
vomit  till  about  Jan.  10th,  when  it  gradually  ceased. 
He  had  helped  scoop  a little  snow  Jan.  18th,  the  first 
day  he  was  able  to  leave  the  house.  Jan.  20th,  re- 
turned to  school  and  noted  that  he  could  not  walk 
very  well. 

Examination  at  this  time  disclosed  the  following: 
There  was  a general  atrophy  of  all  the  skelatal  mus- 
cles. Chest,  abdomen,  were  grossly  normal.  The 
neurological  examination  disclosed  absence  of  the  pa- 
tellar, plantar,  and  abdominal  reflexes.  The  cremas- 
teric was  slightly  positive.  The  pupils  reacted  to 
light  and  accommodation.  The  Romberg  sign  was 
positive.  He  past  pointed  with  his  fingers  with  eyes 
closed.  He  was  unable  to  walk  a line  on  the  floor, 
also  unable  to  balance  on  one  foot.  There  was  a gen- 
eralized weakness  in  all  the  muscles.  The  W.  C. 
count  is  5,000;  R.  C.  count,  3,640,000;  the  differential 
esionphiles,  2;  stabs,  3;  seg.,  43;  s.  1.,  42;  1.  1.,  10.  The 
urine  was  negative. 

Feb.  3,  the  original  symptoms  of  vomiting  and  diar- 
rhoea were  repeated,  with  the  addition  complaint  that 
all  of  them  were  hardly  able  to  walk.  Charles’  symp- 
toms were  the  most  pronounced.  He  had  severe  pain 
in  the  calves  of  the  legs.  This  was  so  severe  that  he 
was  unable  to  sleep.  Vern  had  pain  in  the  calves  of 
the  legs  and  soles  of  feet.  Also  some  edema  of  the 
face.  All  laboratory  examinations  of  the  blood  and 
urine  were  negative  as  far  as  we  could  determine. 

Feb.  11th.  Charles  in  bed.  Legs  not  as  painful.  No 
grip  in  hands.  Looks  more  emaciated.  Skin  scaly. 

Vivian  walks  with  difficulty. 

Vern  no  symptoms. 

Gladys  some  ataxia. 

Mrs.  P.,  slight  ataxia. 

By  this  time  we  had  definitely  decided  that  this 
family  was  suffering  from  some  form  of  arsenic 
poisoning,  on  account  of  the  polyneuritic  manifesta- 
tions. Alcohol  could  be  definitely  ruled  out  as  none 
of  them  used  it.  There  was  none  of  the  clinical  mani- 
festations of  lead  poisoning,  so  the  only  one  left  was 
arsenic. 

A specimen  of  the  urine  was  sent  to  our  pathologist 
at  Omaha  for  arsenic  determination.  His  report  was 
as  follows: 

“Feb.  15,  1936.  I was  delayed  in  finishing  the  test 


for  arsenic  as  I had  to  extemporize  my  equipment,  as 
that  is  out  of  my  regulai-  line  of  work.  I was  unable 
to  detect  any  arsenic  after  oxidizing  the  material  with 
acid  and  potassium  chlorate,  precipitation  with  hydro- 
gen sulphide,  and  testing  by  the  Marsh  test.’’ 

A larger  quantity  of  urine  was  again  sent  as  we 
were  still  of  the  opinion  that  the  cause  of  the  trouble 
was  arsenic. 

“Feb.  27.  I ran  the  tests  for  lead  and  arsenic.  Again 
I could  find  no  trace  of  either  substance.  While  you 
appear  to  be  dealing  with  an  intoxication,  I am  quite 
sure  it  is  with  neither  of  these  substances.  By  the 
way,  had  you  been  giving  potassium  iodide  in  con- 
siderable doses?  At  one  stage  of  the  analysis  there 
were  plainly  visible  fumes  of  iodine,  and  as  I had 
used  none,  I suspect  that  must  be  the  case.  Am  sorry 
that  this  report  is  of  negative  value;  but  I must  re- 
port what  I find. 

The  assumption  that  we  were  giving  potassium 
iodide  was  correct.  We  had  notified  the  authorities 
of  our  suspicions  as  to  arsenic  poisoning  and  accord- 
ingly various  foods  were  sent  to  the  state  chemist  for 
analysis.  We  were  particularly  convinced  as  we  now 
saw  two  other  cases  that  had  partaken  of  fruit  cake 
at  Mrs.  P. 

Both  gave  a history  of  vomiting  and  diarrhoea  the 
night  after  eating  the  cake.  One  was  a boy  age  10, 
and  the  other  a woman  age  52,  Mrs.  B.  She  ate  a 
piece  of  the  cake  four  by  six  inches  and  one  inch 
thick  at  four  p.  m.,  and  began  to  vomit  at  eight  p.  m. 
She  described  the  vomitus  as  “foam  raising  on  it.” 
As  she  had  had  cholycystitis  with  frequent  vomiting 
and  pain,  had  therefor  a better  idea  of  what  regurgi- 
tated gastric  contents  looked  like.  This  was  different 
than  at  any  previous  episode  in  gastric  upsets.  When 
seen  Feb.  20th,  she  had  a papular  eruption  on  the 
left  half  of  the  chest.  This  did  not  have  the  appear- 
ance of  herpes  zoster  but  could  have  befen  mistaken 
for  this,  but  it  did  not  follow  the  course  of  any  par- 
ticular nerve.  Her  chief  complaint  was  numbness  in 
the  hand.  Her  patellar  reflexes  were  absent  as  well 
as  reflexes  in  forearm. 

On  Feb.  20th  we  received  the  following  report  from 
the  state  chemist: 

“The  flour  and  bread  were  received  by  mail  Feb. 

18,  at  8:30  a.  m.  Seven  pounds  of  flour  in  an  

sack,  24  pound  size.  One  loaf  of  bread  having  a few 
raisins  mixed  through  it.  The  bread  was  home  baked. 

“Sample  of  flour  was  taken  from  middle  of  sack, 
mixed  and  five  grams  weighed  out  for  arsenic  deter- 
mination. The  official  method  was  used.  Flour 
showed  3.4  grains  per  pound  calculated  as  arsenious 
oxide. 

“The  bread  was  sampled  by  taking  two  slices  equal 
distance  from  the  middle  and  both  ends;  dried  and 
ground  and  five  grams  weighed  out  for  arsenic  de- 
termination. The  dry  bread  showed  3.4  grains  arsenic 
as  arsenious  oxide. 

“The  flour  was  again  sampled  from  one  corner 
marked  with  wire  and  mixed.  Five  grams  weighed 
out  for  arsenic  determination.  This  sample  showed 
five  grs.  per  pound  as  arsenious  oxide.  It  is  my  con- 
clusion that  the  arsenic  is  quite  evenly  distributed 
throughout  the  flour.” 

Signed:  R.  B.  Willard,  State  Chemist. 

Later  on  we  learned  about  selenium  poisoning  as 
the  reaction  for  selenium  is  the  same  as  for  arsenic. 
We  again  wrote  to  the  state  chemist  concerning  this 
possibility.  He  replied  as  follows: 

“Your  letter  received  calling  attention  to  the  fact 
that  the  flour  sent  in  some  time  ago  might  contain 
selenium.  At  the  time  of  the  analysis  I sent  a part  of 
the  flour  to  the  Kansas  City  division  of  the  Food  and 
Drug  Department  of  the  United  States  and  they  did 
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not  report  the  presence  of  any  selenium.  The  only 
thing  they  reported  was  lead  arsenate.  Hoping  this 
gives  you  the  information  you  desire. 

Very  truly  yours, 

R.  B.  Willard,  State  Chemist.” 

The  reason  that  Charles  suffered  more  than  the 
others  is  that  he  is  a growing  boy;  that  he  is  overly 
fond  of  bread  and  would  eat  from  three  to  five  slices 
at  a meal. 

The  ordinary  loaf  of  bread  contains  approximately 
twenty-two  slices.  With  3.4  grs.  per  pound  of  bread 
and  twenty-two  slices  per  loaf,  he  ingested  3/20th  of 
a gr.  in  each  slice,  or  fi’om  9/20ths  to  3/4ths  gr.  at  a 
meal.  The  dosage  of  arsenic  is  given  as  from  l/60th 
to  1/lOth  grain,  in  standard  text  books. 

The  reason  for  the  second  set  of  symptoms  was  that 
the  family  had  purchased  a sack  of  flour  about  the 
20th  of  Dec.  This  was  put  in  the  flour  bin.  About 
half  of  this  was  consumed  when  a second  sack  was 
purchased.  This  was  emptied  on  top  of  the  original 
sack  or  what  was  left  of  it.  When  the  last  purchased 
flour  was  used  up  and  they  again  used  flour  from 
the  first  sack  the  symptoms  of  poisoning  returned. 
In  the  meantime  the  arsenic  had  become  fixed  in  the 
nerve  tissue.  When  arsenic  was  consumed  a second 
time  the  cells  were  probably  more  or  less  sensitized 
to  the  poison  and  produced  more  untoward  symptoms. 

The  usual  clinical  course  of  a neuritis  followed.  By 
March  18th,  Charles  was  able  to  raise  his  legs  from 
the  bed.  No  movement  in  toes.  All  reflexes  absent. 
By  April  1st,  he  was  out  of  bed  and  crawled  about 
on  hands  and  knees.  By  May  17th,  able  to  move 
about  on  crutches  by  swinging  both  feet  forward  at 
the  same  time.  May  31st,  was  able  to  get  about  the 
house  after  he  was  helped  in  erect  position.  August 
22,  able  to  walk  without  crutches.  December  29th, 
1936,  one  year  after  he  was  first  seen,  his  weight  is 


138  lbs.,  twelve  pounds  less  than  before  ingesting  ar- 
senic. His  lowest  recorded  weight  was  105  pounds. 
This  was  after  he  was  able  to  crawl  about  and  must 
have  been  several  pounds  less  at  the  peak  of  the  dis- 
ease. 

I low  tile  ar.senic  was  mixed  with  the  flour  has 
never  been  determined. 

We  had  another  case : 

A farm  laborer,  age  50,  single.  He  was  working  on 
a farm.  For  some  reason  the  farmer,  his  housekeep- 
er and  the  helper,  all  contracted  a severe  diarrhoea. 
This  farm  laborer  left  the  place  and  remained  at  a 
local  hotel  for  a week  before  I saw  him.  He  was  still 
having  diarrhoea.  Usual  treatment  gave  no  relief. 
W'e  did  not  think  it  worth  while  to  have  the  mine 
tested  as  this  man  also  had  the  poison  fixed  in  his 
nerve  cells  by  this  time.  There  was  absence  of  all  the 
patellar,  plantar,  abdominal  and  cremasteric  reflexes. 
Some  ataxia. 

Last  August  we  saw  two  children,  age  about  one 
and  one  half  and  one,  two  and  one-half  years,  respec- 
tively, that  had  amused  themselves  with  a flytox 
spray.  They  had  a green  diarrhoea,  as  high  as  twenty 
stools  in  twenty-four  hours,  but  no  temperature.  Felt 
apparently  well.  Seemed  to  be  hungry  and  relished 
what  little  food  was  given  them.  No  neuiotic  involve- 
ment has  developed  in  these  children. 

SUMMARY 

Where  tliere  is  an  epidemic  of  diarrhoea,  with 
green  stools,  involving  all  the  members  of  the 
family,  with  no  temperature  or  other  signs  of 
bacterial  infection,  arsenic  poisoning  should  be 
kept  in  mind. 


• POSTOPERATIVE  HEAT  STROKE 

HARRY  H.  EVERETT.  M.  D„  and  ROY  H.  WHITHAM,  M.  D„ 

Lincoln. 


The  first  cases  of  postoperative  heat  stroke 
were  reported  by  Gibson  in  19(H).  at  which  time 
ISrewer  and  Johnson  reported  additional  cases  in 
discussing  his  report.  Since  then  additional  cases 
have  been  reported  from  time  to  time  until  Cut- 
ting* in  his  work  on  Preoperative  and  Postoper- 
ative Treatment  in  1931  had  accumulated  twenty 
cases  reported  in  the  medical  literature. 

W'e  have  long  recognized  that  patients  do  not 
have  their  usual  resilient  response  to  operation 
during  the  hot  days  of  summer,  but  postoperative 
heat  stroke  had  been  outside  our  experience  until 
the  unusually  hot  summer  of  1934.  The  official 
weather  reports  for  Lincoln  in  that  year  show 
that  in  July  a maximum  temperature  of  100  de- 
grees or  more  was  reached  on  twenty-one  days, 
and  that  this  continued  into  August  with  five 
days  over  100  degrees  in  the  first  nine.  That 
this  weather  had  an  effect  on  the  mortality  in  the 
community  is  shown  by  the  fact  that  there  were 
one  hundred  forty  deaths  in  Lincoln  in  July  1934, 
while  in  July  1933,  there  were  .seventy-nine  and 
in  July  1935,  eighty-two. 


Postoperative  heat  stroke  when  observed  be- 
fore occurred  during  prolonged  hot  weather  and 
the  cases  rejiorted  here  were  observed  after  many 
days  of  continued  heat.  We  are  reporting  three 
cases  in  whom  symptoms  and  death  were  felt  to 
be  due  in  part  to  heat  stroke,  and  from  conver- 
sations with  other  surgeons,  we  judge  that  other 
cases  occurred  here  at  that  time.  Dr.  J.  W. 
Duncan  has  recorded  five  cases  occurring  in 
Omaha  in  1934,  and  he  has  very  kindly  added  a 
discussion  of  this  paper. 

CASE  REPORTS 

Case  No.  1.  Mrs.  A.  U.,  age  53,  housewife,  white, 
St.  Elizabeth’s  Hospital. 

Admitted  .July  12,  1934.  Operation  .July  12.  1934. 
Died  July  14,  1934. 

Chief  Complaints:  Nausea  and  vomiting.  Pain  in 
the  right  side  of  abdomen  for  four  days. 

l^hysical  Examination:  Diffuse  tenderness  over  ab- 
domen, rigidity  in  right  lower  quadrant.  Tempera- 
ture 99.4.  Pulse  102.  W.B.C.  17,000. 

Preoperative  Diagnosis:  Acute  appendicitis. 

Anesthetic:  Nitrous  oxide-oxygen  anesthesia. 

Operation:  Appendix  retrocecal,  reddened.  Gall- 
bladder filled  with  stones.  Appendectomy,  cholecys- 
totomy. 
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Postoperative  Diagnosis;  Subacute  appendicitis 
with  cholecystitis  and  cholelithiasis. 

Postoperative  Course:  July  13.  1934 

Midnight  Temperature  101 

8:30  Temperature  101.8 

11-00  A.  M Temperature  103 

12i00  Noon  Temperature  102.G 

4.QQ  J>  Temperature  lOG  (ax) 

6-00  PM  Temperature  107.2  (ax) 

10:00  P3l'  - Temperature  104. G 

Skin  hot  and  dry. 

.luly  14,  1934 

I'OO  A M Temperature  104 

■>•00  A M.  1.' Temperature  106 

3!  30  a!m Temperature  

Died. 

Official  Maximum  daily  temperatures; 

jyjy  Temperature  106 

Temperature  105 

July  13  -r..' Temperature  102 


Case  No.  2.  K.  C.,  age  7,  school  boy,  white,  Lincoln 
General  Hospital. 

Admitted  August  5,  1934.  Operated  August  5,  1934. 
Died  August  G,  1934. 

Chief  Complaints:  Pain  in  abdomen.  Nausea  and 
vomiting  for  six  days.  Had  been  taking  fluids  but 
had  not  eaten  since  the  first  day. 

Physical  Examination:  Acutely  ill.  lip-s  grey,  pale. 
Moderate  distention  of  abdomen.  Rigid  and  tender 
in  right  lower  quadrant.  Temperature  102,  pulse  120, 
W.B.C.  8,200. 

Preoperative  Diagnosis:  Acute  appendicitis. 

Anesthetic:  Nitrous  oxide-oxygen  anesthesia. 

Operation:  Acute  gangrenous  appendix  with  sur- 
rounding abscess. 

Postoperative  Diagnosis;  Acute  appendicitis,  rup- 
tured with  abscess. 

Postoperative  Course:  Returned  from  operating 

room  9:05  P.M. 


11:00  P.M Temperature  104.8 

12:30  A.M Temperature  105.4 

3:00  a!m Temperature  109.2 

3:30  A.M Temperature  109.4 

5:00  A.M Temperature  106 

6:00  A.M Temperature  104 

8:30  A.M Died 


3:30  A.M.  Moribund,  pulseless,  but  heart  action 
strong  and  fast.  Mucous  membranes  gray.  Skin  red 
and  hot  and  dry. 

Official  Maximum  daily  temperatures: 


August  4 Temperature  107 

August  5 Temperature  109 

August  6 Temperature  102 


Case  No.  3.  Housewife,  age  20,  white,  St.  Eliza- 
beth’s Hospital. 

Admitted  August  4,  1934.  Operated  August  4,  1934. 
Died  August  8,  1934. 

Chief  Complaint:  Pain  in  abdomen. 

Present  Illness:  Onset  one  day  before  admission 

with  pain  and  vomiting.  The  pain  was  at  first  over 
the  whole  abdomen,  localizing  later  to  the  right  lower 
(luadrant  and  to  the  left  side.  Had  vomited  the  day 
before  and  nausea  continued. 

Physical  Examination:  Temperature  101.  Pulse  132. 
W.B.C.  9,650.  Pale  and  perspiring.  Tenderness  and 
muscle  spasm  in  lower  abdomen,  greater  on  right 
side.  Blood  dots  in  vagina  and  fullness  in  the  cul- 
de-sac.  August  5 — W.B.C.  18,650.  Tenderness  and 
spasm,  localized  in  right  lower  abdomen.  A mass 
palpable. 

Preoperative  Diagnosis:  Acute  appendicitis. 

Anesthetic:  Nitrous  oxide-oxygen  anesthesia. 

Operation:  Appendix  gangrenous  with  free  pus. 
Appendectomy  with  drainage. 

Postoperative  Diagnosis;  Acute  appendicitis  with 
peritonitis. 


Postoperative  Course:  Returned  to  room  12  o’clock 
noon. 

4:30  P.M Tempei-ature  104.2  Pulse  140 

August  6 Temperature  104.4  I’ulse  130 

Temperature  102.8 

Moderate  distention,  vigorous  sponging  for  temper- 
ature rise. 

August  7 Temperature  104.4  Pulse  140 

Abdomen  distended,  overactive,  condition  grave. 

August  8 Temperature  104.4  Pulse  140 

Maniacal,  trying  to  get  out  of  bed.  Pulse  weak. 
Died. 

Official  Maximum  daily  temperatures: 

August  4 107 

August  5 109 

August  6 102 

August  7 96 

August  8 110 

Note:  In  this  case  vigorous  sponging  apparently 

kept  the  hyperpyrexia  from  becoming  extreme. 


SYMPTOMATOLOGY 

(■^Cutting  has  described  the  condition  so  well  that 
we  shall  quote  freely  from  his  work  in  describing  the 
condition.) 

He  says,  “Postoperative  heat  stroke  con- 
forms to  neither  of  these  clinical  pictures  exactly. 

( Sunstroke  or  heat  exhaustion  ).  It  characteristi- 
cally develops  in  patients  who  have  been  protect- 
ed from  the  direct  rays  of  the  sun  for  a number 
of  days.  Little  is  known  about  the  exact  mode 
of  the  onset,  for  the  condition  ensues  so  closely 
upon  the  operation  in  most  cases,  that  it  is  well 
nigh  impossible  to  say  just  where  the  operative 
and  anesthetic  effect  leaves  off  and  the  condi- 
tion of  heat  stroke  begins.  However  the  one  di- 
agnostic characteristic  of  the  condition  is  the  de- 
velopment of  hyperpyrexia,  ensuing  within  a very- 
few  hours  after  operation  and  characteristically 
reaching  105  and  10!)  degrees  F.  The  skin  has 
been  described  as  hot  and  drv  in  most  ca.ses. 
The  condition  and  character  of  the  pulse  can  not 
be  safely  assumed  to  be  of  any  particular  signif- 
icance so  closely  following  an  operative  procedure. 
Mentally  the  patients  have  usually  been  described 
as  delirious  or  irrational.  Heat  stroke  thus  ap- 
pears clinically  to  resemble  sunstroke  in  some 
particulars,  although  direct  exposure  to  the  sun 
is  not  the  exciting  cause,  and  the  patients  are  not 
completely  unconscious. 

Cases  have  been  reported  from  Poston,  New 
York,  and  Rome.  They  have  occurred  during 
what  is  commonly  called  a "hot  wave,"  by  which 
is  meant  a period  of  long  continued  high  temper- 
ature with  a maximum  of  atmospheric  humidity 
and  a lack  of  breeze.  It  has  been  assumed  that 
the  development  of  heat  stroke  is  favored  by  too 
closely  covering  patients  with  heavy  blankets,  by 
the  unwise  application  of  hot  water  bottles,  by 
dehydration,  and  by  inadeiiuate  ventilation." 

Our  first  case  occurred  on  July  12,  1934.  The 
condition  was  suspected  at  the  time,  but  no  vig- 
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orous  precautions  were  taken  and  only  after  the 
second  two  cases,  which  occurred  on  August  5, 
did  we  undertake  aggressive  measures  to  avoid 
the  condition.  From  what  we  know  about  ordi- 
nary heat  stroke,  it  is  obvious  that  prevention  is 
more  important  and  more  effective  than  cure  and 
that  both  approaches  consist  in  the  control  of 
bodv  temperoture.  With  this  in  mind  we  insti- 
tuted the  following  changes  in  the  usual  opera- 
tive routine  during  hot  weather. 

1.  Increased  fluid  and  saline  solution  before  oper- 
ation. 

2.  The  use  of  minimum  covering:  before  operation 
and  on  the  operating  table. 

3.  Discard  all  covering  after  operation  except  a 
light  sheet  when  the  room  temperature  is  well  above 
normal. 

4.  Fi-equent  postoperative  temperature  records  of 
patient. 

5.  Vigorous  sponging  with  iced  alcohol  with  any 
considerable  rise  in  temperature,  repeated  often 
enough  to  keep  the  temperature  near  normal. 

6.  Increased  fluids  and  saline  after  operation  with 
iced  water  as  soon  as  possible. 

7.  Cooling  of  the  room  with  ice  and  fans. 

8.  Avoidance  of  elective  surgery  during  extremely 
hot  w'eather. 

With  the  institution  of  these  changes  no  more 
cases  of  postoperative  heat  stroke  have  occurred 
in  our  hands,  even  though  the  summer  of  1936 
exceeded  that  of  1934:  in  the  degree  and  duration 
of  hot  weather.  We  feel  that  the  condition  should 
always  be  kept  in  mind  by  the  surgeon  in  the 
summer. 

In  our  cases  there  was  profound  organic  dis- 
ease in  each  instance,  which  might  have  produced 
hyperpyrexia  and  death.  However,  the  hot  dry 
skin,  the  delirium  in  case  3,  and  the  degree  of 
hvperpyrexia  in  each  case  were  all  findings  which 
we  did  not  expect.  The  diagnosis  in  each  was  a 
clinical  diagnosis,  not  subject  to  absolute  proof, 
and  in  none  of  them  was  an  autopsy  allowed. 

SUMISIARY 

1.  Three  cases  of  postoperative  heat  stroke 
are  reported  occurring  during  the  prolonged  hot 
weather  of  1934. 

2.  The  diagnostic  symptom  of  the  condition 
is  otherwise  unexplained  extreme  hyperpyrexia 
occurring  after  operation  during  a period  of  hot 
weather. 

3.  Prevention  is  more  important  than  treat- 
ment and  consists  in  the  encouragement  of  the 
heat  dissipating  mechanisms  of  the  body  as  well 
as  the  avoidance  of  elective  surgery  in  extremely 
hot  weather. 

4.  Treatment  consists  in  measures  to  cool  the 
body  instituted  early. 


5.  A discussion  of  the  subject  b}'  Dr.  J.  W. 
Duncan  follows : 

DISCUSSION 

DR.  J.  W.  DUNCAN,  (Omaha):  It  has  not  been 
the  practice  of  surgeons  to  consider  excessively  hot 
weather  as  a direct  and  sole  cause  of  death  following 
surgical  operations.  As  Dr.  Whitham  has  indicated, 

I recorded  five  cases  of  death  following  surgical  op- 
erations which  I felt  were  due  to  heat  stroke.  These 
cases  occurred  within  the  period  of  time  of  those  re- 
ported by  Dr.  Whitham  when  the  weather  was  exces- 
sively hot  in  Nebraska.  These  cases  were  followed  by 
autopsy.  The  clinical  picture  conformed  very  closely 
to  that  of  ordinary  heat  stroke  such  as  is  seen  in 
non-surgical  patients  exposed  to  very  high  environ- 
mental temperatures.  The  maximum  temperatures  of 
these  patients  varied  from  107  to  109.8  degrees. 

The  greatest  avenue  of  heat  loss  of  the  human  ani- 
mal is  by  radiation  and  conduction  from  the  skin, 
and  by  this  method  75%  of  the  total  bodily  heat  is 
dissipated.  Man,  because  of  his  nakedness  and  the 
wide  area  over  which  he  can  perspire,  is  best  adapted 
of  all  creatures  to  withstand  high  external  tempera- 
tures. But  when  patients  are  subjected  to  high 
temperatures  in  operating  rooms,  to  the  excessive  bed 
clothing  and  the  still  air  commonly  found  in  recovery 
rooms,  little  evaporation  of  sweat  and  dissipation  of 
heat  can  take  place  following  surgical  operations. 
Under  such  circumstances  temperatures  must  rise. 
A probable  factor  in  the  etiology  of  postoperative  heat 
stroke  may  be  the  extreme  heat  radiated  by  electric 
globes  on  lamps  in  the  operating  rooms.  A short 
time  ago  I placed  a tested  thermometer  on  an  operat- 
ing table  five  feet  away  from  two  lamps,  neither  of 
which  is  supposed  to  produce  heat,  and  both  of  which 
are  used  in  deep  abdominal  work.  Within  15  minutes 
the  thermometer  lying  on  the  table  reached  125  de- 
grees Fahrenheit.  An  open  vascular  area  such  as 
may  be  exposed  in  laparotomy  could,  no  doubt,  ab- 
sorb and  convey  to  the  body  much  heat  under  such 
circumstances. 

In  addition  to  the  high  environmental  temperatures 
often  found  in  operating  rooms  and  in  recovery  rooms 
in  hospitals,  the  escape  of  steam  from  sterilizers,  run- 
ning water,  moist  or  damp  dressings,  and  the  constant 
exposure  of  solutions  of  various  kinds,  makes  the  air 
unusually  humid.  I have  shown  by  measurement  that 
in  the  two  operating  rooms  in  which  I ordinarily  work 
the  air  is  20  to  30%  more  humid  than  elsewhere  in 
the  hospital  or  outside  the  walls  of  the  hospital. 

Ih’ee  dissipation  of  body  heat  is  facilitated  by 
sweating  and  moving  currents  of  air.  Dehydration 
fevers  are  commonly  recognized  and  the  return  of  a 
temperature  to  normal  as  quickly  as  adequate  body 
fluids  are  supplied  is  a commonly  observed  phenom- 
enon. It  is  obvious  that  heat  stroke  is  more  easily 
induced  if  fluids  are  limited.  In  addition  to  post- 
oijerative  limitation  of  fluids,  there  sometimes  occurs 
large  blood  loss  upon  the  operating  table.  Shock  also 
pools  the  blood  in  the  splanchnic  area  with  concom- 
itant loss  in  the  peripheral  circulation.  Under  these 
circumstances  little  perspiration  can  take  place.  It 
is  important  to  realize  also  that  a rise  of  temperature 
itself  induces  increased  heat  production.  For  instance, 
a rise  of  temperature  from  98.6  to  104  degrees  causes 
a 30  to  60%  increased  heat  production. 

It  is  generally  known  that  heat  stroke  is  most  apt 
to  take  place  in  a still,  humid  atmosphere  because 
loss  of  heat  by  evaporation  of  perspiration  is  lessened. 
Currents  of  air  greatly  increase  the  evaporation  of 
perspiration  and  the  dissipation  of  body  heat.  It  has 
been  shown  that  a movement  of  air  even  impercepti- 
ble to  the  senses  causes  an  increased  heat  loss  as  high 
as  75%  depending,  naturally,  upon  the  temperature 
of  the  air  current.  Alfred  Brown  of  Omaha,  in  a dis- 


Volume  22 
Number  8 


OBSTETRICAL  ANALGESIA:  BINDLEY 


307 


cussion  of  a paper  I read  on  Postoperative  Heat 
Stroke  before  the  Western  Surgical  Association,  De- 
cember 12,  1935,  at  Rochester,  Minnesota,  related  some 
experiments  with  filtered  moving  air  in  hospitals. 
He  found  that  air  filters  and  blower  fans  reduced 
operating  room  temperatures  from  6 to  8V2  degrees 
below  outside  temperatures.  But  he  pointed  out  the 
possible  dangers  to  the  postoperativ^e  patient  in  a 
sudden  change  from  air  conditioned  rooms  to  pre- 
vailing temperatures.  There  is  also  good  evidence  in 
the  experiments  of  Meleney  of  Philadelphia  and  Hart 
of  Durham,  North  Carolina,  that  contamination  of 
wounds  by  air  and  especially  moving  air  is  rather 
common.  These  facts,  and  those  brought  out  in  Dr. 
Whitham’s  paper  and  my  comment,  adduce  clear 
evidence  of  the  necessity  of  air  conditioning  in  hos- 
pitals, particularly  in  operating  theatres.  Those  in- 
stitutions that  house  the  sick  have  much  greater  need 


for  it  than  residences  and  office  buildings  in  which 
it  is  now  quite  commonly  used. 

The  eight  points  in  the  handling  of  surgical  patients 
during  hot  weather,  made  in  Dr.  Whitham’s  paper, 
comprise  the  essentials.  I am  convinced  until  air  con- 
ditioning in  hospitals  becomes  general  the  observance 
of  the  last  point,  namely  the  avoidance  of  elective 
surgery  during  extremely  hot  weather,  is  the  most  im- 
portant. 
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PERSONAL  EXPERIENCES  WITH  OBSTETRICAL  ANALGESIA* 

DAVID  FINDLEY,  M.  D., 

Omaha. 


The  science  of  obstetrics  has  made  rapid  ad- 
vances since  it  was  released  from  the  shackles  of 
superstition,  prudery  and  religious  dogma  of  early 
days.  The  advent  of  the  male  accoucheur  in  the 
17th  century  marked  the  beginning  of  a new  era 
for  the  parturient  woman.  For  many  years  there- 
after the  art  of  delivery  advanced  but  there  was 
little  or  no  regard  for  the  comfort  of  the  patient. 
It  remained  for  Sir  James  Y.  Simpson  and  Walter 
Channing  of  the  early  19th  century  to  introduce 
anaesthesias  into  obstetric  practice.  Their  gen- 
eral acceptance  by  the  medical  profession,  how- 
ever, was  for  a time  retarded  by  religious  intol- 
erance and  unscientific  thinking.  It  has  been  only 
in  the  last  few  decades  that  these  obstacles  have 
been  wholly  overcome  and  obstetricians  have  fully 
realized  the  value  of  sedatives  administered  dur- 
ing labor  and  delivery. 

Women  are  today  demanding  short  and  pain- 
less labors  and  the  medical  profession  has  re- 
sponded by  a quickening  of  its  interest  in  anal- 
gesias and  anaesthesias.  In  response  to  the  de- 
mand for  sedatives  and  hypnotics  there  is  an 
ever-increasing  number  of  drugs,  devised  for  the 
purpose  of  relieving  the  pangs  of  labor,  being 
placed  on  the  market,  all  deserving  of  considera- 
tion and  trial.  Some  have  been  tried  and  found 
harmful,  some  found  disappointing  in  their  ef- 
fectiveness, while  many  have  given  gratifying  re- 
sults. 

It  is  my  purpose  to  recount  my  personal  ex- 
periences with  obstetrical  analgesia  in  approxi- 
mately 5,000  cases  attended  in  the  University 
hospital,  Ann  Arbor,  Michigan,  the  Woman’s 
hospital  of  New  York  and  the  Philadelphia  Lying- 
In  hospital. 

*Read  before  the  Douglas  County  Medical  Society,  Omaha, 
February  9,  1937. 


In  fully  95  per  cent  of  all  cases  an  analgesic 
of  some  sort  was  given.  These  included  opiates, 
alone  or  in  conjunction  with  some  other  drug,  the 
various  barbiturates,  rectal  ether,  paraldehyde, 
avertin,  inhalation  anaesthetics  such  as  nitrous 
oxide,  ether  and  chloroform  and  various  combina- 
tions of  the  above.  In  the  remaining  5 per  cent 
of  cases  time  did  not  permit  the  use  of  medication 
before  delivery.  But  before  discussing  the  mer- 
its of  these  drugs  it  must  be  stated  that  no  single 
analgesic,  yet  produced,  is  100  per  cent  safe  or 
satisfactory  in  all  cases.  Individuals  vary  in  their 
physical  structure,  in  their  psychic  reactions  and 
in  their  response  to  medication.  These  factors, 
plus  the  surroundings  of  the  patient  and  the  type 
of  labor  must  be  taken  into  consideration.  The 
drug  that  best  meets  these  conditions  is  chosen 
but  not  until  certain  precautionary  measures  are 
taken. 

In  evaluating  the  statements  that  follow  it  must 
be  borne  in  mind  that  all  of  my  cases  were  ob- 
served in  well  organized  maternity  hospitals  and 
under  fairly  ideal  conditions.  No  home  delivery 
cases  are  here  reported.  The  figures  stated  be- 
low, with  few  exceptions,  are  only  approximately 
correct  for  the  reason  that  no  accurate  records 
are  available. 

A slight  variation  from  the  original  “twilight 
sleep’’  of  Kroenig  was  used  in  about  1,500  cases. 
The  technic  was  as  follows.  As  soon  as  active 
labor  set  in  the  patient  was  removed  from  her  bed 
and  placed  in  a darkened  labor  room.  All  friends 
and  relatives  were  excluded.  In  primigravidae, 
after  the  establishment  of  5 minute  pains  and  a 
cervical  dilatation  of  3 cm.  the  woman  was  given 
morphine  sulphate  gr.  J4,  or  pantopon  gr.  1/3, 
and  scopolamine  hydrobromide  gr.  1/100.  If, 
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after  one  hour,  the  patient  was  still  restless  be- 
tween pains,  scopolamine  gr.  1/200  was  given, 
and  if  no  relief  was  obtained  after  a second  hour 
a similar  dose  of  scopolamine  was  added.  This 
usually  proved  sufficient  to  carry  the  patient  till 
late  in  the  second  stage  of  labor.  Only  in  pro- 
tracted labors  was  a second  dose  of  morphine  ad- 
ministered and  then  in  doses  of  1/8  to  l/(i  of  a 
grain.  About  00  per  cent  of  cases  were  delivered 
by  outlet  forceps  under  nitrous  oxide  and  oxygen 
anaesthesia.  Rarely  was  ether  or  chloroform  given 
during  the  delivery.  iMultigravidae  were  treated 
in  a like  manner  save  that  the  initial  dosage  of 
analgesia  was  morphine  gr.  1/0  and  scopolamine 
gr.  1/150.  Opiates  were  not  given  if  the  delivery 
was  imminent  or  e.xpected  within  one  hour. 

Relief  of  pain  varied  markedly;  about  15  per 
cent  claimed  no  relief,  75  per  cent  partial  relief, 
10  per  cent  total  relief.  The  mothers  usually 
slept  six  to  eight  hours  after  delivery  and  showed 
no  bad  after  effects.  Excitability  was  cut  to  a 
minimum  in  most  cases.  The  highly  neurotic 
women  of  southern  European  races  reacted  par- 
ticularly well  to  morphine. 

Serious  complications  in  the  baby  were  rela- 
tively rare.  Mild  asphyxias  were  common  but 
rarely  were  resuscitative  measures,  other  than 
gentle  massage  of  the  spinal  column  and  external 
heat,  recpiired,  provided  the  air  passages  were 
clear.  Carbon  dioxide  inhalations  were  admin- 
istered to  the  baby  in  about  5 to  10  per  cent  of 
cases.  I cannot  recall  more  than  one  or  two  babies 
dying  as  a result  of  over-dosage  of  opium.  In 
those  cases  and  in  others  showing  marked 
asphyxia  either  the  analgesia  was  given  late  in 
labor  or  deep  secondary  anaesthesia  was  given  at 
the  time  of  delivery.  Xo  marked  asphyxia  was 
noted  in  babies  delivered  spontaneously  and  with- 
out secondary  inhalation  anaesthesia.  One  can- 
not predict  with  any  degree  of  accuracy  what  ef- 
fect the  administration  of  morphine  will  have 
upon  the  baby.  The  time  element  is  variable.  I 
have  seen  babies  delivered  thirty  minutes  or  less 
after  morphine  had  been  given  that  showed  no 
signs  whatever  of  asphyxia.  I have  also  seen 
babies  delivered  three  and  four  hours  after  an 
hypodermic  injection  of  morphine  that  required 
active  resuscitative  measures.  In  these  latter 
cases  the  asphyxia  could  be  traced  only  to  the 
combined  effect  of  the  opiate  and  the  secondary 
anaesthesia  as  the  deliveries  were  not  abnormal 
or  difficult. 

.\vertin,  in  doses  of  80-100  mgs.  per  kilogram 
of  body  weight,  was  given  in  100  consecutive 
cases.  This  was  generally  administered  near  the 


time  of  complete  dilatation  of  the  cervix.  There 
was  little  or  no  relief  from  pain.  Xo  ill  effects 
were  noted  in  the  babies.  Early  post-partum 
hemorrhage  and  shock  were  of  frequent  occur- 
rence. Fully  30  per  cent  of  all  cases  required 
uterine  packing  and  intravenous  gum  acacia  or 
blood  transfusions  when  donors  were  available. 
All  this  was  due  to  the  great  difficulty  encoun- 
tered in  keeping  the  uterus  contracted  after  the 
conclusion  of  the  third  stage  of  labor.  Avertin 
was  abandoned  after  this  series  of  cases. 

Paraldehyde,  in  doses  of  two  to  three  drachms 
either  orally  or  rectally,  was  used  in  a small  num- 
ber of  cases  but  without  success.  F’araldehyde 
was  found  to  be  of  value  when  used  in  conjunc- 
tion with  rectal  ether  in  relieving  the  excitability 
occurring  in  cases  in  which  barbiturates  were 
used. 

Xitrous  o.xide  inhalations  administered  during 
labor  pains  were  found  to  be  highly  efficient  as 
an  analgesic  and  caused  no  ill  effects  in  the  babies. 
The  fact  that  this  procedure  requires  the  atten- 
tions of  a trained  anaesthetist  for  periods  ranging 
from  thirty  minutes  to  several  hours,  and  because 
of  the  expense  nitrous  oxide  inhalations  were  re- 
stricted to  jwivate  cases. 

Ether  or  chloroform  inhalations,  given  during 
the  period  preceding  the  actual  delivery,  were 
used  in  but  a very  few  cases.  Danger  of  respira- 
tory complications  or  a lighting  up  of  a latent 
tuberculosis  follows  indiscriminate  use  of  ether. 
Delayed  chloroform  poisoning,  at  times  resulting 
in  death,  is  apt  to  follow  prolonged  or  repeated 
use  of  that  drug.  The  incidence  of  atony  of  the 
uterus  is  somewhat  increased  following  the  use  of 
chloroform  resulting  in  excessive  bleeding  which 
at  times  may  reach  alarming  proportions.  These 
drugs  were  frequently  resorted  to,  however,  for 
secondary  anaesthesia.  When  given  in  large 
amounts,  and  especially  when  morphine  was  used 
during  labor,  narcosis  of  the  baby  in  varying  de- 
grees was  frequently  observed. 

Two  ounce  doses  of  ether  in  equal  amounts  of 
olive  oil,  with  or  without  quinine,  was  given  by 
rectum  in  between  100  and  150  cases.  Satisfying 
results  in  the  relief  of  pain  w’ere  not  obtained 
unless  morphine  or  some  barbituric  acid  prepara- 
tion was  given  prior  to  the  rectal  injection.  The 
technic  of  administering'  rectal  ether  is  of  im- 
portance. The  rectum  must  be  empty  and  the 
tube  gently  inserted  till  the  tip  is  well  above  the 
level  of  the  presenting  part,  when  the  oil  is  slow- 
ly injected.  Compression  of  the  anal  orifice  and 
sphincter  must  be  made  for  at  least  ten  minutes 
to  prevent  escape  of  the  fluid,  after  the  tube  is 
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removed.  \\’hen  used  in  conjunction  with  other 
drugs  the  effect  was  well  marked.  Restlessness 
and  excitability  would  disappear.  The  patient 
would  usually  sleep  soundly  between  pains  and 
could  be  roused  only  with  some  difficulty.  The 
contractions  of  the  uterus  were  not  altered  to  any 
great  extent.  The  percentage  of  fetal  asphyxia 
was  somewhat  higher  than  in  those  cases  where 
morphine  or  the  barbiturates  were  used  alone. 

By  and  large,  if  given  properly,  the  barbiturates 
are  the  most  satisfactory  sedatives  we  possess ; 
this  in  the  interest  of  both  mother  and  child. 
Every  pharmaceutical  house  has  its  own  prepara- 
tion, but  all  have  the  same  basic  constituents  and 
properties  and  the  results  obtained  differ  little. 
The  two  most  widely  used  are  sodium  amytal  and 
l)entobarbital  sodium  (nembutal). 

I have  seen  nembutal  used  in  over  2,000  cases 
with  considerable  success.  Amnesia,  partial  or 
complete,  was  obtained  in  about  80  per  cent  of 
cases.  Fetal  distress  attributed  to  the  drug  was 
not  met.  Nearly  all  babies,  save  in  complicated 
deliveries,  were  of  good  color  when  delivered  and 
required  no  resuscitation. 

In  order  to  obtain  good  results  great  care  was 
given  to  the  technic  of  administration  and  to  the 
handling  of  the  patient  both  before  and  during 
delivery.  Highly  excitable  women,  especially 
those  of  Latin  or  Hebrew  e.xtraction,  seldom  re- 
acted favorably.  They  were  prone  to  become  ex- 
tremely restless  and  irritable,  and  were  closely  at- 
tended to  prevent  injury  to  themselves.  Women 
of  more  stable  temperament  would  occasionally 
manifest  marked  excitability.  For  this  reason  the 
barbiturates  should  not  be  used  in  large  doses  in 
the  home  or  anywhere  that  the  patient  cannot  be 
constantly  watched.  That  no  patient  under  the 
influence  of  the  barbiturates  should  be  left  alone 
is  a point  that  cannot  be  too  strongly  stressed. 

The  technic  employed  at  the  Philadelphia  Ly- 
ing-In hospital  was  as  follows:  As  soon  as  active 
labor  set  in  the  patient  was  taken  to  a labor  room 
and  put  in  a bed  provided  with  side  railings.  No 
two  patients  were  placed  in  the  same  room.  The 
medication  to  be  administered  and  the  effects  she 
was  expected  to  experience  were  explained  to  her 
and  she  was  urged  to  cooperate  as  best  she  could. 
Nembutal,  gr.  \’I,  was  then  given  orally  in  di- 
vided doses  of  3 grains  each,  at  intervals  of  about 
five  minutes,  followed  by  an  hypodermic  injec- 
tion of  scopolamine  gr.  1/150.  The  room  was 
dimmed  and  the  patient  allowed  to  sleep  as  much 
as  possible.  It  was  thought  important  that  the 
nurse  be  instructed  not  to  disturb  the  patient  more 
than  necessarv.  Pelvic  examinations  were  re- 


stricted to  every  two  or  three  hours  if  the  labor 
was  progressing  normally.  The  fetal  heart  rate 
was  checked  every  thirty  minutes. 

If  marked  excitability  was  encountered  1^^  to 
3 grains  of  additional  nembutal  were  given. 
Scopolamine  gr.  1/300  was  occasionally  used.  If 
this  added  dosage  did  not  give  the  desired  results 
the  patient  was  given  a short  anaesthetic,  using 
nitrous  oxide  and  o.xygen,  while  two  ounces  each 
of  ether  and  warm  olive  oil  were  injected  per  rec- 
tum. This  procedure  follow's  rather  closely  that 
of  Irving,  of  Boston,  who  lately  has  been  adding 
two  drachms  of  paraldehyde  to  the  rectal  emul- 
sion. Such  rectal  injections  are  generally  suffi- 
cient to  carry  the  patient  well  into  the  second 
stage  of  labor. 

With  the  presenting  part  on  the  pelvic  floor 
the  patient  was  transferred  to  the  delivery  table 
and  under  nitrous  o.xide  or  ether  anaesthesia  low 
forceps  were  applied.  An  episiotomy  was  per- 
formed in  nearly  all  primigravidae  and  not  in- 
frequently in  multigravidae. 

Under  this  routine  approximately  GO  per  cent 
of  the  women  became  excitable  and  required  the 
additional  medication.  In  a recent  communica- 
tion from  Clifford  Lull,  chief  of  service  in  the 
Philadelphia  Lying-In  hospital,  he  states  that  the 
initial  dose  of  nembutal  was  raised  to  7p2  grains 
and  more  recently  to  9 grains.  In  so  doing  the 
percentage  of  complete  amnesia  has  been  raised 
and  the  amount  of  excitability  considerably  de- 
creased. He  reports  no  increase  in  fetal  asphyxia. 

Bill,  of  Cleveland,  uses  sodium  amytal  in  doses 
of  9,  12  or  15  grains,  either  with  or  without  sco- 
polamine, and  claims  similar  results.  Lately  I 
have  started  to  use  ortal  sodium  but  the  series  of 
cases  is  still  too  small  to  justify  any  conclusions. 

Spinal  anaesthesia  is  used  almost  routinely  in 
the  Jersey  City  Aledical  Center,  where  over  5,000 
women  are  delivered  annually.  They  claim  con- 
siderable success  when  it  is  given  late  in  the  first 
stage  of  labor.  I have  never  seen  it  used  ; neither 
have  I had  any  experience  with  local  anaesthesia. 

Complete  and  satisfactory  analgesia  alters  to 
some  extent  the  course  of  labor.  Any  of  the 
above  drugs,  if  given  before  labor  is  actually  es- 
tablished or  before  dilatation  of  the  cervix  has 
begun,  are  apt  to  cause  a cessation  of  pains.  When 
given  properly  the  first  stage  is  frequently  short- 
ened. This  is  accomplished  by  a relaxation  of 
voluntary  muscles,  a softening  of  the  cervix  and 
hence  a more  rapid  dilatation.  This  was  esj^ecial- 
ly  noticeable  following  the  use  of  the  barbiturates. 
The  incidence  of  operative  deliveries  is  greatly  in- 
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creased,  due  to  an  inhibition  of  the  voluntary 
forces  of  the  mother. 

i\[orphine  should  not  be  used  pre-operatively  in 
caesarean  section  cases  as  its  effect  combined  with 
ether  acts  as  a respiratory  depressant  in  the  fetus. 
Barbiturates  may  safely  be  used  in  conjunction 
with  atropine  or  scopolamine.  I regard  spinal 
anaesthesia  in  caesarean  sections  as  treacherous. 

I have  seen  two  women  die  of  circulatory  collapse 
before  the  peritoneum  was  opened  and  have 
knowledge  of  several  others. 

SUMMARY 

1.  There  is  as  yet  no  wholly  safe  or  satisfac- 
tory means  of  relieving  the  pains  of  childbirth. 

2.  The  type  of  drug  used,  and  its  dosage, 
should  be  carefully  chosen  for  each  case.  The 
phi’sical  and  mental  characteristics  of  the  indi- 
vidual, the  type  of  labor,  and  the  surroundings  of 
the  patient  alter  the  choice  of  the  analgesic. 

3.  Morphine,  when  used  alone  or  with  scopo- 
lamine, is  a fairly  satisfactory  method  of  relieving 
labor  pains.  It  is  the  analgesic  of  choice  in  home 
deliveries  and  in  highly  neurotic  women.  Fetal 
asphyxia  is  not  noticed  in  any  marked  degree  un- 
less the  morphine  is  followed  by  secondary  inhala- 
tion or  rectal  anaesthesia. 

4.  Avertin  was  abandoned.  Post-partum 
hemorrhage  and  shock  followed  its  use. 

5.  Paraldehyde  was  found  to  be  unsuccessful 
as  an  analgesic  when  used  alone.  When  combined 


with  rectal  ether  it  was  found  to  be  efficient  in 
relieving  the  excitability  resulting  from  the  use 
of  the  barbiturates. 

G.  Nitrous  oxide  inhalations  were  found  to  be 
satisfactory  in  relieving  the  pains  of  labor  and 
had  no  ill  effects  on  the  babies.  The  expense  in- 
volved prohibits  its  use  in  large  clinics. 

7.  Indiscriminate  use  of  ether  or  chloroform 
inhalations  results  in  upper  respiratory  complica- 
tions and  chloroform  poisoning. 

8.  Rectal  ether  injections  are  most  satisfac- 
tory when  used  to  augment  the  effects  of  other 
drugs  and  to  relieve  the  excitability  sometimes 
met  with  following  the  use  of  the  barbiturates. 
The  percentage  of  fetal  asphyxia  is  increased  with 
its  use. 

9.  The  barbiturates  are  the  most  satisfactory 
sedatives  yet  produced.  Strict  attention  must  be 
paid  to  the  technic  of  administration  and  to  the 
handling  of  the  patient.  Excitability  is  commonly 
seen,  especially  in  Southern  European  and  He- 
brew races,  but  can  be  successfully  combated  by 
the  use  of  rectal  ether.  Fetal  asphyxia  is  not  en- 
countered. Amnesia  was  obtained  in  nearly  80 
per  cent  of  cases. 

10.  Complete  sedation  greatly  increases  the 
incidence  of  operative  deliveries. 

11.  Spinal  anaesthesia  in  caesarean  sections 
is  dangerous.  Circulatory  collapse  followed  by 
death  was  seen  in  two  cases. 
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In  general,  any  skin  eruption  produced  by  out- 
side contact  may  be  classed  as  dermatitis  venena- 
ta although  some  authors  favor  using  this  term 
in  cases  of  plant  caused  eruptions  only.  It  is  here 
used  in  the  broader  sense. 

Physicians  are  all  familiar  with  the  five  cardi- 
nal points  of  “eczema,”  (the  three  i’s  and  two 
m’s),  namely,  indefinite  outline,  infiltration, 
itching,  moisture  and  multiformity.  Moisture 
may  not  be  present  at  the  time  of  observation  al- 
though a history  of  its  former  presence  can  be 
elicited.  With  these  five  points  in  mind  it  is 
well  to  remember  that  this  clinical  picture  can  be 
produced  by  either  internal  factors  or  external 
factors.  If  the  eruption  is  produced  by  internal 
factors  or,  often,  if  the  etiology  cannot  be  found, 
the  diagnosis  of  “eczema”  is  usually  made.  If  the 
cause  is  external  contact,  the  eruption  is  called 

♦Read  before  the  Omaha-Midwest  Clinics,  October  28,  1936. 


“dermatitis”  and  usually  the  word  “venenata”  is 
added  to  definitely  brand  the  etiology  as  external. 

Over  a period  of  years  many  dermatologic  en- 
tities have  been  separated  from  the  eczemas  and 
this  process  continues.  In  fact  many  dermatolo- 
gists believe  that  practically  all  cases  of  acute 
“eczema”  are  really  “dermatitis  venenata.”  Al- 
most every  substance  can  produce  a dermatitis 
in  certain  individuals  and  almost  every  occupa- 
tion is  responsible  for  some  cases. 

As  outlined  by  Klauder  ( Practitioners  Library 
of  Medicine  and  Surgery,  Vol.  X,  Appleton  1936) 
there  are  four  groups  of  cases  comprising  “der- 
matitis venenata.” 

1.  There  is  a certain  threshold  beyond  which  all 
skins  will  react,  as  to  strong-  acids  and  alkalies. 

2.  Certain  individuals  have  a lowered  tolerance, 
normally. 

3.  In  many  individuals  the  normal  tolerance  may 
be  lowered  by  prolonged  contact,  and  in  this  case  the 
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I skin  may  then  react  to  many  substances  other  than 

• the  excitant,  which  never  produced  any  symptoms 

\ before. 

4.  Some  individuals  have  a true  idiosyncrasy 
(true  allerg-y)  which  is  usually  monovalent  although 
the  skin  may  react  to  other  substances  in  the  same 
plant  or  chemical  group. 

True  allergy  exists  in  a few  at  birth  (atopy) 
although  most  of  the  sensitizations  are  acquired 
later  hy  contacts  even  days  or  years  after  the 
contact.  Cuts,  abrasions,  ingestion  or  inhalation 
may  provide  the  avenue  of  contact.  The  degree 
of  sensitivity  differs  in  different  persons  but  us- 
ually exists  unchanged  for  years. 

In  addition  many  contributing  factors  may  pre- 
dispose to  cutaneous  reactions  to  contacts,  as 
physiologic  states,  pre-existing  eruptions,  seborr- 
hea, focal  infection,  intoxications,  etc.  For  this 
reason  a child  who  has  infantile  eczema  should 
never  be  vaccinated  without  due  consideration  to 
possible  severe  consequences. 

Excessive  dryness  predisposes  to  venenata. 
Likewise  increased  perspiration  predisposes  to 
contact  dermatitis  because  the  sweat  becomes 
more  alkaline,  dissolving  the  protecting  fat  lay- 
er thus  increasing  the  likelihood  of  dermatitis. 

A contact  dermatitis  often  spreads  far  beyond 
the  point  of  contact  although  the  mechanism  of 
this  phenomenon  is  not  definitely  known. 

In  many  cases  one  cannot  determine  from  a 
study  of  the  eczematous  lesion  whether  the 
cause  is  internal  or  external  although,  in  general, 
the  redness  of  an  acute  venenata  is  more  vivid 
and  the  papules  or  vesicles  are  more  thickly  set 
than  in  an  “eczema.”  Often  in  a venenata  the 
outline  of  the  erupted  patch  is  more  sharply  de- 
fined, particularly  when  due  to  external  appli- 
cations used  in  treatment. 

The  most  important  clue  in  many  venenatas  is 
the  location  of  the  eruption.  The  location  of  the 
eruption  is  also  often  the  most  important  clue  to 
the  actual  cause. 

A dermatitis  occurring  on  a man’s  anterior 
thigh  should  make  the  physician  suspicious  of 
some  irritant  carried  in  the  pants  pocket  such  as 
matches  or  match  boxes.  The  same  should  be 
thought  of  where  the  eruption  underlies  the  low- 
er vest  pocket.  An  eruption  behind  the  ears  or 
over  the  bridge  of  the  nose  may  not  be  due  to  too 
short  glasses  bows  but  may  be  a venenata  due 
to  nickel  used  in  making  white  gold  frames. 
Eczematous  eruptions  about  the  neck  may  be  due 
to  dye  in  coats  or  scarfs.  Certain  eczematous 
eruptions  over  the  forehead  may  be  due  to  the 
sweat  band  in  a hat. 

A widely  distributed  erythematous  eruption 
over  a woman’s  body  sparing  the  inframammary 


region  and  often  a small  area  in  the  depression 
of  the  lower  lumbar  region  may  be  due  to  rayon. 
Also  many  men  wear  rayon  underwear.  Certain 
eruptions  of  the  lower,  lateral  posterior  surfaces 
of  the  trunk  may  be  due  to  rubber  or  other  ma- 
terial in  the  side  gores  of  a girdle.  Certain  erup- 
tions of  the  feet  are  due  to  shoe  dyes  or  glue. 

Again  some  cases  of  dermatitis  of  the  male 
genitalia  are  due  to  condoms  or  to  various  con- 
traceptives, washes,  etc.  used  by  the  sexual  part- 
ner. 

In  all  of  the  eruptions  cited  above  and  all 
other  venenatas  there  are  many  factors  which 
vary  the  clinical  manifestations,  such  as  degree 
of  sensitivity,  frequency  of  contact,  duration  of 
contact,  manner  of  wearing  clothing,  physiologic 
state  of  the  individual,  etc. 

In  searching  for  the  various  causes  of  eczema- 
tous eruptions  the  physician  must  be  a detective 
first,  last  and  all  the  time. 

If  the  cause  of  a dermatitis  venenata  were  al- 
ways a single  one  the  job  of  finding  it  would  be 
difficult  enough.  However,  it  is  often  not  this 
simple.  After  the  skin  becomes  sensitive  to  an 
irritant  it  often  takes  on  additional  sensitizations. 
In  the  meantime,  the  original  cause  of  the  erup- 
tion may  have  been  eliminated  and  the  newly  ac- 
quired sensitizations  may  carry  on  the  clinical 
picture  as  formerly.  Further,  there  is  much  evi- 
dence to  suggest  that  often  two  or  more  sub- 
stances operate  together  to  produce  the  clinical 
picture  and  if  some  of  these  factors  are  absent 
the  eruption  does  not  appear. 

Other  cases  of  dermatitis  venenata  have  a def- 
inite relationship  to  internal  and  external  condi- 
tions. I have  seen  cases  develop  an  eruption  fol- 
lowing the  use  of  four  per  cent  ammoniated  mer- 
cury ointment  in  hot  weather  and  be  able  to 
resume  its  use  when  the  weather  became  cooler. 
Again  I have  had  patients  develop  a clinical  con- 
tact dermatitis  while  treating  a fungous  infection 
of  the  feet  and  lose  this  sensitization  after  the 
removal  of  focal  infection. 

In  other  words,  there  must  be  many  people 
going  about  their  occupations  carrying  “subclin- 
ical  sensitizations.”  Only  when  some  other  factor 
or  factors  present  themselves  do  these  individuals 
present  clinical  pictures  of  some  type  of  allergy. 

Until  more  is  known  about  what  underlies  the 
condition  known  as  allergy  and  until  more  is 
known  about  the  various  factors  which  contribute 
to  the  development  of  it,  we  must  continue  search- 
ing for  the  precipitating  cause  of  the  dermatitis. 
Often  our  search  will  end  in  failure  but  more 
often  it  will  succeed. 
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In  231  consecutive  private  cases  which  were 
clinically  diagnosed  as  contact  dermatitis,  the 
cause  was  not  proven  in  50.  This  group  includes 
many  cases  which  were  seen  only  once  and  also 
a number  in  which  prolonged  search  failed  to 
determine  the  cause. 

In  181  the  cause  was  found  and  proven  by  posi- 
tive patch  tests  or  a recurrence  of  the  eruption 
after  contacting  again  the  suspected  irritant,  ex- 
cept in  some  cases  where  the  history  was  so  def- 
inite that  no  doubt  existed. 

Drugs  as  such  accounted  for  71  cases.  Of 
this  group  15  were  due  to  medication  given  by  a 
physician  and  the  individual  drug  could  not  be 
elicited.  Fifteen  were  due  to  sulphur,  from  5% 
to  50%  strength,  prescribed  by  the  physician  or 
applied  independently  by  the  patient.  Ammoniat- 
ed  mercurv  accounted  for  10  cases.  Iodine  caused 
()  while  butysin  picrate  produced  4.  Mentholatum 
precipitated  three  cases  while  mercury  and  sul- 
phur combined  caused  3.  “Vick's  \*apo  Rub"  and 
ephedrine  each  caused  2 cases.  One  case  each 
was  caused  by  “Odorono  Ice,’’  resorcin,  camphor- 
ated oil,  unguentin,  merthiolate,  mercurochrome, 
belladonna  plaster,  methyl  salicylate,  “Mum,” 
“W'atkin's  Liniment"  and  “Noxemia.” 

Weeds  and  plants  caused  31  cases  with  18  due 
to  rhus  toxicodendron.  In  0,  the  particular  plant 
could  not  be  determined.  Primrose  accounted  for 
3.  One  case  each  was  due  to  verbena,  hollyhock, 
baby  breath,  and  hemp. 

Clothing  accounted  for  21  cases  of  which  2 
were  urticarial,  due  to  wool,  and  4 were  due  to 
rayon.  Dyes  caused  15,  as  follows:  fur  collar  3, 
dress  3,  hat  band  2,  shoes  2,  stockings  2,  knitting 
yarn  1,  waist  1,  and  scarf  1. 

Cosmetics  accounted  for  17  with  8 due  to  face 
]70wder,  4 due  to  creams  and  one  each  to  per- 


fume, henna  pack,  “Double  A Face  Lotion,”  hair 
dye  steam  and  lipstick. 

Soaps  or  soap  and  water  caused  11,  in  6 of 
which  the  name  of  the  soap  could  not  be  deter- 
mined. Two  were  due  to  Omaha  Family  Soap 
and  one  each  to  Resinol,  Neko,  and  Blue  Barrel. 

Chemicals  accounted  for  11,  with  2 each  due 
to  scrubbing  powders,  potassium  bichromate  and 
washing  powder.  One  each  was  caused  by  lye, 
sodium  carbonate,  sheep  dip,  gasoline  and  urine. 

Physical  agents  caused  5.  Two  were  sunburns. 
One  was  a true  allergy  to  sunlight  (hydroa 
aestivale ) . One  was  due  to  cold  and  one  to  air 
currents  or  breeze. 

Three  were  due  to  contacts  with  foods,  one 
each  to  orange  peel,  raspberries  and  dough. 

Three  were  due  to  grain  dust.  In  one  case 
the  exact  irritant  could  not  be  determined  while 
one  each  was  caused  by  barley  dust  and  corn 
dust. 

Four  were  due  to  nickel,  one  from  a metal 
cloth,  two  from  white  gold  wrist  watches  and 
one  from  a nickel  glasses  frame. 

One  each  was  produced  by  chicken  feathers 
and  pheasant  feathers. 

The  remaining  two  were  produced  by  phos- 
phorus sesquisulphide  in  matches. 

SUMMARY 

1.  A brief  review  of  contact  dermatitis  is 
given. 

2.  Klauder's  classification  is  emphasized. 

3.  Clinical  points  in  etiology  and  diagnosis 
are  reviewed. 

4.  A report  of  the  etiology  in  231  consecu- 
tive private  cases  is  given. 


A RE\TE\V  OF  SIXTY-FOUR  CASES  OF  PERNICIOUS  ANEMIA* 

E.  BURKETT  REED,  M.  D.. 

Lincoln 


This  communication  embraces  the  review  of  64 
cases  of  pernicious  anemia  that  have  been  studied 
in  the  local  hospitals  by  various  staff  members, 
or  have  been  observed  by  the  author  in  private 
practice.  Only  the  records  of  those  patients  first 
observed  five  years  ago  or  less  were  considered. 
Also  certain  diagnostic  criteria  had  to  be  satisfied 
before  the  case  was  used.  The  above  is  aug- 
mented to  a certain  extent  by  the  answers  of 

*Read  before  the  Lancaster  County  Medical  Society,  May  17, 
1936. 


twenty-seven  of  these  patients  to  a follow-up 
questionnaire  that  has  been  recently  sent  to  them. 
Special  attention  has  been  given  to  neurological 
aspects  of  the  problem.  The  author  does  not  hope 
to  add  much  that  is  worthw'hile  to  the  literature 
on  the  subject,  but  does  desire  to  give  a fair  cross- 
section  of  pernicious  anemia  as  we  see  it  in  this 
community.  It  is  believed  that  this  kind  of  a re- 
view will  create  more  interest  in  the  subject 
which  should  lead  to  better  management  of  the 
individual  who  suffers  from  pernicious  anemia. 
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In  tliis  series  there  was  a striking  predominence 
of  female  over  male  patients.  Forty-two  were  fe- 
males and  twenty-two  were  males.  It  is  general- 
ly believed  that  in  England  and  in  the  United 
States  males  are  more  frequently  afflicted.  In 
the  north  countries  of  the  European  continent  the 
reverse  is  true.  The  nationality  of  the  patient 
was  not  established  in  enough  of  these  records 
that  statistics  concerning  this  point  would  be  of 
any  value.  However,  the  English  and  Swedish 
races  made  up  the  majority. 

The  age  of  onset  of  the  disease  was  found  as 


follows  ; 

3rd  decade  5 

4th  decade  9 

5th  decade  19 

6th  decade  27 

70  and  over 4 


The  distribution  according  to  age  is  similar  to 
other  recorded  instances.  Only  a few  cases  be- 
gan as  early  as  the  third  decade,  while  the  major- 
ity begin  in  late  middle  life.  As  noted  above,  the 
greatest  number  began  in  the  sixth  decade.  The 
bearing  that  age  has  upon  the  etiology  of  perni- 
cious anemia  is  not  known,  but  no  doubt  it  does 
have  great  significance. 

Before  we  proceed  to  the  neurological  consider- 
ation of  this  study,  it  would  be  best  that  we  stop 
here  for  the  moment  and  review  some  of  the 
neurological  anatomy,  physiology,  and  pathology 
concerned.  Combined  degeneration,  or  sclerosis, 
is  commonly  associated  with  pernicious  anemia. 
According  to  BelB^C  the  lesions  commonly  re- 
ferred to  as  being  characteristic  pathologically 
are  tract  degenerations  in  the  posterior  and  lateral 
columns  of  the  spinal  cord,  as  well  as  degenera- 
tion of  fibers  in  the  peripheral  nerves.  The  pe- 
culiar selectivity  of  these  systems  goes  unex- 
plained. These  lesions  tend  to  have  a disseminat- 
ed distribution,  but  tend  to  be  more  marked  in  the 
mid-thoracic  region  than  in  the  cervical  or  lumbar 
region.  The  primary  lesion  is  looked  upon  as 
a localized  area  of  myelinic  degeneration.  This 
process  extends  by  coalescing  of  various  lesions, 
and  in  severe  cases  gives  the  picture  of  a wide- 
spread degeneration.  BelB^^  further  states  that 
glial  proliferation  is  not  a marked  feature  in  the 
degenerated  area  but  does  occur  as  the  lesions  be- 
come older.  The  pathologic  findings  are  not  those 
of  an  inflammatory  disease,  if  perivascular  infil- 
tration is  accepted  as  a criterion. 

The  nervous  manifestations  of  the  chronic 
peripheral  neuritis  are  those  of  an  irritative  sen- 
sory disturbance,  namely  the  paresthesias  of 
numbness,  tingling,  and  prickling,  usually  in  the 
hands  and  feet.  Neuritic  pains  are  uncommon, 
as  are  localized  motor  weaknesses.  Girdle  pain 


and  suggestive  root  pain  in  the  arms  and  legs 
have  been  reported.  Grinker^^)  is  of  the  opinion 
that  most  of  these  dysesthesias  are  not  always  of 
central  origin,  but  are  rather  due  to  changes  in 
circulation  of  the  end  organ. 

The  symptoms  and  signs  of  posterior  cord  in- 
volvement depend  upon  the  degree  and  the  part 
of  the  tract  affected.  The  paresthesias  are  most 
commonly  reported  as  the  earliest  signs  of  pos- 
terior column  disease.  In  case  deep  sensibility  is 
affected,  the  patient  may  have  a positive  Rom- 
berg, finger-nose,  or  heel-knee  ataxia,  incoordina- 
tion as  shown  by  clumsiness  in  the  finer  move- 
ments of  the  fingers,  ataxia  as  seen  in  the  tabetic, 
hypotonia,  disturbed  sense  of  position,  impairment 
or  loss  of  the  sense  of  vibration  over  the  malleoli 
and  other  bony  prominences,  and  changes  in  the 
deep  refle.xes.  Conduction  of  the  vibratory  sen- 
sation is  one  of  the  most  delicate  functions  of  the 
posterior  column  and  is  looked  upon  by  many  in- 
vestigators as  the  most  valuable  early  sign.  Oth- 
ers maintain  that  its  importance  has  been  exag- 
gerated, and  it  is  not  a reliable  guide  to  neurologic 
change  because  the  threshold  value  of  the  vibra- 
tory sensation  is  quite  variable. 

Pyramidal  tract  involvement  is  concerned  with 
changes  affecting  the  crossed  pyramidal  tracts,  or 
the  lateral  corticospinal  tracts.  It  brings  about 
an  increase  in  the  reflexes,  and  causes  the  devel- 
opment of  pathological  reflexes,  as  the  Babinski, 
Oppenheim,  Gordon,  and  Hoffman.  It  can  also 
produce  paralysis  of  a spastic  type,  which  will 
vary  as  the  extent  of  the  lesion.  The  lateral 
tracts  are  less  frequently  involved  than  are  the 
posterior  columns.  Combined  system  disease  is 
not  uncommon,  giving  the  classical  picture  of 
spastic  ataxia. 

The  bladder  symptoms  as  explained  by  Grink- 
er(2)  are  dependent  in  character  on  the  type  of 
central  change.  Urgency  and  difficulty  in  start- 
ing the  stream  of  urine  are  sugg'estive  of  lateral 
tract  involvement ; whereas  distention  and  finally 
incontinence  are  due  to  posterior  column  change, 
i.e.,  sensory  phenomenon. 

Neurological  signs  and  symptoms  were  record- 
ed in  35  of  the  cases  (54%);  twenty-two  fe- 
males and  thirteen  males.  The  nervous  complaint 
was  the  presenting  symptom  in  eight  of  these 
cases,  two  of  which  had  blood  counts  well  within 
the  range  of  the  average  normal.  The  following 
nervous  manifestations  were  encountered:  Numb- 
ness, tingling,  anesthesia,  hyperesthesia,  coldness, 
variable  pains,  loss  of  sense  of  position,  loss  of 
vibratory  sense,  Rombergism,  heel-knee  ataxia, 
ataxia,  Babinski,  spasticity,  ankle  clonus,  de- 
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creased  tendon  reflexes,  hyperactive  tendon  re- 
flexes, retinal  changes,  and  disturbed  action  of 
bladder  and  rectum.  Of  these,  numbness  and 
tingling  were  by  far  the  most  common,  being 
present  in  thirty  of  the  thirty-five  cases.  Ataxia 
was  found  in  eleven  cases,  five  males  and  six  fe- 
males, and  combined  systemic  disease  was  estab- 
lished in  six  cases. 

Age  incidence  of  the  neurological  phenomenon 
compares  quite  well  with  age  incidence  of  the  dis- 


ease itself. 

3rcl  decade  2 

4th  decade  5 

5th  decade  8 

6th  decade  17 

7th  decade  5 


The  time  that  elapsed  from  patient’s  first 
knowledge  of  any  sign  of  pernicious  anemia  until 
he  presented  himself  for  examination  was  estab- 
lished in  most  records.  It  is  as  follows : 


Under  1 year 12 

2nd  year  12 

3rd  year  9 

4th  year  2 

5th  year  10 

6th  year  and  over 9 


In  ten  cases  this  period  could  not  be  determin- 
ed. 

The  similar  time  period  for  the  onset  of  neuro- 


logical signs  is  as  follows : 

Under  1 year 2 

2nd  year  6 

3rd  year  

4th  year  2 

5th  year  8 

6th  year  and  over 6 


The  time  of  onset  was  undetermined  in  four 
cases. 

Comparison  of  these  two  records  would  lead 
one  to  conclude  that  most  of  the  other  symptoms 
of  pernicious  anemia  manifest  themselves  earlier 
than  do  the  neurological  symptoms.  Three  of 
these  cases  have  had  the  disease  ten  years  or 
more,  and  two  of  the  three  show  neurological 
changes.  Each  of  them  has  had  one  or  more  re- 
lapse. In  the  series  of  cases  reported  by  Gold- 
hammer  et  aE^C  43.2%  had  symptoms  of  cord 
changes  at  the  onset  of  the  pernicious  anemia. 

Twelve  of  this  group  who  showed  neurologic 
signs  had  had  one  or  more  replase.  It  was  evi- 
dent that  a recurrence  greatly  aggravated  the 
signs  in  the  most  instances.  This  fact  has  been 
cited  as  playing  a great  role  in  intensifying  cen- 
tral nervous  system  damage. 

The  incidence  of  neurologic  signs  and  symp- 
toms in  pernicious  anemia  has  variously  been 
cited.  Goldhammer,  Bethell  et  aE^^  found  the 
nervous  system  involved  in  89.2%  of  a group 
of  408  cases  studied  at  the  University  of  Michi- 


gan Hospital.  This  large  percent  of  the  cases 
sliowed  posterior  column  manifestations,  includ- 
ing numbness  and  tingling  of  tbe  hands  and  feet. 
Lateral  column  findings  were  noted  in  41.6% 
and  combined  degeneration  in  40.7%  of  the  cases. 

Smithburn  and  Zerfas^^^  in  a report  of  115 
cases  cite  paresthesia  present  in  95.6%.  Accord- 
ing to  Woltman^^E  pernicious  anemia  is  accompa- 
nied by  neurological  symptoms  in  80%  of  cases, 
30%  being  neuritis  and  the  remaining  50%  seri- 
ous cord  lesions.  - McPhaedran^®)  found  40.9% 
in  a series  of  22  patients.  In  a .series  of  515 
cases  reported  by  Young^'^^  there  were  103,  or 
20%,  with  well-defined  cord  changes  marked  by 
reflex  changes  and  ataxia.  He  states  that  the 
incidence  would  have  been  much  higher  if  lesser 
changes  of  the  nervous  system  had  been  included. 
On  a basis  of  advanced  changes,  MichaucE*^  re- 
ported 40%  involvement.  Grinker^^)^  on  a simi- 
lar basis,  gave  the  incidence  at  30%.  This  wide 
variation  in  the  incidence  of  nervous  system  in- 
volvement is  difficult  to  understand.  In  all 
probability  the  reason  for  most  of  the  differences 
is  due  to  the  criteria  accepted  by  the  different  in- 
vestigators. 

In  this  report  64  cases,  five  (7.6%)  showed 
advanced  psychosis.  Diagnoses  were  not  record- 
ed in  all  cases,  but  the  following  mental  symp- 
toms were  cited : Memory  defects,  delusions, 

hallucinations,  variable  degrees  of  mania,  de- 
pressed states,  paronoidal  trends,  and  personality 
changes.  It  is  difficult  to  draw  any  conclusions 
concerning  the  causal  relationship  of  the  psycho- 
sis to  pernicious  anemia.  There  seems  to  be  suf- 
ficient grounds  to  infer  that  the  relapse  of  the 
anemia  served  as  a trigger,  so  to  speak,  to  set 
off  a latent  mental  trend.  It  is  interesting  to  note 
that  all  of  these  cases  were  dead  within  one  year 
after  their  first  observation.  Mental  changes  of 
a lesser  degree  in  the  advanced  cases  are  more 
common  than  we  generally  believe.  It  is  com- 
mon experience  to  observe  an  unusual  personality 
change  in  the  individual  as  he  progresses  favora- 
bly from  a deep  relapse. 

In  the  515  cases  of  pernicious  anemia  reviewed 
by  YoungC^^  4.5%  showed  psychotic  trends. 
Cerebral  symptoms  occurred  in  64%  of  a special 
group  of  cases  studied  by  Dr.  George  Ham- 
mond D).  This  involvement  ranged  from  very 
mild  irritability  to  severe  mania.  It  was  further 
found  that  the  cerebral  manifestations  may  be 
present  alone  or  in  association  with  cord  changes, 
and  this  particular  change  did  not  seem  to  depend 
upon  the  presence  of  anemia,  for  it  was  found 
in  cases  without  evidence  of  anemia.  Also  it  was 
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cited  as  the  earliest  and  only  sign  of  pernicious 
anemia.  Garvey  et  aH®^  report  five  cases  show- 
; ing  the  prominent  psychic  disorders  in  a series 
of  47  cases  of  pernicious  anemia  studied  by  them. 
Three  of  these  cases  died  within  five  months 
after  the  onset  of  the  psychosis,  in  spite  of  fair- 
ly high  blood  levels.  It  is  generally  believed  that 
no  characteristic  psychosis  accompanies  the  dis- 
ease. When  it  does  appear,  it  must  be  looked 
upon  ominously. 

In  an  attempt  to  find  out  what  was  happening 
to  these  patients,  a questionnaire  was  sent  to 
every  individual  whose  record  was  studied.  It  is 
recognized  that  the  patient's  conclusion  about 
neurological  states  may  be  of  no  value  whatever, 
but  an  attempt  to  secure  the  neurological  status 
at  this  time  from  their  attending  physicians  was 
abandoned.  An  effort  was  made  to  make  this 
questionnaire  simple  and  easily  answered  so  that 
what  information  was  obtained  would  be  of  some 
real  value.  Twenty-seven  answers  were  received. 
First  of  all  there  were  nine  deaths  in  the  total  of 
sixty- four  cases  studied.  Exact  diagnosis  was 
not  obtainable  in  all  cases,  but  five  of  them,  as 
was  previously  stated,  suffered  from  a psychosis. 

The  first  question  was  as  follows ; “Do  you 
consider  yourself  well  physically?”  Twenty-one 
stated  that  the}^  were  not  well,  and  six  answered 
in  the  affirmative.  This  seems  like  an  unusually 
large  per  cent  who  are  not  well.  Many  causes 
probably  account  for  this  situation,  but  very  like- 
ly two  factors  are  outstanding:  namely,  first,  in- 
adequate treatment  of  the  anemia ; and  secondly, 
failure  to  manage  the  individual.  Only  too  often 
after  we  make  a diagnosis  of  pernicious  anemia 
and  institute  treatment,  we  stop,  and  over-look 
foci  of  infection,  renal  defects,  gastro-intestinal 
disturbance,  etc. 

These  patients  were  asked  two  questions  rela- 
tive to  their  nervous  systems  as  characterized  by 
difficulty  in  walking  and  by  numbness  and  ting- 
ling of  the  extremities.  The  first  question  may 
lead  to  confusion  as  to  whether  the  condition  was 
j due  to  muscular  weakness  or  to  true  ataxia  from 
nervous  system  disease.  The  answer  to  the  last 
I question,  however,  can  be  accepted  at  face  value. 
There  were  14  of  the  27  who  had  difficulty  in 
walking. 

As  you  will  recall,  eleven  cases  had  been  estab- 
lished as  being  ataxic,  on  the  first  examination. 
This  increase  to  fourteen  at  this  time  means  that 
there  has  been  a material  increase  in  the  nervous 
degeneration,  because  a few  no  doubt  lost  their 
ataxia  under  treatment. 

Twenty-one  were  complaining  of  paresthesias 


after  variable  periods  of  treatment.  This  tabula- 
tion cannot  well  be  applied  to  the  group  of  64 
as  a whole,  but  it  does  support  the  already  estab- 
lished fact  that  neurologic  changes  are  extreme- 
ly common  in  pernicious  anemia,  and  are  only  too 
infrequently  relieved  by  treatment. 

Hoping  to  get  information  relative  to  the  effect 
of  treatment,  the  two  following  questions  were 
asked:  (1)  “If  you  had  these  symptoms  (above 
mentioned  nervous  symptoms)  before  treatment 
was  started,  have  they  been  materially  improved 
by  treatment?” 

(2)  “Have  you  kept  up  the  treatment  for  the 
anemia  continuously?” 

To  the  first  question,  twelve  answered  in  the 
affirmative,  ten  were  no  better  and  five  gave  in- 
definite replies.  It  is  gratifying  to  know  that 
the  large  majority  of  the  patients  had  kept  up 
their  treatment  continuously.  Nineteen  reported 
“yes”  to  the  cpiestion  of  continuous  treatment, 
and  eight  reported  “no.” 

The  data  obtained  does  not  justify  any  certain 
conclusions,  for  under  the  best  of  circumstances 
of  patient  control,  so  many  factors  enter  into  the 
problem  of  the  effect  of  treatment  upon  nervous 
signs  and  symptoms,  which  make  for  difficult 
final  analysis.  Whatever  deductions  are  drawn 
must  be  in  the  form  of  general  statements. 

The  expression  of  comfort  and  symptomatic 
relief  on  the  part  of  the  patient  may  be  accepted 
as  a reliable  criterion  of  favorable  therapeutic 
effect.  On  this  basis  we  may  conclude  that  about 
half  of  the  cases  were  favorably  affected  by  treat- 
ment. On  the  score  of  progress  or  regression  of 
the  degenerative  cord  disease  which  must  be 
measured  by  carefully  performed  tests,  and  care- 
fully valued  signs,  we  have  no  report  to  make. 
The  question  of  whether  or  not  the  neurologic 
aspects  of  pernicious  anemia  are  favorably  in- 
fluenced by  treatment  has  provoked  much  study, 
and  the  results  as  yet  do  not  seem  to  have  an- 
swered the  question.  Goldhammer,  Bethell  et 
aE^)  conclude  from  their  study  that  regardless 
of  the  type  of  antianemic  treatment,  improvement 
in  symptoms  of  the  central  nervous  system  was 
observed  in  less  than  50%  of  the  cases,  and  im- 
provement of  signs  in  about  2%  of  the  cases.  A 
more  favorable  report  is  given  by  Richardson 
In  his  series  of  67  cases  no  ataxia  developed  in 
the  face  of  treatment.  Of  the  14  who  had  had 
ataxia,  eight  showed  complete  clinical  relief  and 
in  four  cases  less  striking  relief  was  observed. 
This  highly  favorable  report  of  Richardson  is 
most  inspiring  and  should  encourage  us  to  more 
deligently  treat  the  neurologic  case. 

(Bibliography  in  Reprints) 
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SIDELIGHTS  FROM  THE 
A.  M.  A.  MEETING 

The  registrations  at  the  recent  A.  i\I.  A.  Meet- 
ing at  Atlantic  City  stagger  the  imagination,  to- 
taling 9,764  physicians,  a number  almost  1300 
larger  that  at  any  previous  annual  meeting. 

Charles  Gordon  Heyd,  Association  President, 
presented  the  following  formula  and  asked  the 
175  members  of  the  house  of  delegates  if  they 
were  prepared  to  accept  it : 

"1.  That  every  practitioner  believes  that  the 
proved  indigent  is  entitled  to  medical  services 
free  of  all  charges  and  that  the  cost  of  this  serv- 
ice should  be  paid  by  general  taxes. 

2.  The  principle  that  indigence  should  be 
handled  in  the  area  in  which  it  arises. 

3.  The  extension  of  medical  services  to  the 
indigents  in  their  homes  and  the  doctors’  offices 
with  remuneration  to  the  physicians  under  the 
direction  of  the  county  medical  society. 

4.  A medical  census  of  the  indigents. 

5.  The  unequivocal  opposition  to  all  forms  of 
compulsory  health  insurance.” 

Perhaps  the  most  astounding  occurrence  was 
the  appearance,  self-invited,  of  Senator  J.  Ham 
Lewis  of  Illinois,  before  the  House  of  Delegates 
to  make  a plea  to  the  organized  profession  to  be 
cooperative  toward  government  policies  for 


greater  social  security.  “Dear  gentlemen."  he 
said  at  one  point,  “1  want  the  government  to 
place  the  doctor  in  the  position  where  he  can  di- 
rect the  government.”  He  stated  he  brought  a 
personal  message  from  the  President  and  quoted 
the  President  as  saying  he  hoped  that  you  (the 
Association  ) would  find  a way  to  cooperate  with 
him  in  such  methods  as  you  would  jointly  find 
would  be  of  service  to  the  helpless  and  afflicted 
within  such  province  as  you  felt  government 
should  undertake.  The  reader  will  form  his  own 
conclusions. 

Dr.  B.  F.  Bailey,  Nebraska  Delegate  was 
Chairman  of  the  Committee  on  Credentials  and 
therefore  a very  busy  man. 

Drs.  Best  and  Hicken  of  Omaha  were  given 
certificate  of  merit  on  their  work  on  mammog- 
raphy. 

Nebraska  physicians  attending  were  much  in 
evidence. 

Dr.  Irving  Abell  of  Kentucky  was  elected 
President-Elect  and  San  Francisco  was  fixed  on 
as  the  place  of  the  next  annual  meeting. 


YOUR  PRESIDENT  ON 
THE  ATLANTIC  CITY  SESSION 

The  1937  Annual  Meeting  of  The  American 
Medical  Association  from  the  standpoint  of  at- 
tendance was  the  largest  in  the  history  of  the  or- 
ganization. 

The  Scientific  Program  presented  by  the  dif- 
ferent Sections  of  The  Scientific  Assmbly  was 
filled  with  the  newer  thoughts  and  developments 
in  medical  research,  reflecting  the  ever  onward 
march  of  medical  men  in  the  quest  of  knowledge 
and  ways  and  means  for  combating  disease. 

The  Scientific  Exhibits  were  said  to  be  the 
finest  collection  ever  presented  to  any  meeting. 
To  see  and  study  these  displays,  which  are  in- 
creasing each  year,  are  well  worth  traveling 
across  the  continent. 

Two  features  of  the  session  attracted  the  most 
attention  of  the  press  and  public.  First  a resolu- 
tion introduced  by  the  New  York  delegation, 
which  postulated  in  substance  (a)  that  the  health 
of  the  people  is  a direct  concern  of  the  govern- 
ment and  that  a national  public  health  policy  be 
formulated;  (b)  that  the  opinions  and  sugges- 
tions of  organized  medicine  should  be  given  pref- 
erence; (c)  that  the  House  of  Delegates  of  The 
American  Medical  Association  define  “adequate 
medical  care”  and  appoint  a group  to  formulate 
the  principles  and  proposals  of  a national  health 
policy  to  be  submitted  to  the  government. 
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The  resolution  set  out  proposals  for  the  formu- 
lation of  these  policies,  and  while  it  repeated  our 
objections  to  the  enactment  of  compulsory  health 
insurance  in  this  country,  there  was  overwhelm- 
ing-  opposition  to  the  reolution  from  the  members 
of  the  House  of  Delegates  who  felt  it  was  a direct 
step  into  socialized  medicine.  The  Reference 
Committee  on  Executive  Session,  to  whom  this 
resolution  was  referred,  after  an  afternoon  and 
evening  session  of  hearings,  formulated  a report 
which  was  adopted.  The  report,  which  contains 
none  of  the  substance  of  the  original  resolution, 
is  summed  up  in  a portion  of  two  of  its  para- 
graphs, to  wit : “The  American  Aledical  Associa- 
tion is  cognizant  of  the  needs  of  the  people  of  the 
United  States  and  is  genuinely  interested  in  all 
plans  for  providing  and  distributing  medical  care. 
The  records,  reports,  source  material  and  exper- 
ience of  the  Association  are  of  great  value.” 

“The  American  Medical  Association  reaffirms 
its  willingness  on  receipt  of  direct  request  to 
cooperate  with  any  government  or  other  quali- 
fied agency  and  to  make  available  the  informa- 
tion, observations,  and  results  of  investigation  to- 
gether with  any  facilities  of  the  Association.” 

Somewhat  of  a furore  was  created  when  the 
evening  papers  of  June  8th  of  Atlantic  City  and 
other  cities  carried  bold  front  page  headlines : 
“Contraception  Approved  by  A.  M.  A.”  No 
statement  could  be  more  misleading. 

This  question  has  been  before  the  House  of 
Delegates  almost  every  year  for  the  past  seven 
or  eight  years.  A committee,  selected  because  of 
interest  and  ability,  have  been  studying  the  ques- 
tion and  reporting  at  each  of  the  past  three  ses- 
sions. 

The  context  of  the  endorsement  (?)  is  depicted 
in  the  following  three  paragraphs  of  the  refer- 
ence committee’s  report  as  adopted : 

“That  the  American  Medical  Association  take 
such  action  as  may  be  necessary  to  make  clear 
to  physicians  their  legal  rights  in  relation  to  the 
use  of  contraceptives,  emphasizing  the  fact  that  all 
considerations  in  this  report  on  the  subject  of  the 
prevention  of  conception  have  their  application 
only  in  conditions  arising  in  the  relation  of  physi- 
cian and  patient.” 

“That  the  American  Medical  Association  un- 
dertake the  investigation  of  materials,  devices 
and  methods  recommended  or  employed  for  the 
prevention  of  conception,  with  a view  to  deter- 
mining physiologic,  chemical  and  biologic  prop- 
erties and  effects,  and  that  the  results  of  such 
investigations  be  published  for  the  information  of 
the  medical  profession.” 


“That  the  Council  of  Medical  Education  and 
Hospitals  of  the  American  Medical  Association 
be  requested  to  promote  through  instruction  in 
our  medical  schools  with  respect  to  the  various 
factors  pertaining  to  fertility  and  sterility,  due 
attention  being  paid  to  their  positive  as  well  as  to 
their  negative  aspects.” 

Seldom  do  sensational  newspaper  accounts 
properly  reflect  the  facts  on  subjects  of  this  na- 
ture. 

— Roy  W.  Fouts,  Omaha. 


SPEAKERS’  BUREAU 

Members  of  the  Nebraska  State  Medical  As- 
sociation have  recently  received  a questionnaire 
from  the  Speakers’  Bureau  of  the  Nebraska  State 
Medical  Association’s  Committee  on  Public 
Health  and  Medical  Education. 

The  questionnaire  is  self-explanatory  and  the 
information  requested  is  necessary  in  the  build- 
ing of  the  Bureau. 

An  effort  is  being  made  to  organize  the  Bureau 
so  that  it  will  be  ready  to  function  by  September, 
1937.  Members  will  realize  that  in  order  to  do 
this  it  is  very  necessary  to  have  the  information 
requested  in  questionnaires  on  file  as  soon  as 
possible. 

The  Bureau  is  now  able  to  supply  speakers  for 
educational  talks  on  tuberculosis  or  venereal  dis- 
eases to  lay  bodies.  If  there  are  any  lay  organi- 
zations in  your  community  desiring  this  service, 
kindly  notify  this  office,  giving  the  name  of  the 
group,  along  with  the  names  of  the  President  and 
Secretary.  These  meetings  may  be  scheduled  for 
afternoon  or  evening.  If  the  lay  society  meeting 
is  to  be  held  in  the  afternoon,  it  may  be  possible 
for  the  same  speaker  to  address  the  physicians 
of  the  county  medical  society  that  same  night  on 
any  medical  topic  of  mutual  interest. 

If  you  have  not  answered  your  questionnaire 
as  yet,  will  you  not  cooperate  by  completing  and 
forwarding  it  now  to — 

J.  D.  McCarthy,  M.  D., 

1036  Medical  Arts  Building, 

Omaha,  Nebraska. 


SHORT  STORIES 

“Where  did  you  first  become  acquainted  with 
your  present  husband?” 

“I  was  out  walking  with  my  first  husband 
when  my  present  husband  ran  over  him  with  his 
machine.  That  was  the  beginning  of  our  friend- 
ship.” 
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SECURING  AUTOPSY  PERMISSION 

The  individual  physician  must  constantly  main- 
tain active  efforts  to  keep  his  medical  education 
abreast  of  scientific  progress.  In  practice,  the 
hospital  is  the  point  in  the  community  which  has 
evolved  as  the  center  of  our  learning  activities.  It 
has  become  thoroughly  recognized  that  the  per- 
centage of  autopsies  performed  in  a hospital  is  an 
index  of  the  educational  activities  going  on  there, 
and  of  the  scientific  spirit  prevailing  there.  The 
American  Medical  Association  uses  this  percent- 
age as  one  of  the  important  criteria  for  the  ap- 
praising of  hospitals,  especially  for  the  training 
of  interns. 

The  obstacle  to  maintaining  the  percentage  of 
autopsies  on  a high  level  is  the  difficulty  of  ob- 
taining permission  from  the  relatives  of  the  de- 
ceased. It  is  interesting  to  note  the  impatience 
with  which  this  difficulty  is  mentioned  by  many 
pathological  writers.  Alany  of  them  consider  it 
a trying  problem  in  psychology,  which  threatens 
the  future  of  pathologic  progress.  On  the  other 
hand,  the  clinical  man  who  is  closely  in  touch  with 
the  laity,  and  in  a much  better  position  to  under- 
stand the  causes  of  the  difficulty  in  obtaining  per- 
mission for  the  performance  of  autopsies,  too  fre- 
quently manifests  a lack  of  enthusiasm  for  ob- 
taining a high  percentage  of  autopsies  for  the 
hospital.  It  seems  that  a cooperation  of  the  two 
types  of  minds,  clinical  and  pathological,  is  nec- 
essary. The  Clinical-Pathological  Conference  in 
the  hospital  should  do  a great  deal  to  develop 
this  cooperation. 

Discussions  in  the  literature  of  this  subject  in 
recent  years  show  data  to  the  effect  that  the  per- 
centage of  autopsies  increases  very  markedly, 
promptly  after  determined  efforts  have  been 
made  by  the  hospital  staff  in  that  direction.  The 
years’  autopsy  record  of  a hospital  depends  en- 
tirely upon  the  interest  shown  in  the  work  Ijy  the 
staff  members,  and  upon  no  other  factor. 

In  hospitals  where  a signed  permission  for 
autopsy  is  a prerequisite  to  admission,  there  is 
no  problem.  In  institutions  where  it  is  possible 
to  assign  this  problem  to  one  particular  officer, 
the  difficulty  is  also  slight.  Even  in  hospitals 
with  a full-time  pathologist,  the  problem  is  large- 
ly one  of  his  initiative  and  of  his  tact,  in  handling 
the  family  of  the  deceased.  It  is  in  the  small 
hospital,  with  a part-time  pathologist,  where  the 
problem  is  most  difficult.  Here,  it  would  seem 
that  the  major  share  of  the  responsibility  would 
devolve  upon  the  physician  who  is  in  closest  con- 
tact with  the  patient’s  family  and  relatives.  The 
reason  will  be  self-evident  upon  a little  thought. 


Obtaining  the  permission  has  been  character- 
ized as  a situation  of  a highly  personal  nature, 
not  susceptible  to  standardized  procedure  nor 
mechanical  performance.  If  we  stopped  to  con- 
sider the  vast  chasm  of  difference  between  our 
scientific  contemplation  of  a dead  body,  and  the 
creepy  horror  that  it  arouses  in  the  average 
squeamish  modern  individual,  and  add  to  that  the 
mysticism  in  which  death  is  enshrouded  to  many 
peo[)le  because  of  religion,  superstition,  and  read- 
ing, and  furthermore  add  to  that  the  grief  at  the 
loss  of  a dear  one  by  terrible  and  hidden  processes 
they  do  not  understand,  we  must  not  wonder  that 
they  are  shocked  at  our  request  for  permission  to 
perform  what  seems  to  them  some  horrible, 
bloody,  inhuman  ceremony.  That  is  the  way  the 
average  layman  feels  about  it.  If  we  understood 
and  sympathized  with  him  more  frequently,  we 
should  get  a higher  percentage  of  permissions. 

It  is  easy  to  see  that  at  this  critical  time,  the 
person  on  whom  this  decision  depends,  is  not  him- 
self, and  is  not  in  a position  to  use  his  best  judg- 
ment. Whose  judgment  will  he  accept  at  this 
critical  moment?  On  whom  will  be  lean,  when 
leaning  is  imperative  ? The  answer  is  easy : upon 
the  family  physician  whom  he  is  accustomed  to 
trust,  in  whom  he  has  confidence,  and  who  has 
stood  by  him  during  the  recent  days  of  trial.  If 
this  family  physician  is  understanding  and  sym- 
pathetic, and  advises  the  permission,  it  will  be 
given. 

The  entire  question  of  increasing  the  autopsy 
percentage  therefore  hinges  upon  the  personality 
of  the  family  physician,  or  the  medical  man  who 
has  been  in  touch  with  the  patient’s  family 
throughout  the  last  illness.  If  he  has  already 
established  confidence,  he  can  also  have  it  at  this 
time.  If  he  himself  is  thoroughly  convinced  that 
the  autopsy  must  be  done,  he  will  have  no  diffi- 
culty in  obtaining  permission  in  the  average  case. 
Because  the  objections  to  autopsies  are  usually 
purely  sentimental  and  based  on  complete  ignor- 
ance of  what  is  desired,  the  physician  who  thor- 
oughly understands  both  his  pathological  ambi- 
tion, and  the  human  nature  with  which  he  is 
dealing,  will  find  it  easy  to  advance  reasons  and 
meet  objections.  After  the  autopsy  is  over,  and 
the  results  have  been  discussed  with  the  family, 
it  will  be  found  that  they  are  the  ones  who  have 
derived  the  greatest  benefit  and  satisfaction  from 
the  autopsy,  of  all  parties  concerned.  The  com- 
fort of  knowing  exactly  what  the  situation  was 
means  more  to  people  in  connection  with  the 
memories  of  lost  ones,  than  we  realize  who  are 
accustomed  to  dealing  with  numerous  clinical 
uncertainties. 
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The  following  are  some  hints  in  technic  for 
obtaining  permission  that  will  bring  better  re- 
sults if  they  are  observed. 

It  is  best  to  begin  to  consider  the  autopsy  as 
soon  as  the  death  of  the  patient  is  anticipated. 
While  it  is  a serious  mistake  to  mention  an  autop- 
sy before  the  patient  dies  and  may  defeat  the  pur- 
pose entirely,  it  is  wise  to  prepare  the  minds  of 
the  family  for  problems  that  can  only  be  settled 
by  an  autopsy ; questions  should  be  raised,  and 
the  subject  subtly  approached,  but  not  directly 
mentioned.  The  actual  words  can  safely  be  left 
to  one’s  own  intuition ; the  main  thing  to  re- 
member carefully  is  the  layman’s  point  of  view. 

In  anticipating  an  interview  with  the  relatives 
for  the  purpose  of  asking  such  permission,  the 
physician  should  prepare  in  his  mind  a non-tech- 
nical  summary  of  the  case,  including  its  chief 
puzzles,  the  methods  of  examination  and  their 
shortcomings,  plans  of  treatment,  emphasizing 
especially  doubtful  points  in  etiology  and  treat- 
ment. Fifteen  minutes  spent  on  such  a discus- 
sion with  the  patient’s  family  will  do  a great  deal 
toward  obtaining  the  permission. 

The  request  ought  not  be  made  in  the  patient’s 
room.  It  is  best  made  in  some  dignified  office 
that  does  not  suggest  sickness  nor  death.  The 
relatives  should  be  given  a few  minutes  with  the 
deceased,  ten  or  fifteen,  and  then  conducted  pref- 
erably by  a nurse  to  the  meeting  place,  without 
being  told  what  the  physician  wishes  to  see  them 
about.  He  can  quiet  their  apprehensions  on  this 
subject  at  once  by  suggesting  that  he  wants  to 
help  them  and  especially  to  answer  their  ques- 
tions. Very  frequently  it  is  possible  to  present 
doubtful  points  in  such  a way  that  the  relatives 
themselves  suggest  the  autopsy.  The  interview 
must  be  unhurried,  sympathetic,  dignified.  High 
pressure  is  always  unsuccessful  and  only  pro- 
vokes antagonism.  Euphemism  is  always  desir- 
able; it  is  much  better  to  speak  of  an  “examina- 
tion of  the  body”  than  of  a “postmortem.” 

This  plan  will  of  course  mean  that  the  doctor 
must  sometimes  get  out  to  the  hospital  in  a 
hurry,  in  order  to  meet  the  relatives  before  they 
leave.  This  exertion  he  must  charge  to  the  cause 
of  education.  He  will  also  have  to  learn  how  to 
put  himself  in  the  place  of  the  layman  and  see 
death  and  disfigurement  from  the  layman’s  stand- 
point. He  may  have  to  look  up  some  points  about 
the  disease  condition  in  order  to  talk  with  suffi- 
cient self-assurance  with  the  relatives ; he  will 
have  to  cultivate  an  understanding  of  their  reli- 
gious views  and  their  little  prejudices,  and  deal 
with  them  tolerantly,  though  at  ^he  same  time  dis- 
pose of  them  firmly. 


Numerous  articles  have  been  written  in  medi- 
cal periodicals  listing  objections  brought  up  by 
patient’s  relatives  and  suggesting  methods  of 
dealing  with  them.  Researches  into  religious  lit- 
erature have  been  made  by  medical  men  to  prove 
that  nowhere  do  any  religious  restrictions  exist 
against  the  performance  of  a scientific  autopsy. 
In  some  hospitals  where  the  requesting  of  per- 
mission is  the  responsibility  of  one  individual, 
much  skill  and  ingenuity  has  been  developed  in 
handling  difficult  people.  The  writer  believes 
however,  that  the  cases  are  very  rare  in  which 
the  practicing  physician  will  fail  to  get  permis- 
.'-'ion,  if  he  actually  puts  his  mind  to  it  and  works 
at  it  intelligently,  with  a genuine  desire  to  obtain 
the  autopsy  and  at  the  same  time  a real  sympathy 
and  understanding  toward  the  patient’s  family. 

— Miles  J.  Breuei',  Lincoln. 


AMERICAN  MEDICINE:  EXPERT  TESTI- 
MONY OUT  OE  COURT— IV  AND  V 

The  reactions  of  editors  of  state  medical  jour- 
nals on  the  study  above  indicated  indicate  a rath- 
er general  trend  toward  the  thought  that  the  last 
has  not  been  said  on  the  vexing  problem  of  Social 
Medicine : that  the  solution  is  not  in  the  hereto- 
fore stand-pat  attitude  of  organized  medicine,  nor 
in  state  medicine.  We  continue  the  comments  in 
the  twelve  major  points  outlined  in  a previous 
article. 

SPECIALIZATION 

There  is  extensive  comment  on  the  drift  to- 
ward specialization  and  the  causes  of  it — the  ex- 
panding field  of  medicine,  the  public’s  preference 
for  specialists,  the  commercial  rewards.  The  re- 
ply to  the  moot  question  whether  there  is  over 
specialization,  as  one  gathers  it  from  these  letters, 
is  comparatively  simple : there  are  too  many  poor 
specialists  and  there  are  not  enough  good  ones. 
The  qualified  specialist  is  characterized  as  the 
finest  development  of  modern  medical  science. 
There  is  thoroughgoing  discussion  of  the  means 
of  defining  the  requirements  for  specialized  prac- 
tice, including  surgery  regarded  as  a specialty. 
There  is  very  frank  discussion  of  the  ill  qualified 
and  self-nominated  specialists  and  also  of  the 
surgeon  who  achieves  his  competence— if  he  does 
achieve  it — at  the  expense  of  the  public. 

The  twelve  certifying  boards  set  up  by  the  pro- 
fession itself  as  a means  of  distinguishing  be- 
tween qualified  and  unqualified  men  in  special 
practice  and  in  surgery  are  commented  upon  at 
length.  There  is  a difference  of  opinion  as  to 
whether  these  boards,  as  a voluntary  measure 
without  legislative  sanction,  will  be  able  to  regu- 
late the  situation,  or  whether  in  the  end  legisla- 
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tion  will  be  required.  There  is  rather  general 
agreement,  however,  that  in  any  case  the  boards 
are  a step  forward  and  will  be  the  best  guide  to 
legislation  if  in  the  long  run  legislation  should  be 
needed.  An  appendix  (II)  supplies  more  detailed 
information  on  the  methods  worked  out  by  the 
various  boards  for  ascertaining  whether  a “spe- 
cialist” or  a surgeon  has  the  proper  training  and 
above  all  the  experience  that  justifies  assumption 
of  special  practice. 

Stress  is  laid  on  the  actual  and  potential  use- 
fulness of  the  hospital  in  controlling  standards, 
particularly  of  the  surgical  and  obstetrical  work 
done  in  the  institution ; the  hospital  can  control 
by  requiring  consultation.  Under  stated  conditions, 
by  a policy  of  reviewnng  each  surgeon's  w'ork,  by 
requirement  of  pathological  examination  (of  all 
tissue  removed  by  operation)  and  nsc  of  ike  re- 
sults. 

Postgraduate  training  for  specialty  practice  is 
discussed:  the  difficulty  of  testing  for  experience 
is  recognized  but  the  need  of  such  testing  is  re- 
garded as  unequivocal. 

GROUP  PRACTICE 

"Group  practice"  is  used  here  with  reference 
to  groups  of  doctors  and  not  with  reference  to 
groups  of  patients.  The  discussion  in  this  chap- 
ter centers  around  the  important  question  whether 
the  field  of  medicine  has  indeed  become  too  com- 
ple.x  for  the  individual  to  deal  with  it  adequately 
and  whether  or  not  the  practice  of  the  medicine 
of  the  future  will  be  practice  by  specialists  in 
groups. 

On  the  abstract  question  of  the  value  of  the 
consultative  principle  in  the  practice  of  medicine 
there  is  little  disagreement.  But  there  is  a good 
deal  of  disagreement  as  to  w'hether  the  consulta- 
tive principle  can  be  incorporated  and  whether, 
if  it  can,  group  practice  furnishes  the  incorpor- 
ation. 

The  point  is  made  that  some  of  the  groups  now 
in  existence  represent  the  “incorporation”  of  one 
man’s  capacity  or  ambition  rather  than  an  attempt 
to  base  medical  practice  on  the  consultative  prin- 
ciple. It  is  suggested  that  group  clinics  do  not 
furnish  the  only  means  of  applying  the  consulta- 
tive principle,  that  every  good  doctor  calls  in  a 
consultant  wdien  a consultant  is  needed,  and  that 
every  hospital  staff  is  an  important  form  of  group 
practice. 

A contrary  view  is  that  the  average  practitioner 
does  not  consult  except  in  unusual  cases,  or  when 
the  patient  or  the  family  request  it ; that  if  he 
did  ask  for  consultation  as  often  as  it  would  be 


advantageous,  the  patient  and  family  would  often 
tend  to  regard  his  desire  to  consult  as  an  admis- 
sion of  his  own  incompetence;  and  that  these  and 
other  facts  point  to  the  need  of  consultation  as  a 
system,  i.e.,  group  practice. 

There  are  varying  view’s  as  to  whether  group 
practice  lowers  or  raises  costs — the  answer  really 
depending  upon  w’hether  the  particular  case  needs 
“the  works”  or  not. 

The  focal  points  in  good  group  organization 
are  stressed — clarity  in  financial  arrangements, 
cooperation  (among  the  doctors  inside  the  group, 
and  with  the  doctors  outside  it),  the  presence  of 
an  “integrator,”  flexible  spirit  and  procedure, 
periodic  review'  and  professional  analysis  of  the 
group  work. 

The  question  is  raised  whether  the  closer  or- 
ganization of  hospital  staffs  and  development  of 
their  group  functioning,  and  the  drawing  in  of 
more  practitioners  into  connection  with  hospital 
work  may  not  mean  that  the  real  development 
of  the  future  will  be  the  hospital  group  rather 
than  the  independent  group  organization,  or  the 
“commercial”  group  of  the  present. 
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Englewood,  N.  J. 

Dierkei',  Hngh  Ernest,  .1  r.,  Eo.s  Angeles  County  Gen- 
eral Hospital,  Eos  .\ngcles. 

Fai'hat,  M.iynard  M.,  St.  .Joseph's  Hospital,  Omaha. 

Favuzza.  Hiago,  St.  Francis  Hospital,  Trenton,  N.  J. 

Fox,  Uol)ert  Adolph.  Eos  Angeles  County  General 
Hospital. 

Francobandiero,  Frank  .Joseiih,  Greenpoint  Hospital, 
Brooklyn.  N.  V. 

(Janno,  William  Allen.  St.  \ incent's  Hospital.  Eos 
Angeles. 

Giannattosio.  I’as(iuale  b'elix.  Mother  Cabrini  Me- 
morial Hosi)ital.  Manhattan.  X.  Y. 

Glass,  Bernard  Robert,  United  States  Public  Health 
Service,  U.  S.  ilarine  Hospital.  San  Francisco. 

Hansen,  Clifford  H.,  St.  .foseph's  Hospital,  Omaha. 

Ha  din,  Robert  Sims,  Fresno  Count.v  Hospital,  Fres- 
no, Cal. 

Heffernan,  .James  .Joseph.  Alameda  County  Hospital, 
OakEnd.  Cal. 

Higgins,  .Joe  Pat.  St.  Josepli's  Hospital.  Omaha. 

Hollenl)  icl\,  .Jack  Palmer,  I.,os  ,\ngeles  County  Gen- 
eral Hospital,  I. os  .\ngeles. 

Jacolison,  Pen  Dee,  (Jallinger  IMemorial  Hospital, 
Washington,  D.  C. 

.loye,  Kenneth  M.,  United  States  Pultlic  Health 
Service,  U.  S.  IMarine  Hospital,  San  Fi’ancisco. 

Keenan,  Peter  .Joseph,  San  Francisco  City  and 
County  Hospital.  San  Francisco. 

Kelley,  William  Ernest,  St.  Joseph’s  Hospital,  Om- 
aha. 

JjaRosa,  Frank  .Joseph,  X*orwegian  Hosjiital,  Brook- 
lyn, N.  Y. 

Longo,  Joseph  Alfred.  St.  .Joseph’s  Hospital,  Omaha. 

McCarthy.  Harry  Huntley,  St.  JJary’s  Group  of  Hos- 
pitals, St.  Jjouis. 

MclNJahon,  .John  David.  St.  Francis,  Bronx,  New 
York. 

Mancuso,  Thomas  hYancis,  St.  .Joseph’s  Hospital, 
Omaha. 

Martin,  Hugh  Ralph,  University  Hospital,  Kansas 
City,  Kans. 

Meinhard,  Fred,  Newark  Memorial  Hospital,  New- 
ark, N.  J. 

Marr,  Madeline,  Mercy  Hospital.  Council  BliHfs. 

Michael,  Michael  Thomas,  St.  Joseph's  Hospital,  San 
Fi'ancisco. 

Morgenstern,  Hymen  Sidney,  St.  Joseph’s  Hospital, 
Omaha. 

Paradiso,  .John  Joseph,  St.  Barnabas  Hospital.  New- 
ark, N.  J. 

l^ettibone,  Deane  M..  Pierce  County  Hospital.  Ta- 
coma, Wash. 

Pietrolungo,  Anthony  Lawrence,  St.  Josepli’s  Hos- 
pital, Omaha. 

Rey,  Delbert  Fernand,  San  Bernardino  County  Hos- 
pital. San  Bernardino. 

Richards,  George  Moulton,  Southern  Pacific  Hos- 
pital, San  Francisco. 

Rosellini,  Eeo  Jon,  King  County  Hospital,  Seattle, 
Wash. 

Rossi,  George  .Joseph,  San  Francisco  City  and 
County,  San  TY’ancisco. 

Rost,  William  Benedict,  St.  Joseph’s  Hospital,  St. 
Joseph,  Mo. 

Rustad.  William  Howard,  St.  Luke’s  Hospital,  San 
Francisco. 

Sackin,  Stanley,  Mercer  Hospital,  Trenton,  N.  J. 

Schaefer,  Charles  Lewis,  Trinity  Hospital,  Ivansas 
City,  Mo. 

Smazal,  Stanley  EYancis,  St.  Anthony’s  Hospital, 
Rock  Island,  111. 

Stanghellini,  Francis  John,  Southern  Pacific  Hospit- 
al, San  J^'rancisco. 

Swanson,  Haword  Edward,  Mercy  Hospital,  Denver. 

Turley,  Gerald  William,  Providence  Hospital,  Seat- 
tle, Wash. 


Wheir,  William  Hugh,  Good  Samaritan  Hospital, 
Cincinnati. 

Wicks,  Ralph  L.,  Mercy  Hospital,  Des  Moines. 
Zaeske,  Edward  Vernon,  Mercy  Hospital,  Council 
Bluffs. 

Zehnpfennig,  Urljan  Herbert,  St.  Joseph’s  Hospital, 
Omaha. 


OPEN  EORUM 

(Editor’s  .Note:  We  think  criticism  has  its  value, 
whether  we  agree,  or  not.) 

OUTSTATE  D(3CTOR  LOOKS  AT 
FINANCIAL  STATEMENT 

Dear  Doctor  Long: 

Been  sitting  here  reading  the  financial  report 
in  the  Journal  and  got  quite  a jolt.  No  doubt 


you  are  familiar  with 

all  details 

, but  this  is  wl 

it  shows,  approximately: 

Dues  collected  1936... 

$10,500 

Salaries  paid — 

Dr.  Adams  

.$  600.00 

Expenses  

. 111.00 

6.7%. 

Dr.  Wegner  

. 500.00 

4.7% 

Dr.  Fonts  

600.00 

Expenses  

. 196.48 

7.5% 

iMr.  Smith  

. 3,000.00 

Expenses  

,.  2,381.03 

51.0% 

Paid  for  officials 

..$7,388.51 

70.0% 

Balance  left  for  all 

purposes  

. 3,111.49 

Paid  to  Journal 

1,575.00 

15.0% 

Balance  left  for  all 

other  purposes  

. 1,536.49 

Spent  for  all  other 

purposes  

. 1,411.16 

14.0% 

Balance  left  on  hand 

of  the  $10,500.00 

. 124.33 

1.0% 

The  Journal  ■which  actually  does  things  for  the 
Society  got  15%,  all  other  purposes  14%,  the 
Secretary  including  necessary  expenses  6.7%. 
Total  actual  necessities  constitute  35.7%,  leaving 
1%  for  the  sock.  No  wonder  we  doctors  die 


AND  COLLECT  YOUR  COMMISSION 

“Doctor,  I want  you  to  look  after  my  office, 
while  I’m  on  my  vacation.” 

“But  I’ve  just  graduated,  doctor.  I’ve  had  no 
experience.” 

“That’s  all  right,  my  boy.  My  practice  is 
strictly  fashionable.  Tell  the  men  to  play  golf 
and  ship  the  lady  patients  off  to  Europe.” — 
Lorain  (Ohio)  Journal. 
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EDITORIAL  PARAGRAPHS 

Combined  intra  and  extra  uterine  pregnancy 
with  delivery  by  cesarean  section  of  living  chil- 
dren, is  reported  by  Bondurant  in  the  Illinois 
Medical  Journal  for  June. 

The  Twenty-second  Annual  Session  of  the 
' American  College  of  Physicians  will  be  held  in 
1 New  York  City,  with  headquarters  at  the  Wal- 
dorf-Astoria Hotel,  April  4-8,  1938. 

I It  may  be  stated  that  certain  irregularities  in 
the  August  Journal,  if  discovered  by  the  reader, 
are  due  to  the  fact  that  the  current  Journal  was 
anticipated  by  the  editor,  who  left  July  5,  for  a 
five-week  trip  to  the  Northwest  coast. 

For  the  sake  of  clarity  it  should  be  stated  that 
the  Report  of  Delegates  to  the  American  Medical 
Association  presented  to  the  House  of  Delegates 
of  the  Nebraska  State  Aledical  Association  and 
published  as  a part  of  the  Legislative  Proceedings 
in  the  July  Journal  was  made  by  Dr.  B.  F.  Bailey, 
Delegate.  It  will  also  clarify  the  record  to  state 
that  Dr.  Bailey  made  the  motion  to  suspend  the 
rules  and  elect  Dr.  K.  S.  J.  Hohlen,  Delegate  to 
the  American  Medical  Association  for  the  term 
beginning  January  1,  1938. 

IMay  we  repeat? — “As  near  as  seems  determin- 
able from  information  secured,  the  major  factor 
entering  into  this  loss  of  life  is  carelessness.  With 
the  powerful,  agile  machines  used  for  present-day 
transportation,  alertness,  care,  and  consideration 
must  be  constant  factors  regardless  of  the  actual 
rate  of  travel.  Care  implies  condition  of  the 
mechanism  as  well  as  conditions  on  the  road — 
whether  one  is  afoot  or  riding.”  The  driver  of  a 
motor  car  or  truck  who  is  a “crank”  about  the 
condition  of  his  machine  is  likely  to  be  a safer 
driver. — State  Department  of  Health. 


[ 

OBITUARY 

W.  A.  Demay,  Fort  Collins,  Colo.;  Kansas  City  Med- 
ical College,  1891;  pioneer  Red  Willow  county  physi- 
cian; practitioner  at  McCook  and  Danbury  (29  years 
' at  the  latter  place) ; died  recently  after  a long  illness, 
aged  eighty  years. 

He  is  survived  by  a widow,  a daughter  and  three 
sons,  Dr.  R.  A.  Demay,  Danbury;  Dr.  G.  A.  Demay, 
I McCook;  Dr.  G.  H.  Demay,  Shelton. 

I 


NATURAL  ABILITY 

Ambitious — Pm  going  to  be  an  aviator.  I've 
been  air-minded  for  years. 

Rambunctious — I guess  I’ll  be  a garage  man. 
I’ve  been  tow-headed  all  my  life. 


THE  SOCIETIES 

The  Madison  Six  County  Medical  Society  meeting 
for  .Tune  was  held  at  Pierce  Methodist  church  base- 
ment on  the  22d.  Fifty  physicians  and  their  ladies 
attended  the  dinner. 

Dr.  C.  C.  Tomlinson,  Omaha,  gave  a clinic,  present- 
ing eight  cases  of  troublesome  skin  lesions  brought 
in  by  the  physicians  of  the  society.  Dr.  William  L. 
Shearer,  Omaha,  spoke  on  The  Infected  Maxiliary 
Sinus  from  Teeth.  He  explained  his  own  (The  Shear- 
er) operation  for  the  relief  of  maxiliary  sinus  infec- 
tion. Dr.  Warren  Thompson,  Omaha,  gave  a Dis- 
cussion of  Pulmonary  Problems.  He  called  renewer 
attention  to  differential  diagnosis  in  pulmonary  dis- 
ease. All  three  speakers  showed  pictures  to  illustrate 
tile  themes. 

Dr.  Homer  Davis,  Genoa,  president-elect  of  the  Ne- 
braska State  Medical  Association,  was  present. 

The  Cedar,  Dixon,  Dakota,  Thurston  and  Wayne 
County  Medical  Society  held  a regular  meeting  at 
the  Stratton  hotel,  Wayne,  June  29.  Following  dinner 
Dr.  H.  A.  Down,  Sioux  City,  spoke  on  Rectal  Bleed- 
ing; Dr.  Roy  Crowder,  Sioux  City,  on  Management  of 
Breech  Presentation;  Dr.  R.  I,.  Larimer,  Sioux  City, 
on  Protamine  Insulin. 

The  meeting  was  well  attended. 

A meeting  of  the  Eighth  Councilor  District  physi- 
cians was  held  at  Rushville,  the  speaker  being  Dr. 
E.  G.  Zimmerman,  of  Lincoln,  assistant  Epidemiologist 
from  the  state  department  of  health,  who  addressed 
the  meeting  giving  the  doctors  of  this  district  further 
information  concerning  the  cooperation  they  may  re- 
ceive from  the  U.  S.  Public  Health  Service  and  from 
the  State  Department  of  Health  on  the  control  and 
treatment  of  syphilis. 

In  his  discussion  Dr.  Zimmerman  stressed  the  fact 
that  people  with  this  disease,  and  without  the  nec- 
essary funds  for  proper  treatment,  could  obtain  med- 
icine free  from  the  State  Department  of  Health. 

A nation-wide  concentrated  effort  is  now  being 
made  to  bring  this  disease  under  control.  Persons 
so  afflicted  can  now  be  compelled  to  undergo  treat- 
ment. Once  the  treatment  is  properly  under  way  a 
cure  can  be  had  except  in  extreme  cases. 

While  this  disease  is  more  prevalent  in  the  cities 
than  throughout  the  country  areas,  nevertheless,  doc- 
tors in  this  and  adjourning  counties  are  at  .the  present 
time  treating  cases. 

A very  large  percentage  of  the  insane  cases  of  this 
country  are  brought  on  through  the  effects  of  this 
disease,  according  to  the  medical  profession.  And 
through  an  educational  program  which  is  including 
lecture  before  women’s  clubs,  school  and  personal 
contacts  the  state  department  of  health  hopes  to  con- 
trol the  spread  of  the  disease  and  to  eliminate  all 
possible  cases. 


HUMAN  INTEREST  TALES 

Dr.  and  Mrs.  Paul  Thorough,  Syracuse,  spent  their 
vacation  in  Minnesota. 

Dr.  H.  D.  Kuper  has  become  associated  in  practice 
with  Dr.  C.  W.  Guildner  at  Kenesaw. 

Dr.  A.  V.  Wortman,  for  some  four  years  in  practice 
at  Curtis,  has  moved  to  Pasadena,  Calif. 

Dr.  and  Mrs.  Oliver  Everett,  Lincoln,  have  gone  to 
Sun  Valley  lodge,  Idaho,  for  an  indefinite  stay. 

Dr.  and  Mrs.  C.  P.  Fordyce,  now  of  New  York 
City,  visited  at  Falls  City  and  Lincoln,  recently. 

Dr.  and  Mrs.  W.  .1.  McMartin  are  on  a trip  to 
Glacier  National  Park  and  the  northwest  coast. 

Dr.  C.  A.  Pierson  and  family,  Beemer,  enjoyed  a 
three  weeks  outing  in  Yellowstone  Park  in  .Tune. 

Dr.  J.  M.  Erman,  Omaha,  has  been  elected  depart- 
ment commander  of  the  Veterans  of  Foreign  Wars. 
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Dr.  and  ;\Irs.  J.  N.  Campbell,  Stamford,  visited  their 
son.  Dr.  D.  A.  Campbell,  at  Ann  Arbor,  Mich.,  in  June. 

Dr.  John  H.  Thomson,  Omaha  surgeon,  recently  re- 
ceived the  L.  L.  B.  degree  from  Creighton  School  of 
Law. 

Dr.  H.  O.  Drew,  for  a number  of  years  in  practice 
in  Albion,  has  located  at  Billings,  Mont.,  and  will 
engage  in  surgery. 

Dr.  W.  R.  Hamsa.  formerly  of  Iowa  City,  has  be- 
come associated  with  Drs.  Best  and  Hicken,  Omaha, 
as  orthopedic  surgeon. 

Dr.  W.  S.  Wiggins,  Exeter,  was  given  the  Jordan 
medal  recently,  the  occasion  being  in  celebration  of 
fifty  years  of  masonry. 

Mrs.  W.  D.  McGrath.  Grand  Island,  passed  away 
recently  after  an  illness  of  about  six  weeks.  The 
sympathies  of  the  profession  go  out  to  Dr.  W.  D. 
McGrath  in  his  great  loss. 

The  medical  profession  gave  a farewell  dinner  to 
Dr.  F.  Ij.  Wilson,  formerly  of  Stuart,  at  the  Golden 
hotel,  O’Neill,  recently.  Dr.  Wilson  has  gone  abroad 
for  study  in  Vienna  and  other  European  points. 


BOOKS  RECEIVED 

“PHYSICAL  DIAGNOSIS’’— The  Art  and  Technique 
of  History  Taking  and  Physical  Examination  of  the 
Patient  in  Health  and  in  Disease,  by  Don  C.  Sutton, 
M.  S.,  M.  D.  Associate  Professor  of  Medicine,  North- 
western University  School  of  Medicine;  Attending 
Physician  and  Chairman  of  the  Medical  Division  of 
the  Cook  County  Hospital;  Chief  of  the  Cardiac  Clin- 
ic, Cook  County  Hospital,  Chicago;  Attending  Physi- 
cian, The  Evanston  Hospital.  With  298  Text  Illustra- 
tions, and  8 color  plates.  495  pages,  sixteenmo.  $5.00. 
The  C.  V.  Mosby  Company,  St.  Louis.' 

“THE  TECHNIQUE  OF  LOCAL  ANESTHESIA” 
by  Arthur  E.  Hertzler,  A.  M.,  M.  D.,  Ph.  D.,  LL.  D., 
F.  A.  C.  S.  Professor  of  Surgery  in  the  University 
of  Kansas;  Surgeon  to  the  Halstead  Hospital,  Hal- 
stead, Kansas;  to  St.  Luke’s  Hospital  and  St.  Mary’s 
Hospital,  Kansas  City,  Missouri;  and  to  the  Provi- 
dence Hospital,  Kansas  City,  Kansas.  Sixth  Edition. 
284  pages,  thirty-twomo.  $5.00.  The  C.  V.  Mosby 
Company,  St.  Louis. 


THE  FLU  GERM 

Staphylo,  thou  tiny  germ. 

Making  mortals  twist  and  squirm; 

Fitly  named — and  this  my  hunch  is — 
Grapelike,  bringing  woes  in  bunches; 
Cause  of  fever,  source  of  chills. 

Mustard  plasters,  doctor  bills! 

What  a foolish  life  is  man’s! 

How  uncertain  all  his  plans 
When  a tiny  thing  like  you 
Can  attack  him  with  the  flu. 

And  with  temples  flaming  red 
Keep  him  whimpering  in  bed. 

None  so  clever,  none  so  shrewd 
As  your  clutches  to  elude. 

Giant,  strong  man,  parson,  sage. 

Strut  awhile  upon  the  stage. 

But  with  aches  and  agues  chilly 
You  can  make  them  all  look  silly. 

Staphylo,  thou  tiny  germ. 

Cutting  short  man’s  boastful  term; 

Made  to  wriggle,  writhe  and  crawl 
Yet  be  overlord  of  all! 

Can  man  be  so  much  at  that. 

When  a flu  germ  lays  him  flat? 

— Edgar  A.  Guest. 
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THE  RESPONSIBILITY  OF  THE  OFFICIAL  AGENCY 
IN  MATERNAL  AND  CHILD  HEALTPH 

.1.  WARREN  BELL,  M.  D„ 

Director  of  Maternal  and  Child  Health  for  Nebraska, 

Lincoln. 


INTRODUCTION 

It  \va.s  the  writer’s  ])rivilege  a few  years  ago  to 
visit  ten  European  countries  for  tlie  purpose  of 
seeing  at  close  range  and  contra.sting  maternal 
and  child  health  activities.  It  was  evident  that 
all  the  national  programs  were  not  of  equal  qual- 
ity. The  observation  included  on  the  one  hand 
absolutely  unreliable  .statistical  reports  of  such 
nature  that  the  original  material  could  never  be 
secured.  One  nation  went  .so  far  as  to  publish  a 
liercentage  increase  in  the  improvement  of  its  in- 
fant mortality  rate  but  was  unable  when  asked 
the  direct  (piestion  to  give  either  the  number  of 

♦Presented  before  the  annual  meeting,  Nebraska  State  Medical 
Association.  Omaha,  May  11-13,  1937. 


live  births  or  the  number  of  infant  deaths  from 
which  this  jieculiar  calculation  had  been  obtained. 
In  com]dete  contrast  to  this  was  the  iiermanent 
Secretariat  of  the  Health  Organizations,  an  im- 
portant part  of  the  League  of  Nations.  In  that 
office  the  finest  kind  of  orientation  in  health  mat- 
ters was  evident.  Statistics  were  accurately  kejit 
and  they  were  handled  conservatively. 

Returning  to  the  United  States  of  America,  let 
us  consider  for  just  a moment  the  vast  difference 
between  these  forty-eight  states  as  regards  geol- 
ogy, .soil,  climate,  distribution  of  population,  agri- 
cultural or  industrial  productivity  and  ])re[)onder- 
ance  of  racial  groujis.  Growing  out  of  these  vast 
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differences  have  come  a number  of  partial  solu- 
tions for  some  of  the  major  health  problems.  I 
particularly  want  to  call  to  your  attention  that 
states  differ  to  a marked  extent  with  regard  to 
the  recognition  of  relationships  which  may  or 
may  not  lie  enacted  into  health  legislation.  It 
should  be  obvious  to  all  of  us  that  health  activi- 
ties have  been  frequently  confused  and  sometimes 
entirely  swamped  or  submerged  by  rapid  mush- 
room-like development  of  welfare  organizations. 
It  remains  then  a problem  for  health  departments 
to  recognize  and  frankly  face  the  social  aspects 
of  their  problems  without  losing'  sight  of  the  pri- 
mary position  whicli  health  holds  in  modern  so- 
ciety. 

BODY 

Before  taking  up  specific  consideration  of  the 
Division  of  Maternal  and  Child  Health  in  the 
State  of  Nebraska,  let  ns  canvass  some  of  the  im- 
])ortant  requirements  for  a strong  public  agency. 

1.  The  pi'ogram  should  be  oriented  in  terms  of  bi- 
ology and  the  subject  matter  used  in  the  division 
should  be  related  as  closely  as  possible  to  factual  in- 
formation derived  from  accepted  authorities  in  physi- 
ology and  pathology.  In  this  connection  an  open  in- 
vitation is  extended  for  constructive  suggestions  from 
physiologists  and  pathologists  throughout  the  state. 

2.  ft  is  becoming  more  and  more  important  that 
])ublic  health  programs  re-orient  themselves  with  re- 
gard to  the  basic  principles  of  genetics.  Divisions  of 
Maternal  and  Child  Health  should  be  kept  informed 
through  the  appropriate  bureaus  of  State  Departments 
of  Health  with  I'egard  to  ti-ends  in  birth  rates  in  the 
various  subdivisions  of  the  state.  A positive  eugenic 
attitude  is  to  be  encouraged  by  the  various  means 
necessary  to  give  purpose  to  peace-time  living. 

3.  A program  in  maternal  and  child  health  should 
not  lose  its  orientation  with  regard  to  basic  principles 
of  economics.  Recognizing  that  the  field  of  economics 
is  entirely  apai’t  from  and  outside  the  field  of  health, 
the  personnel  of  the  health  program  may  well  refrain 
from  attempting  economic  short-cuts  to  a desired  end 
because  economic  problems  letjuire  study  by  experts 
to  no  less  a degree  than  do  complicated  problems  in 
health. 

4.  Any  state  program  may  well  consider  its  most 
important  function  that  of  providing  leadership  for 
the  districts  or  counties  included  within  its  confines. 
In  addition  to  iirocuring  adeQuately  trained  leadership, 
it  is  administratively  advisable  to  keep  the  personnel 
sufficiently  reinforced  with  regard  to  budget  not  only 
to  permit  but  to  encourage  the  taking  of  individual 
initiative.  The  community  in  which  a program  is  in 
operation  will  profit  by  what  is  done  in  connection 
with  the  program  in  just  about  the  proportion  that 
the  personnel  themselves  are  kept  informed  as  to  the 
part  they  play  in  the  whole  picture.  Organizations 
packed  with  puppets  merely  walking  in  a treadmill 
day  aftei-  day  are  to  be  deprecated.  Readership  im- 
plies personality  with  sufficient  stamina  to  consider 
the  relation  of  what  one  does  to  what  one  thinks.  Dr. 
E.  S.  Godfrey,  now  Commissioner  of  Health  in  New 
York  State,  has  clearly  pointed  out  that  the  leadership 
to  be  desired  at  the  state  level  should  be  the  kind  of 
leadeiship  eciuipped  to  resist  hasty  development  of 
many  widely  accepted  public  health  practices  as  a 
state  function  but  to  be  able  to  stimulate,  to  assist 
and  to  direct  these  same  functions  when  undertaken 
at  the  district  or  county  level.  In  the  acceptance  of 


this  attitude,  we  find  the  long  delayed  recognition  on 
the  part  of  public  health  leaders  that  to  be  effective 
public  health  must  crystallize  into  something  more 
definite  than  a paper  program  and  identify  its  preven- 
tive program  more  and  more  with  individual  living. 
Throughout  the  vast  rural  part  of  our  country,  the 
majority  of  the  people  live  as  individuals,  each  in  a 
small  universe  of  his  own  making.  This  universe  is 
rarely  the  state,  seldom  the  county,  more  frequently  a 
precinct  and  most  often  of  all  just  a crossroads.  In 
drafting  patterns  for  a public  health  program,  the 
needs  of  the  consumer  must  be  kept  in  mind.  Dr. 
Bartholomew  has  developed  the  idea  that  every  gen- 
eral ijractitioner’s  office  is  a maternity  and  infancy 
center. 

5.  The  public  agency  is,  of  course,  desirous  of 
showing  the  public  the  relation  between  the  money 
spent  on  a given  project  and  the  results  obtained  in 
terms  of  health.  As  a step  in  clarifying  our  own 
thinking,  may  1 suggest  that  health  terms  be  re- 
stricted as  far  as  possible  to  those  which  are  appli- 
cable throughout  several  decades  of  time  and  which 
have  the  universality  of  any  biologic  fact? 

G.  The  program  should  endeavor  to  evolve  yard- 
sticks by  which  desired  accomplishments  may  be 
measured.  In  the  field  of  maternal  and  child  health, 
commonly  accepted  yardsticks  are  maternal  mortal- 
ity rates,  infant  moitality  rates,  neonatal  mortality 
rates,  stillbirth  rates,  and  improved  general  nutrition 
as  perhaps  exemplified  in  preschool  children  by  im- 
proved condition  of  the  child’s  teeth. 

VVe  have  now  outlined  in  general  terms  some 
of  the  functions  of  a program  in  maternal  and 
child  health.  In  bringing  out  any  or  all  such  de- 
sired objectives,  the  words  of  Dr.  LeRoy  Wilkes 
are  worthy  of  consideration.  Dr.  Wilkes  has  been 
working  intimately  with  the  medical  profession 
in  New  Jersey  in  the  capacity  of  executive  officer. 
While  making  considerable  headway  with  his 
work,  Dr.  Wilkes  finds  that  studied  closely  big 
problems  are  found  to  consist  of  a larger  number 
of  small  problems.  In  a personal  letter,  he  has 
wisely  said,  "I  think  the  answer  to  our  problems 
will  come  out  of  e.xperience  rather  than  legisla- 
tion.” 

Now  just  a word  with  regard  to  maternal  and 
child  health  in  Nebraska  and  the  responsibilities 
of  the  public  agency  in  this  field.  House  Roll 
No.  18,  approved  November  2G,  1935,  creates  a 
fund  in  the  treasury  to  be  administered  by  the  Di- 
rector of  Health  “for  maternal  and  child  health 
and  for  public  health  work  as  provided  by  law.” 
In  Section  2 of  that  act  ”75%  of  said  fund  shall 
be  used  for  maternal  and  child  health  activities  in 
this  state.”  My  copy  of  House  Roll  18  states  that 
$-10,000  was  appropriated  under  the  Act  for  the 
biennium  ending  June  30,  1937.  Another  Act, 
namely  House  Roll  No.  20,  in  Section  3,  specifi- 
cally defines  the  allocation  of  the  funds  for  ma- 
ternal and  child  health  in  this  state  subject  to  the 
supervision  of  the  Director  of  Health:  “(a)  P'or 
promoting  the  health  of  mothers  and  children 
especially  in  rural  areas  suffering  from  some 
economic  distress,  (b)  For  the  establishment. 
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extension  and  improvement  of  local  maternal  and 
child  health  services  to  be  administered  by  local 
child  health  units,  (c)  For  demonstration  serv- 
ices in  needy  areas  and  among  groups  in  special 
need."  Section  3 says  further  that  "the  director 
shall  also  cooperate  with  licensed  physicians  and 
surgeons  and  with  nursing  and  welfare  groujis 
and  organizations  for  the  purpose  herein  ex- 
pressed." This  simple  statement  should  serve  as 
the  pattern  for  the  development  of  the  state  pro- 
gram in  maternal  and  child  health.  In  the  three 
brief  categories  can  be  found  the  key  to  improved 
health  for  mothers  and  children. 

Subsequent  to  tbe  appointment  of  a director  in 
connection  with  this  program,  a more  detailed 
plan  for  operation  has  been  worked  out  and  aj)- 
l>roved  by  the  Children’s  Bureau  in  Washington. 
Ten  i^oints  were  included  in  this  program  and 
the  ])rogress  made  with  regard  to  these  ten  ])oints 
was  covered  in  detail  in  the  Division’s  quarterly 
report  for  January  1 to  March  31.  I feel  that  the 
Nebraska  State  Medical  Association  should  have 
a rather  clear  idea  of  what  the  Division  is  trying 
to  do  and  what  responsibility  it  is  taking. 

1.  The  Division  is  located  in  Room  1003,  State  Cap- 
itol Building,  and  may  be  reached  by  telephone. 

2.  The  Division  is  making  available  on  individual 
request  authoritative  literature  including  the  follow- 
ing: “Prenatal  Care".  “Infant  Care”,  “The  Child  From 
One  to  Six”.  "The  Expectant  MotheF’.  and  “Dentis- 
try and  Public  Health.”  To  this  may  he  added  mimeo- 
graphed copies  of  “The  Children’s  Charter.” 

3.  Public  interest  is  sought  through  the  press  and 
through  cooperation  with  other  agencies,  the  follow- 
ing being  included  in  the  General  Advisory  Commit- 
tee of  the  Division:  Nebraska  State  Medical  Associa- 
tion, Nebraska  State  Dental  Society,  State  Nurses 
Association,  State  Federation  of  Women’s  Clubs,  State 
P.  T.  A.,  State  Department  of  Public  Instruction,  Am- 
erican Legion,  American  Legion  Auxiliary,  Nebraska 
Tuberculosis  Association,  State  Child  Welfare  Bureau, 
Nebraska  Federation  of  Labor,  State  4-H  Clubs,  Ne- 
braska Conference  of  Social  Work,  and  the  Woman’s 
Auxiliary  of  the  State  Medical  Association.  A monthly 
bulletin  carries  to  these  various  organizations  reports 
of  activities  of  the  Division,  some  material  from  which 
finds  its  way  into  the  professional  journals  in  the 
state.  Acknowledgment  is  here  made  for  the  splendid 
cooperation  received  from  the  ])ress  with  particular 
reference  to  the  establishment  of  the  two  demonstra- 
tions in  rural  areas. 

4.  The  Division  is  taking  the  initiative  in  confer- 
ring with  the  professions  in  those  counties  where 
either  the  infant  or  maternal  mortality  has  heen  sig- 
nificantl.v  high.  These  conferences  have  been  set  ui> 
with  a view  to  gathering  suggestions  from  the  local 
profession  as  to  si)ecial  local  needs  and  first  steps 
which  are  to  be  encoui-aged.  Several  of  these  confer- 
ences have  already  resulted  in  tangible  and  apparently 
workable  suggestions.  Plans  have  been  completed 
and  local  programs  established  in  two  counties  on  a 
participating  basis.  In  developing  a state  plan  the 
earlier  programs  usually  receive  more  assistance  from 
the  State  Department  than  is  necessary  or  desirable 
for  local  activities  established  later  with  the  experi- 
ence of  the  pioneer  counties  to  draw  upon.  It  should 


be  readily  undeistood  that  the  demands  which  casual- 
ly arise  from  93  counties  cannot  be  simultaneously  met 
by  any  one  individual.  Conflicts,  therefore,  necessar- 
il.v  retard  the  organization  woik  in  spite  of  the  Divi- 
sion’s desire  to  get  on  with  it. 

5.  Through  the  kindness  of  The  Nebraska  State 
Medical  .Journal,  the  profession  has  been  kept  in- 
formed with  regard  to  the  Division’s  interest  in  the 
refresher  courses.  Nineteen  physicians  have  partici- 
pated in  the  refresher  course  program,  ,^pproximate- 
l.v  six  speakers  have  appeared  in  succession  in  each 
of  eight  regions.  Six  Councilor  Districts  already 
have  had  consideration  from  the  i)rogram.  Construc- 
tive criticism  by  the  piofession  of  this  work  calls  for 
a more  interesting  and  personalized  local  medical  re- 
sponsibility with  reference  to  preliminary  advertising 
of  the  courses  to  be  held.  The  lecturers  report  that 
where  local  initiative  has  been  displayed  the  attend- 
ance has  been  very  good.  Perhaps  the  number  of  lec- 
tures might  advisedly  be  cut  from  six  to  four  in  each 
area,  thus  allowing  the  local  committee  to  build  up 
better  lay  meetings  by  taking  more  responsibility 
themselves  and  calling  moi-e  lay  organizations  into 
sympathetic  cooperation.  The  refresher  course  out- 
lines and  setup  have  leceived  some  favorable  comment 
from  visitors  and  interested  persons  both  in  and  out 
of  the  state.  The  May  Day  questionnaire  suggests 
uses  communities  may  make  of  health  knowledge  car- 
ried in  the  refresher  course  lectures. 

6.  Provision  is  made  in  the  plan  for  local  studies 
of  special  problems  in  limited  areas.  This  service  may 
be  built  up  as  invitations  seem  to  warrant. 

7.  Special  areas  chosen  for  the  demonstration  of 
techniques  in  reducing  infant  and  maternal  mortality 
are  not  substitutes  for  a complete  health  program. 
The  Division  has  taken  responsibility,  however,  for 
making  available  public  health  nursing  personnel  in 
two  counties,  Boyd  and  Dundy,  to  carry  out  a teach- 
ing program  in  this  limited  field. 

The  profession  of  Dundy  county  was  approached  in 
.lanuary.  A plan  embodying  professional  suggestions 
with  regard  to  infant  mortality  was  drafted  and  pre- 
sented later  to  a sponsoring  committee.  This  spon- 
soring committee  included  all  the  members  of  the 
medical  and  dental  professions,  together  with  repre- 
sentatives of  the  press,  the  educators,  the  officials 
and  the  officers  of  civic  organizations.  The  sponsor- 
ing committee  is  most  helpful  in  introducing  the  pub- 
lic health  nurse  and  her  program  throughout  the 
county.  Local  medical  leadership  is  vital  to  the  suc- 
cess of  such  an  endeavor  located  at  a point  three 
hundred  miles  away  from  the  State  Department.  Some 
progress  has  already  been  made  in  develoj)ing  con- 
sciousness of  the  need  for  prenatal  supervision 
throughout  pi'egnancy.  .Since  the  nursing  service  in 
a health  department  is  not  limited  to  any  economic 
gi’oup.  a population  base  of  five  thousand  persons 
scattered  over  a large  area  constitutes  an  enormous 
visiting  problem. 

In  Boyd  county,  i>rofessional  leadership  has  out- 
lined a progi-am  designed  to  reduce  maternal  mortal- 
ity. This  i)rogram  puts  the  prenatal  visiting  by  the 
public  health  nurse  on  such  a population  base  that 
a more  intensive  piece  of  work  can  be  mapped  out. 
Since  this  sri-vice  does  not  involve  bedside  care,  the 
result  depends  upon  the  content  of  the  nursing  visit. 
The  pi-enatal  progi'am  with  its  repeated  visits  offers 
a fine  opportunity  for  the  nurse  to  teach  reasons  why 
prenatal  care  is  important,  why  nutrition  for  the 
mother  plays  such  an  important  part  in  the  develop- 
ment of  the  unborn  child  and  why  infant  care  in  ad- 
dition to  being  a nutritional  problem  should  involve 
attention  to  immunization  and  the  development  of  a 
family  pattern  of  living  compatible  with  a stable  per- 
sonality in  the  .young  child. 

8.  Provision  is  made  in  the  plan  for  development 
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of  a small  reference  library  so  that  the  Division  per- 
sonnei  and  cooperating  groups  may  keep  informed 
with  regard  to  activities  outside  the  state  in  this 
same  field. 

9.  The  Division  is  building  up  a siiecial  educational 
program  in  dental  hygiene  under  the  direction  of  a 
qualified  D.  D.  S.,  Dr.  .1.  R.  Thompson.  Dr.  Thompson 
has  canvassed  available  dental  films  and  selected  sev- 
eral of  the  best  for  professional,  lay  and  school  groups. 
These  films  have  been  shown  here  and  thei’e  through- 
out the  state  and  have  even  been  exhibited  to  children 
who  never  in  their  lives  before  have  seen  a motit'n 
picture  of  any  kind.  The  exclamations  of  these  chil- 
dren as  to  how  the  picture  gets  up  on  the  screen 
sound  very  much  like  a note  of  .iustification  for  this 
delayed  educational  activity.  In  connection  with  this 
lu'ogram,  two  counties  have  been  influenced  to  take 
responsibility  for  local  educational  activities.  Under 
the  stimulation  of  k>r.  Thompson’s  visits  and  the 
charts  and  posters  procured  from  the  American  Dental 
Association,  many  counties  have  already  begun  the 
purchase  of  similar  material  for  use  in  city  and  rural 
schools.  With  the  cooperation  of  the  Chairman  of 
the  Maternal  and  Child  Health  Committee,  Dr.  Earl 
C.  ,Sage,  sti'eamers  have  been  printed  and  provided 
each  county  of  the  state  where  the  dental  profession 
has  exhibited  such  charts  and  posters.  It  was  recom- 
mended that  the  v indow  disi>Iays  also  contain  real 
examples  of  good  food  for  good  teeth.  In  connection 
with  this  dental  aspect  of  the  program,  it  should  be 
stated  that  the  medical  and  dental  societies  have  been 
most  cooperative  clear  across  the  state. 

10.  Public  health  nursing  activity  contemplated  in- 
cludes the  graduate  instruction  in  public  health  of  a 
small  numbei-  of  nurses,  arranged  by  Dr.  Bartholomew, 
State  Director  of  Health.  There  is  extensive  need  in 
Nebraska  for  young  graduate  nurses  well  trained  in 
public  health  preferably  with  some  experience.  If 
Nebraska  is  to  make  secure  the  health  of  its  citizens 
by  methods  approved  in  other  states,  the  expansion 
of  the  nursing  program  is  to  be  encouraged. 

Tile  proorani  wliich  I have  just  outlined  to  you 
with  its  incumhent  responsibilities  is  now  six 
months  old.  It  does  not  jirofess  to  go  beyond  the 
confines  of  education  in  maternal  and  child  health. 
It  is  designed  to  develop  an  awareness  in  Nebras- 
ka of  the  services  elsewhere  available  which  are 
still  lacking  in  this  state.  My  inability  to  discu.ss 
today  in  more  specific  terms  a pattern  for  the 


majority  of  counties  is  tied  up  with  the  fact  that 
e.xisting  law  makes  no  jirovision  for  physicians 
as  local  health  officers.  Just  as  soon  as  the  medi- 
cal profession  of  Nebraska  takes  hold  of  the  pub- 
lic health  situation  in  such  a manner  as  to  see 
enacted  into  the  statutes  simple  jirovision  for  dis- 
tricting and  trained  medical  public  health  super- 
vision, Nebraska  will  be  in  a strong  position  to 
apply  in  the  interest  of  its  citizens  the  c.xpcrience 
of  other  states. 

An  animatophone  (portable  talkie-movie)  has 
been  purchased  by  the  Division  to  show  films  on 
dental  hygiene,  infant  hygiene  and  recently  pur- 
chased obstetrical  films.  ( Suggestion  of  commit- 
tee members ) . 

The  Division  recognizes  that  the  Nebraska 
State  Aledical  Association  has  taken  and  is  tak- 
ing initiative  in  studying  the  factors  contributing 
to  maternal  and  infant  mortality.  The  associa- 
tion is  asked  to  extend  its  cooperation  by  the  con- 
tinuation of  its  Committee  on  Maternal  and  Child 
Health.  The  public  agency  feels  that  the  Com- 
mittee members  have  been  a constructive  force  in 
the  establishment  of  a conservative  foundation 
for  the  program  of  maternal  and  child  health. 

The  general  and  specific  suggestions  from  the 
Nebraska  Pediatric  Society  and  the  Nebraska  Ob- 
stetrical Society  have  been  welcome  as  w’ell  as 
helpful.  The  last  twenty  years  have  seen  a pro- 
gressive improvement  in  the  physical  care  of 
children  and  an  accompanying  reduction  in  mor- 
tality as  a direct  result  of  professional  interest. 
The  next  twenty  years  should  construct  commun- 
ity programs  in  child  health  along  such  lines  as 
will  give  ecjual  jirotection  to  the  child’s  personal- 
ity, with  the  ultimate  goal,  “understanding  parent- 
hood.’’ 


TREATMENT  OE  PYELITIS  .\S  A SERIOUS  COMPLICATION 
OE  PREGNANCY:  CASE  REPORT  OE  r>  DEATHS* 

.TAMES  U.  ItEINBEUGER,  M.  D„  anrl  ROSS  E.  ANDERSON,  M.  D., 

Fi'om  the  Department  of  Obstetric.s,  University  of  Tennessee, 


Memphi; 

Pyelitis  has  been  recognized  for  a long  time  as 
a very  fre(|uent  complication  of  ])regnancy  and 
puerperium.  Literature  of  this  complication  is 
filled  with  valuable  data  pertaining  to  incidence, 
etiology  and  treatment.  Hut  very  few  studies 
have  emphasized  pyelitis  of  pregnancy  as  an  im- 
mediate cause  of  death  before  or  after  delivery. 

Within  the  past  few  years,  at  the  John  Gaston 
hospital,  certain  deaths  unquestionably  due  to  pye- 

♦Guest  speaker’s  address  read  before  the  Nebraska  State  Medi- 
cal Association,  Omaha,  May  11,  1937. 


;,  Tennessee. 

litis  or  pyelonephritis  prompted  a study  of  the 
records  of  all  patients  dying  with  pyelitis  listed 
as  a complication  of  pregnancy.  It  was  evident 
that  the  seriousness  was  neither  appreciated  nor 
recognized. 

It  is  difficult  to  ascertain  the  actual  number  of 
immediate  deaths  from  pyelitis  complicating  preg- 
nancy. Walters  and  Willoughby  report  an  inci- 
dence of  5)4  cases  in  2,400  deliveries  or  3.7%, 
with  2 deaths^i)  ; Traut  reports  IGO  cases  in  8,000 
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deliveries  or  2%  with  3 deathsd^)  In  our  series 
there  were  3G0  cases  in  18,000  deliveries  or  2%, 
in  the  last  10  years  with  5 deaths.  It  is  apparent 
that  if  5 deaths  could  be  found  in  the  records  to 
be  directly  attributable  to  pyelitis,  that  unques- 
tionablv  many  others  occurred;  for  several  other 
records  presented  evidence  simulating  pyelone- 
phritis. These  were  eliminated  from  this  pre- 
sentation because  of  incomplete  work-up.  It  is 
apparent  from  the  above  reports  that  1 death  oc- 
curred in  every  45  to  60  cases  of  pyelitis  compli- 
cating pregnancy. 

It  is  interesting  to  elucidate  why  pyelitis  of 
pregnancy  is  not  more  frequent.  In  the  majority 
of  cases  of  pregnancy  anatomical  changes  of  dili- 
tation  and  elongation  of  the  ureter  have  been 
recognized  since  the  study  of  Couvelheir  in 
1843. Recently  hypertrophy  and  hyperplasia 
of  the  musculature  and  fibrous  tissue  of  the  peri- 
ureteral sheath  have  been  shown  to  concomitant- 
ly exist. Moreover,  during  all  stages  of  preg- 
nancy, it  has  been  demonstrated  by  means  of  cy- 
stoscopy and  retrograde  urography  that  dilatation 
of  the  right  ureter  occurred  in  all  cases  with  only 
71%  on  the  left,  while  others  report  a variance 
from  91%  on  the  right  to  51  on  the  left.^®^  It 
has  been  demonstrated  by  means  of  actual  meas- 
urements (hydrophorograph)  that  there  is  a di- 
minished peristalsis  of  the  ureter  beginning  in  the 
third  month  and  reaching  its  maximum  about  the 
eighth  month,  after  which  time  again  there  is  an 
increase  in  peristaltic  activity.^^^  This  dimin- 
ished peristaltic  finding  is  in  accord  with  those 
who  believe  that  dilatation  of  the  Ureter  follows 
atonicity  from  an  excess  of  an  uncertain  hormone, 
probably  estrin  or  prolan.  This  view  coincides 
with  other  findings,  that  there  is  a maximum  of 
estrin  in  the  blood  from  the  third  month  of  preg- 
nancy throughout  the  eighth  month.  The  pres- 
sure of  the  growing  uterus  as  another  contribu- 
tory factor  has  been  partially  accepted  by  those 
who  propound  the  hormone  theory  as  a cause  of 
dilitation  of  the  ureter. 

Intravenous  urography  combined  with  a weak 
solution  of  barium  sulphate  by  rectum  to  outline 
the  lower  colon,  has  been  used  to  demonstrate  the 
relationship  of  the  sigmoid  to  the  lower  left  ure- 
ter. The  sigmoid  always  forms  a soft,  yielding, 
changing  cushion  between  the  uterus  and  left 
ureter  accounting  for  the  direct  pressure  on  the 
right  ureter  at  the  pelvic  brim.  In  contrast  to 
this  observation.  Roentgenograms  of  fibroid  tum- 
ors and  ovarian  cysts  comparable  to  pregnancies 
that  would  not  bear  directly  on  the  brim  of  the 
pelvis  showed  no  dilatation  of  the  ureter : while 
ovarian  cysts  and  fibroids  sufficiently  large  to 


cause  pressure  on  the  ureter  at  the  pelvic  brim 
all  showed  dilatation  of  the  right  ureter  at  some 
point  above  the  pelvic  brim.^®^  This  anatomico- 
physiologica!  finding  probably  accounts  for  urin- 
ary stasis.  This  condition  of  the  urinary  tract 
might  be  termed  a ‘‘physiological  hydronephrosis.” 
If  infection  happens  to  be  present,  pyelitis  results. 

Bacteria  may  reach  the  kidney  by  regurgitation 
of  ])urulent  material  from  the  bladder,  through  the 
lymphatics  from  the  bowel,  or  by  the  blood  stream 
from  remote  foci  of  infection  in  distant  parts  of 
the  body.  Xumerous  organisms  have  been  held 
responsible  for  this  complication ; but  in  the  ma- 
jority of  cases  the  bacillus  coli  is  the  most  con- 
stant. invading  organism.  Crabtree  and  Dodds 
found  the  bacillus  coli  in  ureteral  cultures  in  11 
and  14%  respectively  of  all  gravid  women,  while 
the  puerperium  bladder  urine  was  infected  in  as 
high  as  70%. 

The  majority  of  simple  uncomplicated  pyelitis 
rarely  causes  serious  damage  to  the  kidney.  A 
considerable  number  of  cases  develop  increased 
intraureteral  pressure  as  a result  of  angulation 
of  the  ureter  with  pressure  of  the  growing  uterus. 
It  is  still  a controversal  question  as  to  how  bac- 
teria penetrates  the  calyces.  Some  believe  that 
the  increased  intra-ureteral  pressure  causes  rup- 
ture of  the  fornix  of  the  calyx,  the  bacteria  pene- 
trating either  into  or  surrounding  the  arcuate 
veins  resulting  in  a localized  infection  or  pyelone- 
phritis. Experimentally,  such  ruptures  have  been 
produced  and  demonstrated  in  recently  excised 
human  kidneys  by  a retrograde  injection  of  the 
pelvis  of  the  kidneys  with  a mixture  of  Locke’s 
solution  and  India  ink.d^) 

The  diagnosis  of  pyelitis  is  rarely  difficult.  The 
occurrence  of  an  acute  illness  during  pregnancy 
manifested  by  a chill,  rise  in  temperature,  pain 
over  kidney  and  the  presence  of  pus  in  the  urine 
makes  the  disease  easily  recognizable.  The  per- 
sistence of  symptoms  for  any  length  of  time  sug- 
gests an  obstruction  of  the  ureter.  Procrastina- 
tion with  medical  treatment  too  often  results  in 
permanent  damage  to  the  kidney.  Cystoscopic 
examination  with  the  passage  of  ureteral  catheters 
usually  brings  about  an  immediate  amelioration 
of  symptoms.  Intravenous  or  retrograde  pye- 
lographv  can  be  used  to  demonstrate  the  site  of 
obstruction,  particularly  in  those  cases  not  re- 
soonding  to  this  diagnostic  adjunct.  Lhi fortun- 
ately. this  investigation  is  often  delayed  so  long 
that  it  results  in  progressive  symptoms  and  signs 
of  local  or  general  sepsis.  In  other  cases,  there 
develops  the  characteristic  clinical  picture  of  pye- 
lonephritis. It  is  rarely  this  clinical  picture  of 
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pyelonephritis,  not  generally  recognized,  that  will 
be  described  more  in  detail. 

Often  this  rather  obscure  picture  is  aided  by  the 
taking  of  a careful  history.  A clear  cut  history  of 
pyelitis  during  the  course  of  the  illness  or  at  least 
some  symptoms  referable  to  the  genito-urinary 
tract  will  be  disclosed  in  some  instances.  In  others, 
due  to  the  general  dibilitated  state  of  the  patient, 
the  acute  septic  process  has  become  less  pro- 
nounced and  bizarre  complaints  obscure  the  true 
condition.  E.xperience  has  shown  us  that  bilateral 
pyelonephritis  has  been  the  cause  of  such  illnesses. 
These  patients  are  usually  poorly  nourished,  usu- 
ally apathetic  but  may  be  extremely  apprehensive 
and  restless.  The  presence  of  temperature  is  not 
constant,  but  suggestive.  The  pulse  rate  is  usu- 
ally elevated.  There  is  an  increase  in  blood  pres- 
sure. Pus  in  the  urine  is  nearly  always  present ; 
but,  may  be  absent  as  a result  of  obstruction. 
Oliguria  and  anuria  seem  to  be  quite  uniform. 
Tenderness  over  the  kidney  is  obscured  by  the 
enlarged  uterus.  Nausea  and  vomiting  is  a con- 
stant swnptom.  Pain  in  the  chest  has  been  a per- 
plexing symptom.  On  two  occasions,  angina  pec- 
toris and  pneumonia  have  been  given  as  the  cause 
of  death.  Bio-chemical  studies  show  an  increase 
in  the  retention  of  nitrogenous  products  in  the 
blood.  Retrograde  or  intravenous  urography  al- 
ways den-’onstrates  obstruction  or  diminished  kid- 
ney function.  The  condition  of  the  patient  grows 
progressively  worse,  ^^hth  this,  kidney  function 
diminishes : and  continued  elevation  of  the  X.  P. 
X.,  urea  nitrogen  and  creatinine  follows.  Char- 
acteristic mental  aberation  and  weakness  of  im- 
pending uremia  develop.  The  pulse  and  respira- 
tory rate  climb ; and  there  may  or  may  not  be  a 
fall  in  blood  pressure  due  to  vascular  or  vaso- 
motor collapse.  The  presence  of  vasomotor  col- 
lapse results  in  a fall  in  blood  pressure,  rapid 
pulse,  cold  prespiration  and  other  signs  of  shock. 
Intermittent  or  continuous  cyanosis  is  fairly  con- 
stant. At  this  point  cystoscopy  and  placing  of 
indwelling  catheters  result  in  the  “pulling-out” 
of  these  catheters  by  the  patient,  because  of  dis- 
turbed mental  condition.  Coma  usually  precedes 
death. 

CASE  REPORT  NO.  1 

1927.  .\nnie  Bell  C.,  female,  age  16.  Admitted  to 
medical  service  October  11,  1927  with  history  of  onset 
of  illness  7 days  previous.  Past  history  negative. 

Present  illness:  (1)  headache,  (2)  pain  in  epigas- 
trium and  flanks,  (3)  chills  and  fever,  (4)  amenorrhea 
of  4 months,  (5)  hematuria,  (6)  nausea  and  vomiting. 

Examination;  Temp.  103t4°,  pulse  108,  resp.  32,  R. 
B.  C.  4,900,000,  H.  G.  B.  82,  W.  B.  C.  29,000,  polys.  90. 

Diagnosis:  Bilateral  pyelitis,  (2)  tonsilitis,  (3)  preg- 
nancy 4 months. 

Progress:  Vomiting  persisted.  Temp,  elevation  daily 


for  one  week  at  which  time  cystoscopy  was  done.  Pus 
in  both  kidneys.  Catheters  left  in  until  October  21 
(4  days).  During  which  time  temp,  lowered.  Then 
temp,  rose  and  vomiting  became  almost  constant. 
Aborted  October  25,  27,  after  being  transferred  to  the 
maternity  service  in  critical  condition.  Toxic  and 
semicomatose.  Died  October  26. 

CRITICISM 

1.  Patient  acutely  sick  for  seven  days  prior  to 
admission.  Diagnosis  — bilateral  kidney  disease 
was  very  evident  clinically. 

2.  Cystoscopy  should  have  been  done  earlier 
for  absolute  diagnosis. 

3.  Inadequate  therapy  during  the  week  of  ob- 
servation in  hospital. 

4.  Inadequate  follow-up  relative  to  blood 
pressure,  bio-chemical  blood  studies  would  have 
disclosed  the  true  picture  of  impending  uremia. 

5.  Ureteral  catheters  not  left  in  long  enough 
and  even  if  so  the  rising  X.  P.  X.  would  have  de- 
manded the  termination  of  pregnancy,  rather 
than  the  spontaneous  abortion  resulting  from  the 
overwhelming  toxemia. 

(j.  Persistent  vomiting,  as  a prognostic  value 
sign  was  overlooked. 

7.  Patient  should  not  have  been  admitted  to 
medical  service  and  should  not  have  been  kept 
there,  but  should  have  been  transferred  to  ob- 
stetrical or  urological  service. 

CASE  REPORT  NO.  2 

1930,  Minnie  F.,  colored  female,  age  30.  Admitted 
to  the  gynecological  service  October  25,  1930. 

Past  history;  Negative. 

Present  illness:  Has  had  amenorrhea  for  six  months 
duration.  Has  had  cramping  pain  in  lower  abdomen 
and  bleeding  for  several  days. 

Examination;  Temp.  100°,  pulse  100,  R.  B.  C.  3,000,- 
000,  H.  G.  B.  G0<7e',  urine,  Widal  and  malaria  negative. 

Physical  examination:  Negative  with  the  exception 
of  lower  abdominal  tenderness. 

Diagnosis:  Abortion  incomplete.  Infected  second 

trimester,  spontaneous.  Foetus  past? 

Progress:  Treated  for  infected  abortion.  Tempera- 
ture persisted  and  after  12th  day  in  hospital  for  the 
first  time  the  urine  was  examined  and  found  to  con- 
tain innumerable  pus  cells.  Temperature  persisted  as 
high  as  almost  102°  daily,  until  November  26  when 
first  cystoscopic  was  done.  Urine,  left  side  pus  4 plus. 
Right  side  1 plus.  Cystoscopic  was  again  done  De- 
cember 2,  after  temperature  had  been  normal  four 
days  and  showed  a left  hydronephrosis.  Right  side  not 
injected.  Patient  showing  evidence  of  uremia  at  this 
time  with  mental  abberation  and  drowsiness.  Cysto- 
scoped  three  time  in  four  days  and  each  time  cathe- 
ters pulled  out  by  patient.  Cultures  positive  of  ba- 
cillus coli.  On  December  12,  1930,  or  about  46  days 
after  admission  to  hospital  a left  nephrectomy  was 
done  only  to  be  followed  very  shortly  by  death. 

Pathological  diagnosis:  Enormous  hydronephrosis 

with  pyelitis  and  granular  degeneration. 
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CRITICISM 

The  assumption  of  an  infected  abortion  re- 
vealed that  the  correct  way  to  ascertain  the  cause 
of  morbidity  was  not  carried  out.  The  urine 
should  have  been  examined  earlier  and  indwell- 
ing catheters  should  have  been  placed  before  bi- 
lateral pyelone]diritis  had  developed  with  the  im- 
pending signs  of  uremia. 

Repeated  replacement  of  indwelling  catheters 
in  a patient  in  such  an  irrational  state  is  absolute 
folly.  Bio-chemical  blood  studies  would  have  re- 
vealed the  true  picture  and  more  radical  treatment 
could  have  been  carried  out.  Pyelotomy  would 
have  accomplished  the  same  purpose  and  would 
not  have  subjected  the  patient  to  the  major  sur- 
gical procedure  of  nephrectomy.  This  patient 
should  not  have  died. 

CASE  REPORT  XO.  3 

1934.  A.  B.  S.,  colored  female,  age  21.  Admitted  to 
the  hospital  March  23,  1934.  Patient  was  at  term,  hut 
not  in  labor. 

Past  history:  Patient  had  been  attending  clinic  and 
was  receiving  anti-syphilitic  treatment. 

Present  illness:  Pain  in  back  of  one  day  duration. 

Examination:  Temp.  99.8°,  pulse  110,  resp.  22,  B.  P. 
120/84.  Urine,  occasional  pus  cells. 

Diagnosis:  Toxemia  of  pregnancy  at  term. 

Progress:  Patient  complained  of  cramping  in  the 
abdomen  and  vomited  March  24.  1934.  W.  B.  C.  27,- 
800,  polys.  90C{^.  Urine,  occasional  pus  cells.  On 
March  25,  1934,  temp,  98°,  pulse  120,  resp.  30.  Patient 
irrational,  X*.  P.  X.  43  mgms.  Urine,  albumen  1 plus, 
pus  10  cells  to  the  H.  P.  F.  March  26.  1934,  pulse 
climbing,  Resp.  labored  and  patient  dilirious.  Urea 
nitro.gen  37  m,gm.  March  27.  1934,  patient  died.  Post- 
mortem Cesarean  Section  with  mascerated  foetus. 

CRITICISM 

The  possibility  of  neo-arsephenamine  poisoning 
was  considered,  but  acute  yellow  atrophy  gives  a 
low  urea  nitrogen  probabh'  because  urea  is  elabor- 
ated in  the  liver.  This  occurs  because  of  the  ex- 
tensive liver  damage. 

It  is  true  that  this  is  not  exactly  a clear  cut 
picture  of  pylonephritis.  but  because  of  the  in- 
adequate workup  relative  to  hypertention  and 
urinary  studies  and  because  of  the  very  similar 
picture  seen  in  pyelonephritis  it  is  necessary  to 
draw  conclusions  that  maybe  this  patient  could 
have  been  saved  by  closer  observation.  On  the 
other  hand  the  administration  of  neoarsephena- 
mine  should  warrant  closer  study  of  the  kidney 
damage  and  should  not  be  given  in  the  face  of  any 
positive  evidence. 

CASE  REPORT  XO.  4 

1936,  colored  female,  age  19,  Para  O.  Was  first  seen 
in  the  clini?  with  evidence  of  secondary  syphilis  and 
a pregnancy  of  six  months  duration. 

Present  illness:  Patient  received  one  treatment  and 


returned  one  week  later  and  was  admitted  to  the  hos- 
pital August  14,  1936. 

Examination:  Temp.  105°,  rapid  resp.  with  pain 

in  cheat  with  a history  of  having  had  two  chills.  R.  B. 
C.  4,000,000.  H.  G.  B.  12.6  grms.,  W.  B.  C.  26,000,  Polys. 
84%. 

Diagnosis:  Bilateral  pyelitis. 

Progress:  Chest  negative.  Urine  loaded  with  pus. 
X.  P.  X'.  taken,  but  lost.  Medical  treatment  admin- 
istered with  some  tendency  towards  improvement.  Pa- 
tient incompletely  aborted  in  60  hours  after  admission. 
Because  of  continuation  of  temperature  the  palcenta 
was  removed  within  the  next  36  hours.  August  17, 
1936,  patient  irrational.  X.  P.  X'.  127.  August  18,  1936, 
cystoscopic,  both  kidneys  contained  innumerable  pus 
cells.  Blood  culture  negative,  August  19,  1936,  N.  P. 
X.  108,  slightly  improved,  but  catheters  pulled  out  by 
patient  and  it  was  impossible  to  measure  urinary  out- 
put for  the  previous  two  days,  August  20,  1936,  X.  P. 
X'.  150  mgms.,  R.  B.  C.  3,980,000,  H.  G.  B.  11  gms. 
Blood  cultures  of  the  14,  15  and  18  negative.  Like- 
wise, typhoid,  malaria,  negative.  August  20,  1936,  pa- 
tient died.  A typical  uremia  death. 

CRITICISM 

The  hi-tory  of  this  severe  illness  should  have 
warranted  immediate  cystoscopy.  Catheters  should 
have  been  immediately  placed,  rather  than  4 days 
after  admission  only  to  lie  pulled  out  on  the  5th 
day  of  hospitalization.  The  usual  example  of 
placing  indwelling  catheters  in  the  irrational  pa- 
tient is  again  exemplified.  Pyelotomy  should 
have  been  tried  in  this  type  of  case.  Alanual  ex- 
traction of  placenta  was  done  because  of  possible 
cause  of  infection — 1 illogical  ).  This  patient  may 
have  been  saved. 

CASE  REPORT  XO.  5 

1937.  white  female,  a.s'e  30,  Para.  8,  Grav.  10.  Had 
been  seen  in  clinic  one  time  and  was  admitted  to 
hospital  April  9,  1937. 

Present  illness:  SweTng  of  ankles  for  three  months 
duration.  Frequency  of  urination  and  pain  in  right 
side  for  10  days  duration. 

Physical  examination:  Patient  at  term.  B.  P.  140/ 
108.  Urine,  albumen  2 plus  with  occasional  pus  cell. 
R.  B.  C.  3,900,000,  H.  G.  B.  10  gms.,  W.  B.  C.  4,450, 
N.  P.  N.  30  mgms. 

April  12,  1937,  violent  pain  in  back.  Marked  rigor 
associated  cyanosis  and  vomiting,  pirine  contained 
12  to  14  pus  cells  to  H.  P.  F.  .\pril  14.  1937,  moderate 
chills  daily,  but  on  this  day  had  severe  one  followed 
by  cyanosis.  Because  of  the  pain  in  chest  and  the 
cyanosis  an  x-ray  was  made  for  the  possibility  of 
pneumonia.  The  clinical  signs  of  pneumonia  were 
suggestive.  Blood  culture  negative.  April  15,  1937, 
x-ray  reported  chest  ne.gative.  Patient  became  worse 
with  evidence  of  vasomotor  collapse.  B.  P.  80/60. 
Sign  shock.  April  17,  1937,  B.  C.  positive  for  bacillus 
coli.  Patient  presented  some  of  the  usual  impending 
signs  of  uremia.  However,  the  temperature  on  only 
one  occasion  during  hospitaliration  was  above  100.4°. 

Diagnosis:  Absolutely  missed. 

CRITICISM 

Incomplete  lii-chemical  studies  would  have 
found  the  retention  of  nitrogenous  products.  Cy- 
stoscopic would  un(]uestionably  have  found  ob- 
struction in  ureter.  This  patient  was  signed  out 
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as  lobar  pneumonia.  Because  of  a medico-legal 
question  involving  payment  of  a life  insurance 
claim  an  autopsy  was  performed.  The  insurance 
company  would  not  pay  the  claim  because  of  the 
negative  x-ray  chest  findings. 

AUTOPSY 

Alarked  bilateral  jyvonephrosis  and  nephritis. 
This  patient  could  have  been  saved  if  complete 
workup  had  been  done  and  cystoscopy  carried  out. 

It  is  not  within  the  realm  of  this  paper  to  criti- 
cize the  end  results  of  other  services,  but  a thor- 
ough study  of  the  records  of  cases  on  our  service 
indicate  in  every  case  that  there  was,  ( 1 ) lack  of 
appreciation  of  the  seriousness  of  the  complica- 
tion; (2)  lack  of  complete  study  of  the  patient’s 
condition,  i.  e.,  complete  i)hysical,  urological  ex- 
amination and  bio-chemical  blood  studies ; 
(3  ) lack  of  decision  to  radically  treat  pyelitis  until 
the  disease  had  made  too  great  inroads:  (4)  the 
lack  of  consideration  of  the  duration  of  the  illness 
as  an  indicator  of  the  severity  of  the  pyelitis : 
( 5 ) the  desire  to  carry  the  pregnancy  to  term  and 
the  interruption  of  pregnancy  too  late  in  others ; 
(0)  the  lack  of  more  serious  consultations  con- 
cerning this  complication  and  the  above  factors 
were  responsible  for  the  above  deaths. 

TREATMENT 

The  medical  treatment  should  be  instituted  im- 
mediately when  the  diagnosis  is  made.  The  ad- 
ministration of  large  ciuantities  of  fluid,  3000- 
4000  cc.  a day  bv  mouth  will  promote  sufficient 
drainage.  Glucose  or  fluids  subcutaneously  or  in- 
travenously should  be  used  immediately  when 
vomiting  is  present : for  very  often  vomiting  is 
checked  by  stopping  all  fluids  by  mouth  and  giv- 
ing glucose  to  make  up  the  stated  amount. 

The  simple,  bland,  non-irritating  diet  is  used ; 
for  while  the  ketogenic  diet  seems  to  have  possi- 
bilities, it  has  been  practically  impossible  to  have 
our  patients  remain  on  same.  It  is  absolutely  es- 
sential that  the  G.  I.  tract  be  emptied  by  laxative, 
enemas  or  colonic  irrigations. 

Bed  rest  and  sedatives  are  absolutely  essential 
for  the  control  of  pain.  The  change  of  posture  by 
elevating  and  lowering  the  bed  alternatingly  many 
times  throughout  the  day  will  relieve  the  kink  or 
angulation  which  is  .^o  conrr.only  seen  in  the  ure- 
ter of  pregnancy. 

The  administrating  of  urotropin  and  sodium 
acid  phosphate,  from  fiO  to  90  grains  a day,  has 
been  our  routine.  In  eases  having  dysuria  soda 
bicarbonate  in  dram  doses  t.  i.  d.  relieves  the 
symptoms  and  gives  the  same  result.  A discus- 
sion of  the  various  urinary  antiseptics  are  omit- 
ted for  the  numbers  already  in  use  and  the  others 


being  l^rought  out  yearly,  demonstrate  the  inef- 
fectuality of  any  one  drug.  From  time  to  time 
all  of  the  new  antiseptic  have  been  tried,  but  near- 
ly always  we  have  returned  to  those  drugs  whicti 
produce  acidulation  or  alkalinization.  A man- 
delic  acid  preparation  is  at  present  being  tried ; 
but.  due  to  the  already  irritated  gastro-intestinal 
tract,  patients  found  it  almost  impossible  to  retain 
this  drug. 

The  history  of  the  duration  of  illness  should 
have  a direct  bearing  on  how  long  medical  ther- 
apy alone  should  Ire  employed.  Often  cystoscopy 
is  delayed. 

In  those  patients  in  whom  marked  symptoms 
persist  for  4 to  5 days,  a cystoscopy  is  immedi- 
ately done.  Large  eatheters  are  used  to  promote 
drainage,  and  cultures  are  taken.  In  the  great 
majority  of  cases,  obstruction  resulting  from 
kinking  or  angulation  is  relieved  with  cessation 
of  symptoms.  More  often  the  catheters  are  left 
in  until  the  temperature  and  symptoms  subside. 
This  usually  requires  24  to  48  hours.  But  no 
contraindication  has  been  seen  by  leaving  them 
as  long  as  is  necessary  for  relief  of  symptoms.  A 
flat  plate  of  the  tract  is  taken  at  this  time  ; because 
occasionally  a “silent”  stone  is  demonstrated. 
Three  such  cases  have  been  seen  by  us  in  the  last 
three  months.  One  patient  who  went  through 
pregnancy  without  symptoms  referable  to  the 
urinary  tract,  developed  renal  colic  two  months 
postpartum.  Cystoscopy  with  urography  revealed 
a stone.  At  operation  the  latter  was  removed  and 
two  cortical  abscesses  drained.  The  patient  re- 
covered. A second  case  with  an  uneventful  preg- 
nancy. developed  pyelitis  two  weeks  after  deliv- 
ery : received  medical  therapy  at  home,  and,  sub- 
sequently was  operated  upon  two  months  post- 
partum. A nephrectomy  being  done.  Patient  re- 
covered. A third  case  appeared  to  have  a simple 
uncomplicated  pyelitis  in  two  pregnancies  and  re- 
sponded to  medical  therapy.  Cystoscopy  was  not 
carried  out  for  this  reason.  Patient  had  renal 
colic  two  months  postpartum.  Stone  found  in 
ureter  and  then  removed  by  operation.  Patient  re- 
covered and  is  being  treated  for  pyelitis.  We  be- 
lieve that  every  patient  having  pyelitis  should 
have  a flat  plate  for  the  recognition  of  urinary 
calculus.  We  are  beginning  to  believe  as  many 
urologists  that  every  case  of  pyelitis  should  have 
an  immediate  cystoscopy^*)  since  there  is  no  ad- 
ditional risk  associated  with  this  proceedure.^®) 
If  this  urological  examination  shows  bilateral  in- 
volvement blood  studies  should  be  made  regarding 
the  retention  of  nitrogenous  substances  at  daily 
intervals.  A rising  N.  P.  X.  indicates  pyelo- 
nephritis. The  pregnancy  should  be  terminated. 
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It  is  felt  that  even  in  unilateral  pyelitis  not  re- 
sponding to  catheter  drainage,  too  much  damage 
is  done  to  the  kidney  in  an  effort  to  carry  the  pa- 
tient to  term.  The  persistence  of  symptoms  in  the 
face  of  ureteral  drainage,  demands  termination 
of  pregnancy. 

Nowhere  in  the  realm  of  urology  can  con- 
servatism of  kidney  tissue  be  better  applied  than 
in  pyelitis  after  the  termination  of  pregnancy; 
for  it  is  known  that  involution  of  the  urinary 
tract  immediately  follows  the  cessation  of  preg- 
nancy. Quite  often  a moderate  or  even  marked 
hydronephrosis  will  involute  beyond  recognition 
from  an  anatomical  and  physiological  standpoint. 
This  point  should  always  be  taken  into  considera- 
tion when  contemplating  radical  surgical  pro- 
ceedures.  Of  course,  nephrectomy  may  be  neces- 
sary in  a small  group  of  cases. 

Radical  surgery  is  too  often  delayed  in  an  ef- 
fort to  establish  drainage  by  ureteral  catheriza- 
tion  ; particularly  in  those  cases  that  are  develop- 
ing impending  symptoms  of  uremia,  as  a result  of 
pyelonephritis.  We  have  seen  two  of  such  cases 
in  which  catheter  drainage  did  not  bring  about 


the  desired  results,  because  of  extreme  angulation 
of  the  ureter  above  the  catheters.  In  others  the 
mental  condition  of  the  patient  was  incompatable 
with  the  retention  of  catheter  drainage. 

It  would  seem  that  pyelotomy  is  indicated  in 
such  cases  where  immediate  drainage  is  impera- 
tive, for  surgical  procedures  as  nephrectomy  so 
often  adds  an  additional  hazard  to  the  recovery 
of  such  patients.  The  rising  N.  P.  N.  indicates 
a developing  pyelonephritis  and  unless  the  initial 
focus  of  infection  is  relieved  uremia  ultimately 
develops. 

CONCLUSIONS 

Pyelitis  is  a more  serious  complication  of  preg- 
nancy as  a cause  of  immediate  puerperal  death 
than  is  generally  appreciated.  It  is  difficult  to 
estimate  the  number  of  patients  who  ultimately  die 
as  a result  of  permanently  damaged  kidneys.  Im- 
mediate study  and  adequate  therapy  with  close 
cooperation  of  urologist  and  obstetrician  will  do 
much  to  reduce  the  number  of  deaths.  Pyelitis  of 
pregnancy  is  a factor  in  our  Maternal  Welfare 
Problem. 

(Bibliography  in  Reprints). 


MODERN  PRENATAL  CARE* 

B.  R.  FARNER,  M.  D., 
Campbell  Clinic, 

Norfolk. 


The  object  of  obstetrical  care  is  to  conduct 
women  through  their  pregnancies,  labors  and 
post-natal  periods  with  as  little  damage  to  them- 
selves as  possible,  both  physically  and  mentally, 
and  with  the  maximum  assurance  of  the  birth  of 
a normal  healthy  baby.  That  proper  prenatal 
supervision  helps  to  accomplish  these  purposes  is 
a reasonable  assumption  and  has  been  proved  by 
the  experience  of  every  prenatal  clinic.  It  is  as 
necessary  that  the  woman  be  carried  safely 
through  pregnancy  in  an  attempt  to  anticipate, 
prevent  and  minimize  possible  complications  as 
that  her  labor  be  properly  conducted ; and  her 
safety  in  labor  may  be  influenced,  favorably  or 
otherwise,  by  the  care  she  receives  during  preg- 
nancy. The  greatest  progress  in  our  profession 
is  preventive  medicine,  and  there  is  no  field  in 
preventive  medicine  that  offers  the  prospect  of 
such  glittering  returns  in  saving  human  life  and 
preventing  misery. 

Many  women  go  through  their  pregnancies  and 
labors  without  significant  harm  to  themselves.  In 
these  women  the  process  can  be  regarded  as  a 

•Presented  before  the  annual  meeting,  Nebraska  State  Medical 
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normal  physiological  one,  and  for  them  prenatal 
care  proves  unnecessary.  On  the  contrary,  num- 
bers of  women  start  their  pregnancies  handicap- 
ped by  previous  disease,  such  as  nephritis,  tuber- 
culosis, or  heart  disease.  In  some,  the  ravages  of 
disease  have  been  so  great  that  it  would  be  actual- 
13^  dangerous  to  life  for  the  pregnancy  to  be  car- 
ried to  term ; in  others,  less  severe,  the  chance  of 
successfully  carrying  the  pregnancy  to  term  de- 
pends largel}^  upon  proper  care  during  the  pre- 
natal period.  Some  women  destroy  their  chances 
for  a successful,  harmless  pregnancy  and  labor, 
or  a healthy  child  because  of  poor  dietary  habits, 
excessive  activity,  improper  elimination,  or  too 
strenuous  an  occupation.  Still  others  experience 
various  complications  such  as  toxemias  which 
might  be  forestalled,  or  at  least  their  danger  made 
minimal. 

Since  it  is  not  always  possible  to  predict  which 
women  will  have  difficulty  and  which  will  not,  it 
becomes  necessary  to  treat  all  alike.  It  is  pre- 
ferable that  such  care  start  at  the  very  beginning 
of  pregnancy,  and  it  is  hoped  that  women  in  gen- 
eral are  becoming  educated  to  consult  their  doc- 
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tors  as  soon  as  they  suspect  that  they  might  he 
pregnant. 

On  the  expectant  mother's  first  visit,  especially 
if  it  is  a young  woman  in  her  first  pregnancy,  the 
attendant  should  strive  to  put  her  at  her  ease  and 
gain  her  confidence.  A few  words  conveying  the 
impression  of  a friendlv  interest  will  help  greatly 
in  dispelling  the  impression  which  she  may  have 
formed  that  the  visit  to  the  doctor  is  to  be  a dis- 
agreeable ordeal. 

A careful  history  should  be  taken  with  resjject 
to  past  illnesses  with  emphasis  placed  upon  acute 
infectious  diseases  and  operations,  particularly  in 
the  lower  abdomen.  History  of  diseases  in  the 
family  occasionally  has  significant  implications. 
If  a multipara,  as  much  information  as  possible 
should  be  acquired  about  her  previous  pregnancies 
as  it  may  enlighten  us  tremendously  regarding  the 
probable  course  of  pregnancy,  complications  to 
anticipate  and  prophylactic  measures  to  be  taken. 

Examination  should  be  complete,  and  if  taken 
in  a routine  manner,  it  will  take  but  a few  min- 
utes. If  any  foci  of  infection  are  found,  especial- 
ly abscessed  teeth,  they  should  be  removed  since 
it  may  enter  into  the  etiology  of  subsequent  tox- 
emias, urinary  infections  or  puerperal  uterine  in- 
fection. A Wassermann  test  should  be  made  rou- 
tinely as  the  results  of  energetic  treatment  are 
very  good.  The  reports  of  McCord^^^  and  others 
have  proven  that  9.5%  of  those  receiving  adequate 
treatment  deliver  healthy  babies,  and  the  earlier 
the  treatment  is  started  the  better  the  results.  My 
plan  is  to  have  a Wassermann  on  all  primiparas, 
l)ut  only  on  new  multiparas  or  if  I have  suspi- 
cions. Some  advise  routine  blood  counts  at  the 
first  visit,  but  I prefer  to  do  it  only  if  some  indi- 
cations are  present  or  in  tbe  sixth  or  seventh 
month.  E.xternal  pelvic  measurements  should  be 
taken  at  the  first  visit,  but  are  inexact  at  best, 
and  serve  only  as  suggestive  information.  Inter- 
nal measurements  are  by  far  the  most  reliable  and 
can  be  made  with  suitable  accuracy  without  in- 
struments. I prefer  making  them  in  the  second 
trimester,  never  doing  a vaginal  examination  at 
the  first  visit  unless  there  is  a question  as  to  preg- 
nancy being  present  or  the  visit  is  made  later  in 
pregnancy. 

ROUTINE  ADVICE 

The  gravida  should  not  change  her  usual  mode 
of  life  unless  the  physician  knows  that  some  of 
her  habits  are  bad,  and  he  must  teach  her  the 
proper  hygiene  of  living.  Most  of  these  instruc- 
tions may  be  conveyed  by  means  of  a booklet, 
which  also  contains  answers  to  most  of  the  ques- 
tions a gravida  is  likely  to  ask.  Such  a printed 


form  may  be  prepared  by  yourself,  purchased, 
supplied  by  commercial  drug  houses,  or  a very 
complete  one  may  be  procured  from  the  United 
States  Department  of  Labor,  Children’s  Bureau, 
Washington.  D.  C.  Your  congressman  may  send 
such  a publication  to  your  patient ; so  it  is  well  for 
you  to  be  familiar  with  it  and  see  if  your  prenatal 
care  measures  up  to  its  recommendations. 

FOULOW-UP  EXAMINATIONS 

Routine  follow-up  examinations  should  be 
made  once  a month  for  the  first  seven  months, 
and  every  two  weeks  thereafter  or  oftener  if  in- 
dications arise.  At  each  follow-up  the  patient  is 
given  an  opportunity  to  discuss  any  symptoms  or 
(luestions  that  may  lie  bothering  her.  She  is 
weighed,  the  blood  pressure  taken,  the  urine 
tested,  and  a search  made  for  edema.  The  height 
of  the  fundus  is  measured,  the  foetus  palpated, 
and  foetal  heart  beat  located.  As  term  is  ap- 
proached, the  relation  of  the  foetal  head  to  the 
pelvic  inlet  may  be  determined.  If  the  foetus 
presents  by  the  lireech,  an  attempt  should  be  made 
to  turn  it  to  a cephalic  presentation  since  the  lat- 
ter entails  a much  lower  foetal  mortality.  So  far 
as  is  known,  gentle  e.xternal  version  is  a harmless 
procedure. 

SPECIAL  CONSIDER.XTIONS 

Diet : The  best  guide  to  the  kind  and  amount 
of  foods  taken  should  not  be  particularly  changed 
if  we  are  aware  of  the  dietetic  habits  of  the  pa- 
tient. Ordinarily  speaking,  the  average  Amer- 
ican diet  contains  a sufficient  variety  and  quan- 
tity of  foods  to  take  care  of  the  maternal  needs, 
and  need  be  changed  only  insofar  as  a specific  de- 
ficiency or  complication  may  arise.  Some  are 
beginning  to  believe  protein  a very  essential  part 
of  the  diet  even  in  the  later  months,  and  that  it 
has  no  relation  to  the  toxemias.  I believe  the 
limiting  of  salt  to  be  definitely  indicated,  par- 
ticularly if  the  tissues  become  the  least  edematus, 
if  there  is  a sudden  increase  in  weight,  or  if  there 
is  a presence  of  any  albumin  in  the  urine. 

Bowels : Constipation  is  a most  common  and 
undesirable  associate  of  pregnancy.  The  liowels 
should  move  once  a day,  and  if  assistance  is 
necessary,  a mild  laxative  of  mineral  oil  or  milk 
of  magnesium  in  graduated  doses  should  be  suf- 
ficient. Violent  peristalsis  is  undesirable  as  it 
may  initiate  uterine  contractions. 

Exercise:  A brisk  walk  is  the  best  form  of 
exercise.  Golf,  swimming  in  the  early  months,  and 
light  housekeeping  are  permissable  providing  they 
do  not  tire  the  ]iatient.  Automobile  riding  should 
be  limited  to  short  distances.  Recreation  of  thea- 
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tre,  cards,  even  dancing  serves  not  only  to  amuse 
but  to  keep  the  mind  off  the  minor  discomforts 
and  annoyances  of  pregnancy. 

Rest : The  patient  should  not  tire  herself,  and 
an  afternoon  rest  is  desirable.  If  there  is  any 
difficulty  in  sleeping,  a mild  sedative  is  advisable. 

Sexual  intercourse : Intercourse  should  be  in 
moderation,  never  at  menstrual  time  nor  in  the 
last  six  to  eight  weeks  of  pregnancy. 

Clothing:  Modern  dress  is  essential  and  suited 
to  pregnancy.  Girdles  designed  for  the  purpose 
may  or  may  not  be  worn.  Round  elastic  garters 
should  be  avoided.  Shoes  which  give  support  to 
the  arches  and  possess  a moderate  heel  of  the 
Cuban  type  are  the  most  satisfactory. 

Abdomen : The  massaging  of  the  abdominal 
skin  has  questionable  advantages,  and  I do  not 
advise  it  except  as  the  patient  desires.  Cocoa 
butter  or  olive  oil  is  a desirable  lubricant  for  this 
purpose. 

Teeth : The  amount  of  calcium  in  the  average 
diet  which  contains  some  of  the  leafy  vegetables 
and  milk  is  sufficient  for  the  demands  of  preg- 
nancy. AIull,  Bill  and  Kinney could  find  no 
relation  between  the  serum  calcium  and  phosphor- 
us and  the  condition  of  the  teeth.  They  and 
others  have  found  that  there  was  no  greater 
change  in  the  condition  of  the  teeth  during  preg- 
nancy than  would  occur  in  a similar  group  of 
non-pregnant  women.  Certainly  the  patient  should 
be  encouraged  to  have  any  necessary  dentistry 
done  during  pregnancy.  Perhaps  it  was  different 
with  our  mothers  who  didn't  start  counting  their 
babies  until  they  had  had  six,  nor  did  they  have 
the  radio  to  tell  them  what  kind  of  tooth  paste  to 
use  and  to  see  their  dentist  at  least  twice  a year. 
If  there  is  a suspicion  that  a calcium  deficiency 
exists  or  the  patient  wishes  to  take  some  calcium, 
it  should  be  given.  The  wafers  of  dicalcium  phos- 
phate with  viasterol  are  satisfactory  and  conven 
ient. 

Weight  in  pregnancy;  The  weight  increase  in 
pregnancy  should  not  exceed  twenty-five  pounds 
with  no  more  than  a four  pound  gain  at  each 
monthly  visit.  Excessive  gain  due  to  fat  is  dif- 
ficult to  lose  later,  and  a sudden  large  gain  often 
indicates  occult  edema,  thus  pointing  to  a develop- 
ing toxemia.  The  idea  that  one  can  influence  the 
size  of  a baby  by  ordinary  variations  in  the  ma- 
ternal diet  is  probably  unfounded. 

Alcohol  and  tobacco : Although  completely 
banned  by  some  authorities,  if  practiced  in  moder- 
ation they  are  productive  of  no  harm  to  the  foe- 
tus so  far  as  is  known.  CampbelB^^  canvassed  a 


large  number  of  the  country's  leading  obstetri- 
cians regarding  the  question  of  smoking.  The 
majority  opinion  was  to  the  effect  that  smoking 
leads  to  nervousness,  respiratory  and  gastro-in- 
testinal  upsets,  and  is,  therefore,  inadvisable  ex- 
cept in  extreme  moderation,  say  six  to  ten  cigar- 
ettes a day.  Alcohol  should  be  restricted  to  li,,^ht 
wines  and  beer. 

MINOR  CONDITION.S 

Heartburn : A common  complaint  is  heartburn 
or  the  regurgitation  of  acid  stomach  contents  into 
the  esophagus.  It  is  best  relieved  by  soda,  minted 
alkalies  or  sips  of  milk. 

Muscle  cramps : Cramps  in  the  leg  muscles, 
particularly  at  night,  may  be  very  distressing. 
This  may  be  due  to  a calcium  deficiency.  For 
immediate  relief  of  the  distress  the  patient  should 
move  about  or  massage  the  muscles.  Calcium 
should  be  supplied  if  too  frequent  attacks  are  ex- 
perienced. 

Abdominal  pains : In  the  early  months  the  pel- 
vic distress  is  due  to  the  stretching  of  the  round 
ligaments  or  the  pressure  of  the  enlarging  uterus 
in  the  pelvis  which  to  some  is  very  annoying.  In 
later  months  it  may  be  due  to  the  increasing 
stretching  of  the  uterine  and  abdominal  walls  or 
actual  uterine  contractions.  For  the  former,  a 
maternity  corset  is  of  value,  for  the  latter,  reas- 
surance is  the  only  measure  possible. 

Backache : Backache  is  a very  frequent  com- 
plaint of  pregnancy.  It  is  usually  the  result  of 
the  weight  and  pressure  of  the  pregnant  uterus, 
but  one  must  always  be  sure  it  is  not  complicated 
with  an  osteo-arthritis  and  myositis.  Rest  in  the 
recumbent  position  or  a well  fitting  support  are 
the  only  therapeutic  resources  that  we  have. 

\'aricose  veins:  Nicholas  reported  satisfactory 
results  in  100  patients  injected  at  all  stages  of 
pregnancy.  There  were  no  serious  complications. 
However,  the  procedure  may  be  dangerous  and, 
therefore,  is  not  advised.  In  mild  cases  the  dis- 
tress may  be  relieved  by  lying  down  at  frequent 
intervals  with  the  legs  elevated.  In  the  more  se- 
vere cases,  a circular  "Ace"  bandage  properly 
applied  gives  very  satisfying  relief. 

COMPLICATIONS  PECULIAR  TO  PREGNANCY 

Pyelitis : This  is  not  an  unusual  complication 
in  pregnancy  which  must  be  suspected  in  a case 
having  fever,  occasionally  chills,  with  pain  in  the 
kidney  region.  It  is  more  common  on  the  right 
side.  The  diagnosis  is  made  certain  by  tlie  find- 
ing of  pus  in  the  urine.  The  cause  is  still  much 
debated  except  that  tliere  is  a dilation  of  the 
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ureters  with  urinary  stasis  which  favors  the  de- 
velopment of  urinary  tract  infection.  The  colon 
bacillus  is  the  most  frequent  organism  involved. 
Conservative  treatment  is  satisfactory  in  most  in- 
stances. This  consists  of  bed  rest,  lying  away 
from  the  affected  side  and  back,  high  fluid  in- 
take. alternate  periods  of  alkalinization  and  acidi- 
fication in  conjunction  with  the  use  of  urinary 
antiseptics.  Occasionally  catheter  drainage  of  the 
kidney  pelvis  is  necessary.  Rarely  is  the  infec- 
tion so  severe  that  it  results  in,  or  demands,  abor- 
tion. 

Bleeding:  Patients  should  be  warned  to  notify 
their  doctor  at  once  should  vaginal  bleeding  oc- 
cur. In  the  early  months  bleeding  may  indicate 
impending  abortion  which  can  sometimes  be 
averted  by  bed  rest  and  morphine.  Hypodermic 
injections  of  the  newer  preparations  such  as  An- 
tuitrin  “S"  have  appeared  to  be  of  very  definite 
value  particularly  in  habitual  abortion.  In  the 
later  months,  bleeding  means  either  premature 
separation  of  the  normally  implanted  placenta  or 
placenta  previa,  which  in  either  case  should  de- 
mand hospitalization. 

Nausea  and  vomiting:  This  is  present  in  at 
least  50%  of  the  cases  and  is  erroneously  called 
physiological.  It  is.  however,  primarily  a tox- 
emia with  largely  a psychic  element.  Most  cases 
demand  little  or  no  treatment  except  the  usual 
advise  of  frequent  eating,  rest  and  occasionally  a 
sedative.  I have  found  that  the  contents  of  a 
capsule  of  sodium  amytol  or  nembutal  instilled 
into  the  rectum  with  a little  water  very  satisfac- 
tory. Occasionally,  and  very  suddenly,  the  pa- 
tient may  become  seriously  dehydrated,  contain 
acetone  in  the  urine  and  be  very  toxic.  She  should 
be  hospitalized  and  treated  along  well  established 
lines.  If  improvement  does  not  become  evident 
in  a reasonable  length  of  time  it  may  become 
necessary  to  abort  her. 

Anemias  : The  anemias  of  pregnancy,  according 
to  Adair<5\  are  divided  into  three  types:  The  so- 
called  “physiologic  anemia”  of  pregnancy  which 
is  present  in  practically  all  pregnancies  but  is  not 
demonstrable  until  about  the  twentieth  week.  The 
second  type  of  anemia  is  not  unusual  and  occurs 
in  the  women  who  have  a subnormal  hemoglobin 
in  early  pregnancy,  and  when  the  “physiologic 
anemia”  occurs,  the  drop  is  so  great  that  treat- 
ment is  definitely  indicated.  The  third  type  is 
rare  with  a blood  picture  not  unlike  pernicious 
anemia,  with  signs  and  symptoms  of  anemia,  and 
at  times  seems  to  have  a toxemia  of  pregnancy  as 
indicated  by  edema  and  albuminuria.  The  first 
type  usually  needs  no  treatment,  the  second  should 
receive  daily  administrations  of  iron  ammonium 
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citrate.  While  the  third,  which  may  become  very 
serious,  is  relieved  by  the  taking  of  brewer's  yeast. 
Recovery  does  not  take  place  until  after  delivery, 
when  it  may  occur  spontaneously. 

Toxemia:  We  cannot  hope  to  discuss  this  sub- 
ject at  any  length  except  that  prenatal  care  as  a 
preventive  for  ecclampsia  should  be  of  paramount 
interest  to  the  attendant  and  patient.  She  should 
be  warned  to  report  any  symptoms  of  swelling  of 
face  and  hands,  persistent  headaches,  dizziness, 
blurring  vision,  and  epigastric  pain.  The  attend- 
ant must  become,  suspicious  if  there  is  a sudden 
gain  in  weight,  if  there  is  any  albumin  in  the 
urine,  or  a rise  in  blood  pressure  of  a systolic  of 
140  or  over,  or  a diastolic  pressure  over  90.  These 
cases  should  all  be  observed  closely  and  not  hope 
and  trust  to  luck.  I believe  that  practically  all 
cases  of  ecclampsia  can  be  prevented,  and  al- 
though the  mortality  rate  has  been  diminished  in 
the  past  few  years,  there  is  no  question  but  what 
our  hopes  for  the  future  lie  in  its  prevention.  I 
do  not  believe  I am  far  wrong  in  saying  that  for 
every  case  of  ecclampsia  somebody  is  to  blame. 

Polyneuritis : Although  it  is  a rather  rare  com- 
{dication  it  has  carried  with  it  one  of  the  highest 
percentages  of  mortality.  The  physician  should 
be  aware  of  its  symptoms  so  that  an  early  diag- 
nosis and  proper  treatment  may  be  instituted.  The 
results  of  early  treatment  by  some  observers  prove 
to  carry  a very  favorable  prognosis. 

CONCLUSIONS 

If  one  wishes  to  convince  himself  of  the  value 
of  prenatal  care  by  cold  hard  figures,  he  need 
only  consult  the  fifteen  states’  report^®!,  that  of 
the  mothers  who  died,  53%  had  no  prenatal  care, 
and  72%  of  these  mothers  had  inadequate  pre- 
natal care.  These  findings  are  consistant  with 
the  reports  of  maternal  mortality  in  Philadelphia 
( 1931-1933  ) and  others.  It  is  estimated  that 
women  having  adequate  prenatal  care  have  three 
times  as  good  a chance  to  survive  as  mothers  not 
receiving  that  care. 

Prenatal  care  is  an  absolute  essential  feature 
of  good  obstetrical  care.  It  is  my  belief  that 
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FIG.  2. 
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venient  to  keep  these  records  easily  accessable. 
I get  great  satisfaction  at  the  end  of  each  year 
li}-  making  a summary  from  the  records  not  un- 
like the  monthly  summary  of  the  obstetrical  de- 
partments of  the  larger  hospitals. 
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FINAL  EXAMINATION 


proper  prenatal  care  can  not  be  given  without  a 
usable,  simple  system  of  recording  a complete 
history,  physical  findings  and  follow-up  details. 
There  are  many  usable  systems.  The  one  I am 
using  now  has  been  most  satisfactory  for  me 
and  may  be  printed  by  your  local  printer. A desk 
folder  made  b}-  Remington-Rand  is  very  con- 


’''The  size  of  the  cards  is  five  by  eight  inches.  Figure  1 repre- 
sents the  front  and  Figure  2 the  back.  The  author  would  be 
pleased  to  send  any  doctor  a card  on  request. 


It  has  not  been  my  purpose  in  this  paper  to 
give  what  would  constitute  the  requisites  of  ideal 
prenatal  care,  but  rather  the  minimal  require- 
ments. Prenatal  care  has  been  advocated  but 
for  twenty-five  years  and  has  made  quite  desir- 
able progress  during  this  time.  As  a general 
practitioner  I am  well  aware  that  we  do  not  do, 
nor  get  paid  for,  the  kind  of  care  and  attention 
the  specialists  so  capably  accomplish,  but  with 
their  leadership  let  us  hope  that  we  can  improve 
our  prenatal  care  to  that  level  which  is  outlined 
in  this  paper. 

(Bibliography  in  Reprints). 
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During  the  past  few  months  the  program  of 
Refresher  courses  conducted  by  the  Nebraska 
State  Medical  Association  and  the  State  Depart- 
ment of  Health  in  cooperation  with  the  Chil- 
dren's Bureau  at  Washington  has  been  active  in 
several  of  the  councilor  districts.  It  has  been  my 
privilege  both  as  a member  of  the  M.  C.  H.  ad- 
visory committee  of  the  State  Association  and  as 
one  of  the  speakers,  to  come  into  intimate  con- 
tact with  the  profession  and  the  lay  public.  Due 
to  these  contacts,  certain  problems  have  presented 
themselves  for  consideration  by  your  committee 
as  being  worthy  of  careful  planning  on  any  new 
program  of  the  refresher  type  course  that  may  be 
considered  for  the  coming  year. 

For  the  most  part,  the  type  of  obstetrics  prac- 
tised in  a community  may  well  be  gaged  by  the 
questions  asked  by  the  lay  public  at  these  meet- 
ings. It  is  gratifying  to  find  that  there  is  a gen- 
uine interest  displayed  by  the  public  in  the  prob- 
lems of  pre-natal  care  and  maternal  mortality, 
that  the  women  of  the  lay  audiences  are  conver- 
sant with  the  dangers  of  poorly  indicated  Cesar- 
ean Section,  and  that  they  are  not  demanding 
painless  labor  from  their  medical  attendants. 
However,  it  is  disconcerting  to  be  asked  by  an 
intelligent  young  woman,  “How  long  has  post 
partum  care  been  going  on?”  Despite  the  fact 
that  the  state  society  has  had  as  its  guests  sev- 
eral speakers  of  national  prominence  who  have 
dwelt  at  length  on  the  value  of  intelligent  post 

‘Presented  before  the  annual  meeting,  Nebraska  State  Medical 
Association,  Omaha.  May  11-13,  1937. 


jiartum  care,  there  seems  to  be  some  lack  of  ap- 
preciation of  this  most  important  phase  in  the 
handling  of  any  obstetrical  case. 

Academically  post  partum  care  has  been  di- 
vided into  two  groups ; 

1.  That  dealing-  with  the  immediate  or  lying-in 
period. 

2.  That  dealing-  with  the  remote  or  recuperative 
period. 

The  transition  between  these  two  may  be  quite 
marked  as,  for  instance,  in  those  women  deliv- 
ered in  a hospital,  or  it  may  be  a gradual  one  as 
found  in  those  women  delivered  at  home.  Prac- 
tically speaking,  however,  the  puerperium  is  a 
series  of  involutional  changes,  orderly  progres- 
sive, from  the  birth  of  the  placenta  to  the  com- 
pletion of  the  regressive  changes  throughout  the 
body.  When  we  consider  the  fact  that  pregnancy 
effects  changes  in  every  organ  of  the  body  over  a 
period  of  ten  lunar  months,  it  is  not  unreasonable 
to  assume,  and  the  assumption  is  well  supported 
in  fact,  that  it  takes  an  almost  correspondingly 
long  period  of  time  for  complete  involution  to 
take  place.  Some  authorities  contend  that  com- 
])lete  involution  never  takes  place  and  that  micro- 
scopic evidence  of  each  pregnancy  is  present  in 
the  intramural  vessels  of  all  parous  uteri.  What 
then  are  the  steps  that  we  as  physicians  must  take 
to  guide  our  patients  through  the  immediate  and 
remote  puerperium?  The  following  discussion 
will  be  based  on  the  conduct  of  the  uncomplicated 
case  and  will  not  consider  those  problems  attend- 
ent  to  the  care  of  grave  complications. 
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First  of  all,  we  must  consider  the  fact  that 
these  patients  are  tired  physically  and  mentally. 
For  several  weeks  they  have  been  uncomfortable 
and  have  as  a rule  lost  sleep.  If  their  labor 
has  been  tedious,  they  have  suffered  physical 
as  well  as  mental  trauma.  Flence  they  are  fit 
candidates  for  a rest  period.  To  allow  these  pa- 
tients to  be  imposed  upon  by  well  meaning  but 
e.xtremely  tiresome  visiting  after  the  birth  of 
their  baby  is  to  allow  the  sapping  of  what  little 
reserve  they  may  have.  To  this  end  we  would  be 
wise,  and  this  is  equally  true  of  hospital  and 
home  practice,  to  exclude  all  visitors,  save  immedi- 
ate members  of  the  family,  for  at  least  five  days. 
This  rule  is  already  in  effect  in  many  of  our 
hospitals  in  this  state,  and  both  patients  and  doc- 
tors are  enthusiastic  as  to  its  value. 

Next  in  value  to  the  patient  is  the  effect  of 
bed  exercise.  Those  exercises  designed  to  in- 
crease the  circulation  in  the  abdomen  and  in  the 
extremities,  serve  a two-fold  purpose,  in  that,  they 
reduce  the  incidence  of  thrombosis,  emboli,  and 
restore  muscle  tone.  I have  found  it  beneficial 
to  start  the  patient  on  deep  breathing  exercises 
on  her  second  day  post  partum.  These  exercises 
are  simply  a series  of  deep  inspirations,  about  ten 
to  fifteen  in  number,  done  twice  daily.  Circula- 
tion through  the  abdominal  vascular  bed  is  ma- 
terially increased  by  this  maneuver.  Increased 
circulation  through  the  abdomen  and  extremities 
leads  to  better  nutrition  of  all  tissues,  hence  a 
quicker  convalescence.  The  following  slides  de- 
pict the  various  bed  e.xercises  that  I have  found 
to  be  of  most  value. 

Careful  evaluation  of  the  regression  of  the 
fundus  of  the  uterus  is  important.  The  daily  de- 
crease in  the  size  of  the  uterus  should  be  care- 
fully noted ; and  if  at  the  end  of  the  first  five 
or  six  days  the  uterus  is  found  still  at  the  um- 
bilicus, one  can  be  sure  that  there  is  some  inter- 
ference in  lochial  drainage.  This  may  likewise 
be  manifested  by  a slight  daily  rise  in  tempera- 
ture and  a scant  foul  smelling  lochia.  The  exhi- 
bition of  oxytoxics,  particularly  those  newer  prod- 
ucts that  have  a constant  potency,  will  be  of  great 
value  in  the  correction  of  the  condition. 

The  common  practice  of  daily  examination  of 
stitches  is  controversial.  It  is  the  opinion  of  many 
authorities  that  the  necessary  manipulations  of 
the  nursing  force  is  all  that  logically  should  be 
done.  By  this  is  meant  that  irrigation  after  void- 
ing ind  defecation,  with  the  coincident  removal 
of  the  pad  is,  in  itself,  enough,  without  the  added 
removal  for  inspection  purposes  alone.  As  a 
matter  of  fact  it  is  well  established  that  perineal 
wounds  will  heal  better  if  no  dressings  are  ap- 


plied, the  patient’s  buttocks  resting  on  a large 
drainage  pad  that  is  changed  as  often  as  neces- 
sary. The  esthetics  of  the  situation  may  preclude 
its  adaptations  in  individual  cases.  Personally  I 
favor  this  procedure  but  have  been  loth  to  adopt 
it  for  that  reason.  Of  course,  nothing  in  the 
foregoing  should  be  construed  as  being  opposed 
to  the  inspection  of  the  perineum  as  a possible 
cause  of  febrile  reactions  when  indicated. 

The  dietary  regime  of  the  patient  may  well  be 
considered  next.  The  older  text  books  point  out  [ 
that  the  patient  should  be  kept  on  a liquid  or  soft 
diet  for  three  days.  Following  this  a purge  \ 
should  be  given,  and  the  diet  substantially  in-  ' 
creased.  Lately,  however,  the  castor  oil  purge 
has  been  relegated  along  with  other  out-moded 
practices  to  the  limbo.  Depletion  is  not  only  not 
necessary  but  is  actually  harmful.  Rather  an  ' 
enema  should  be  given  the  day  after  delivery,  and  :• 
the  diet  should  be  substantial  from  that  time  on.  ' 
In  hospital  practice,  there  is  no  valid  reason  why 
the  patient  should  not  be  allowed  the  use  of  the  '' 

back-rest  for  meals,  at  least,  from  the  second  day  | 

on  and,  more  frequently,  from  the  third  or  fourth  !| 
days.  j ' 

At  the  time  of  discharge  from  the  hospital  or  j 
at  the  time  of  failure  to  feel  the  fundus  in  the  | 
abdomen  in  home  patients,  usually  on  the  tenth  ! 
or  twelfth  days,  it  becomes  necessary  to  instruct 
the  patient  as  to  her  permissable  activities.  It  is 
the  firm  conviction  of  many  of  us  that  a great 
deal  of  harm  is  being  done  to  patients  in  allowing 
them  full  activity  after  the  tenth  or  twelfth  day. 

A good  rule  to  follow  is  to  allow  the  patient 
fifty  per  cent  activity.  That  is,  if  she  must  be  up 
twenty  or  thirty  minutes  to  care  for  her  baby  then 
she  should  be  down  for  as  equal  a period  of  time. 
After  the  third  or  fourth  day  of  this  regime  she 
may  be  allowed  seventy-five  per  cent  activity, 
thus  slowly  increasing  her  duties  until  she  can  i 
carry  on  without  fatigue.  A properly  fitted  post 
partum  corset  will  materially  aid  her  sense  of  com- 
fort and  relieve  any  strain  in  back  or  abdominal 
muscles.  Complaints  of  backache,  headache,  loss  ' 
of  appetite,  re-occurrence  of  a bright  red  lochia,  i 
or  sudden  loss  of  milk  supply  are  indicative  of  too  ; 
much  activity ; and  the  patient  must  be  less  ac- 
tive regardless  of  the  degree  of  activity  previously 
permitted.  We  must  remember  that  individuals  : 
react  differently  to  g'iven  conditions,  and  what 
may  be  sufficient  rest  for  one  patient  will  be  en- 
tirely inadequate  for  another. 

At  the  time  the  patient  has  been  home  from 
the  hospital  a week  or  ten  days  or  has  been  up 
and  around  at  home  for  a corresponding  period 
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of  time,  she  should  be  instructed  to  come  to  the 
office  for  examination.  Post  partum  examina- 
tions should  be  stressed  as  vitally  important  to  the 
patient  and  should  be  done  at  three  weeks,  six 
weeks,  three  months,  and  six  months.  The  office 
record  of  these  examinations  should  show  the 
weight  of  the  patient,  the  condition  of  the  peri- 
neum, the  condition  of  the  cervix,  the  position 
of  the  uterus,  and  the  condition  of  the  tubes  and 
ovaries.  Blood  examinations  should  be  done  at 
the  six  week  and  three  month  examinations.  If 
secondary  anemia  exists  at  this  later  examination, 
iron  should  be  prescribed  in  one  of  the  acceptable 
forms  and  a frequent  check  should  be  made. 
Posterior  position  of  the  uterus  should  be  cor- 
rected and  proper  support  introduced,  particular- 
ly, where  there  is  evidence  of  poor  involution.  At 
the  third  month,  the  cervix  may  be  cared  for,  if 
necessary,  by  actual  cautery,  and  the  patient  in- 
structed to  return  at  monthly  intervals  until  ectro- 
pion and  endocervicitis,  with  its  annoying  dis- 
charge, is  entirely  corrected. 


At  the  sixth  month  examination,  the  pelvis 
should  be  carefully  surveyed  and  corrective  meas- 
ures instituted  as  indicated.  At  this  time  the  pa- 
tient should  be  instructed  to  return  for  pelvic  ex- 
aminations once  a year.  It  is  only  by  explaining 
to  her,  that  by  doing  so  we  can  prevent  serious 
trouble  later  on  in  life,  that  we  can  get  her  whole- 
hearted cooperation. 

1 f we  apply  a broader  interpretation  to  the  term 
morbidity  so  as  to  include,  not  only  a febrile 
period  during  the  puerperium,  but  also  the  wreck- 
age frequently  seen  following  childbirth,  it  is  not 
difficult  to  realize  the  part  that  post  partum  care 
will  play  in  preventing  this  late  morbidity.  Post 
partum  care  must  of  necessity  be  just  as  pains- 
taking and  just  as  thorough  as  prenatal  care.  It 
is  only  through  adequate  prenatal  care,  compe- 
tent intranatal  care,  and  extensive  post  partum 
care  that  we  can  hope  to  meet  the  challenge  of 
this  country’s  reducible  maternal  mortality  and 
morbidity. 
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^Modern  medicine  is  stressing  more  and  more 
the  prevention  of  disease.  Many  phases  of  pre- 
vention must  be  performed  by  public  health 
agencies,  but  there  remain  a large  number  which 
can  be  best  conducted  by  physicians  in  private 
practice;  though  the  majority  of  physicians  are 
not  alert  in  carrying  them  out.  This  is  partly  due 
to  the  neglect  of  our  medical  schools  in  teaching 
prevention  in  private  practice.  The  average  doc- 
tor persists  in  thinking  his  sole  function  is  the 
care  of  the  sick.  I have  heard  them  on  many  oc- 
casions scoffing  at  well  baby  care  by  pediatrists 
as  a ‘racket’.  It  is  common  to  hear  an  old-fash- 
ioned doctor  query,  “W’hy  vaccinate  against  small- 
pox or  inoculate  against  diphtheria  when  there  is 
no  epidemic?”  Several  years  ago  the  ^Minneapolis 
Infant  Welfare  Society  made  a survey  of  the 
cases  that  had  been  discharged  from  their  clinics 
because  their  financial  situation  had  improved 
and  they  were  able  to  pay  a private  physician  for 
well  baby  care.  As  a result  of  this  survey  this 
society  was  forced  to  the  conclusion  that  most 
general  practitioners  do  not  appreciate  the  im- 
portance of  regular  and  complete  physicial  exam- 
ination of  the  well  child.  Some  of  the  comments  of 
the  mothers  were  quite  illuminating:  “My  doctor 
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weighed  the  child  only.  We  feel  we  cannot  af- 
ford to  pay  $2.00  for  weighing  the  child  when 
we  can  get  that  done  at  the  corner  store.”  “When 
I took  my  child  for  vaccination  and  inoculation 
for  diphtheria  he  said  to  wait  until  the  child 
reached  .school  age.”  One  mother  had  to  ask  the 
doctor  if  he  did  not  want  her  to  undress  the 
children.  His  reply  was  “No,  they  look  fine.” 
A very  common  comment  from  the  doctor  is 
that  he  was  too  busy  to  bother  with  well  children. 

I presume  that  the  attitude  of  medical  practi- 
tioners all  over  the  country  does  not  differ  very 
much  from  the  samples  I have  just  quoted.  Out- 
side of  the  pediatrists  and  a few  internists,  pro- 
])hylaxis,  in  private  practice,  is  in  its  infancy. 
If  practicing  physicians  do  not  wish  to  have  gov- 
ernmental agencies  take  over  more  and  more  of 
their  work,  they  must  seize  the  opportunity  to  do 
preventive  work  in  their  private  practice.  My 
purpose  today  is  to  tell  you  how  it  can  be  done. 
The  value  of  preventive  medicine  varies  inversely 
in  ])roportion  to  the  age  group,  the  younger  the 
child  the  more  valuable  are  prophylactic  efforts. 
It  is  my  ]>ractice,  both  in  my  private  work  and 
in  the  clinics  of  the  Minneapolis  Infant  Welfare 
Society,  to  have  the  infants  brought  in  for  an 
examination  and  advice  once  a month  for  the 
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first  ten  months  of  life,  then  every  two  or  tliree 
months  until  the  child  is  two  years  of  age,  twice 
a year  until  the  child  is  five  and  thereafter  an- 
nual visits. 

During  the  first  months  of  life  our  principal 
function  is  to  direct  the  feeding  and  nutrition  of 
the  infant.  The  baby  should  be  weighed  each 
time  and  we  should  expect  an  average  gain  of  5 
ounces  a week  for  the  first  six  months  of  life 
and  four  ounces  for  the  second  six  months.  The 
mother  should  he  encouraged  to  nurse  her  baby. 
It  has  become  rather  fashionable  of  late  years  to 
decry  the  importance  of  breast  feeding,  but  while 
great  advances  have  been  made  in  artificial  feed- 
ing, in  the  vast  majority  of  cases  there  is  no  food 
to  equal  nature's  own.  After  the  first  three 
months  of  life  an  expert  pediatrist  can  do  almost 
as  well  with  artificial  food  but  it  must  always 
be  borne  in  mind  that  breast  feeding,  whether  ex- 
pertly directed  or  not  directed  at  all,  is  equally 
good  feeding  while  the  value  of  artificial  feeding 
depends  entirely  on  the  expertness  of  direction. 

The  best  mortality  statistics  on  breast  fed  and 
artificially  fed  infants  were  those  made  by  Wood- 
bury(i)  on  22.000  live  born  infants  in  8 American 
cities.  His  summary,  “The  analysis  has  shown 
that  artificial  feeding,  as  actually  practiced  in  typ- 
ical city  population,  is  associated  with  a mortality 
between  three  and  four  times -as  high  as  the  mor- 
tality among  breast  infants.  This  excess  mor- 
tality is  not  to  be  explained  either  by  the  slight 
overweighting  of  the  group  of  artificially  fed  with 
infants  in  certain  groups  characterized  by  high 
mortality  rates ; and  it  appears  in  all  nationalities 
and  in  all  earnings  groups." 

If  the  amount  of  mother’s  milk  is  becoming  in- 
adequate it  can  be  increased  by  nursing  the  baby 
oftener.  by  nursing  on  both  breasts  each  time  and 
above  all,  by  completely  empt}'ing  the  breasts  after 
each  nursing.  This  last  can  be  accomplished  by 
employing  a hand  pump,  water  or  electrical  pump 
or  by  teaching  the  mother  manual  expression.  If, 
in  spite  of  these  efforts,  there  is  insufficient  milk, 
artifical  food  should  be  given  after  each  nursing 
rather  than  to  rejdace  a nursing'.  When  artificial 
food  becomes  necessary  simple  dilutions  of  boiled 
milk  with  carbohydrate  additions,  or  evaporated 
milk  dilutions  may  be  used.  Only  in  exceptional 
cases  is  it  necessary  to  employ  lactic  acid  milk  or 
protein  milk.  In  the  first  six  months  of  life,  the 
baby  requires,  on  an  average,  45  calories  for  each 
pound  of  body  weight  in  twenty-four  hours.  In 
terms  of  both  breast  milk  and  cows  milk  this 
means  2 ounces  for  each  pound  of  weight. 

To  prevent  scurvy,  the  baby  should  be  given  1 


teaspoon  of  orange  juice  at  1 month  of  age  to  be 
gradu'ally  increased  to  2 ounces  a day.  Anti- 
rachitics  should  be  employed  from  the  second 
week  of  life.  Two  teaspoons  of  a potent  cod-liver 
oil  daily  is  sufficient  to  prevent  rickets  in  the  ma- 
jority of  cases.  It  is  only  when  the  cod-liver  oil 
is  not  well  borne  that  concentrated  substitutes 
such  as  V’iosterol  and  Oleum  Percomorphum  need 
he  used.  The  infant  should  be  examined  monthly 
for  signs  of  rickets  or  anemia;  this  is  especially 
necessary  in  pre-matures.  A large  proportion  of 
infants  early  exhibit  evidences  of  a sensitive  skin. 
Such  infants  should  he  protected  from  all  extern- 
al irritants  such  as  woolen  under  clothing,  cold, 
soap  and  hard  water.  Appropriate  lotions  and 
ointments  may  be  used  to  prevent  the  appearance 
of  eczema.  From  the  sixth  to  the  twelfth  month 
vegetables,  cereals,  cooked  fruits  and  egg  yolk 
may  be  added  to  the  diet,  and  by  the  tenth  month 
the  infant  may  be  placed  on  three  meals  a day. 

During  the  latter  half  of  the  first  year  the  in- 
fant should  be  immunized  against  various  dis- 
eases. Sauer’s  pertussis  vaccine  may  be  given  any 
time  after  six  months  of  age.  When  exposed  to 
whooping  cough.  10%  of  infants  who  have  been 
given  this  vaccine  may  contract  a mild  pertussis 
as  against  75%  of  those  non-immunized.  Such 
results  warrant  us  to  advise  these  immunizations 
though  it  must  be  made  clear  that  the  results  can- 
not be  guaranteed.  The  two  dose  diphtheria 
toxoid  should  be  administered  at  eight  months  of 
age  to  be  followed  in  four  months  by  the  Schick 
test. 

The  latest  reports  on  the  Alum  one  dose  toxoid 
makes  it  doubtful  whether  the  immunity  so  ob- 
tained lasts  longer  than  three  years.  Vaccination 
against  small-pox  should  be  done  before  the  end 
of  the  first  year.  The  reactions  of  the  infant  to 
all  these  procedures  is  exceedingly  mild ; much 
milder  than  in  older  children  and  adults.  Typhoid 
and  scarlet  fever  immunization  may  be  done  later 
if  circumstances  warrant. 

From  the  second  to  the  fifth  year  infection 
plays  an  increasingly  important  role  in  the  child’s 
life.  It  has  been  said  that  the  greatest  unsolved 
problem  of  pediatrics  is  what  to  do  to  prevent  re- 
curring and  chronic  upper  respiratory  infections. 
Ultra-violet  radiation  and  large  doses  of  Vitamin 
A have  been  recommended  but  they  are  only 
mildly  effective.  So-called  ‘cold’  vaccines  may  be 
administered  but  only  when  all  other  methods 
have  failed.  Our  principal  weapon  remains,  the 
removal  of  foci  of  infection.  In  childhood  such 
foci  are  limited  almost  entirely  to  tonsils,  ade- 
noids and  accessor}'  nasal  sinuses.  The  deciduous 
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teeth  are  frequently  a source  of  local  infection  but 
very  seldom  a focal  infection.  The  question  of 
when  to  remove  tonsils  and  adenoids  and  when  to 
invade  sinuses  has  caused  more  controversy  than 
perhaps  any  other  medical  and  surgical  procedure. 
The  indications  for  tonsillectomy  and  adenoidec- 
tomy  are;  first/obstruction  to  breathing,  second, 
repeated  or  chronic  infections  of  the  upper  res- 
piratory tract  and  third,  infection  in  remote  parts 
of  the  body  which  seem  to  originate  from  a focus 
in  the  nose  and  throat.  Such  infections  are : 
otitis  media,  repeated  or  chronic  bronchitis,  rheu- 
matism, infectious  asthma  and  nephritis.  The 
best  judge  of  the  indications  for  a tonsillectomy  is 
not  necessarily  a nose  and  throat  specialist,  but 
the  physician  who  has  been  seeing  the  child  at 
regular  intervals  during  his  acute  upper  respira- 
tory infections  and  one  who  is  capable  of  making 
a complete  physical  examination.  The  expert  ex- 
amination of  the  nose  and  throat  is  of  secondary 
importance.  The  most  sane  consideration  of  the 
tonsil  problem  (and  by  inference,  the  sinus  prob- 
lem) is  contained  in  an  article  on  the  “Indications 
for  Tonsillectomy’’  by  Dr.  L.  W.  Dean^^^  of  St. 
Louis  formerly  from  your  neighboring  Iowa  Uni- 
versity. Among  other  things  he  says  “Rules 
cannot  be  made  to  determine  when  tonsils  should 
be  removed,  the  good  judgment  of  the  physician 
must  decide  in  each  case  just  what  should  be 
done.  He  must  take  into  consideration  the  local 
conditions,  the  condition  of  neighboring  structures 
and  the  general  condition  of  the  patient.  The  ton- 
sils play  a much  more  important  role  as  a source 
of  infection  in  children  than  in  adults.”  If  the 
removal  of  the  tonsils  does  not  solve  the  problem 
there  are  other  foci  of  infection  remaining,  most 
often,  in  the  maxillary  sinuses.  The  point  I wish 
to  emphasize  is  that  the  physician,  be  he  pediatrist 
or  general  practitioner,  who  examines  the  child 
regularly  and  not  just  when  he  has  acute  infec- 
tions is  in  a better  position  to  make  a sane,  sound 
judgment  regarding  the  removal  of  focal  infec- 
tion than  the  experts  who  see  the  patient  only 
once  or  twice  and  form  their  opinion  solely  from 
the  local  nose  and  throat  viewpoint. 

Finally,  periodic  examinations  must  concern 
themselves  with  the  emotional  side  of  the  child’s 
life  which  is  perhaps  even  more  important  to  the 
child’s  future  happiness  than  his  physical  health. 
I would  like  to  emphasize  two  things : first,  that 
the  child  must  be  shown  enough  love  by  his  par- 
ents to  acquire  a feeling  of  security  but  not  so 
much  love  and  sympathy  that  the  child  leans  on 
it  too  heavily  and  is  afraid  to  venture  into  the 
world  where  this  crutch  will  be  absent.  Adler 
says  that  such  smothering  love  and  over-protec- 


tion is  the  principal  cause  of  the  inferiority  com- 
ple.x.  The  family  physician  or  pediatrist  is  in  the 
best  position  to  advise  parents  about  the  emo- 
tional side  of  a child’s  life.  The  parents  natur- 
ally consult  him  and  are  accustomed  to  accepting 
his  advice  so  that  he  may  nip  the  difficulties  in 
the  bud  by  inducing  the  parents  to  change  their 
attitude  or  when  this  is  impossible,  by  having  the 
child  enter  a nursery  school.  This  last  may  sound 
formidable  but  by  nursery  school,  I mean  any  pri- 
vate home  where  a minimum  of  four  of  five  pre- 
school children  may  get  together  and  have  super- 
vised play.  Difficult  social  adjustments  of  the 
future  may  be  prevented  by  exposing  the  child  to 
the  ‘give  and  take’  contact  with  his  equals  away 
from  the  soft  shelter  of  its  own  home.  Freud  was 
one  of  the  first  to  advocate  nursery  schools. 

The  common  symptoms  of  poor  appetite,  sleep- 
lessness, tantrums  and  fears  rest  largely  on  an 
emotional  basis.  By  correcting  in  early  life  the 
environmental  factors  which  bring  about  these 
comparatively  mild  neuropathic  conditions,  we 
may  save  the  child  from  the  delinquency  of 
adolescence  and  the  so-called  nervous  breakdowns 
of  adult  life.  It  has  been  said  that  the  emotional 
pattern  of  a child’s  life  has  been  fixed  by  the  time 
he  is  5 years  of  age.  If  this  is  true  (and  it  is  ap- 
proximately so)  then  the  pediatrist  and  the  fam- 
ily physician  can  accomplish  more  in  prophylactic 
mental  hygiene  than  the 'psychiatrists  and  mental 
hygiene  clinics.  The  famous  German  pediatrist 
Czerny  recognized  this  thirty  years  ago  when  he 
published  his  book  “Der  Artzt  als  Erzieher  des 
Kindes”,  ‘‘The  Physician  as  the  Guide  to  Bring- 
ing Up  Children.” 

Of  the  many  books  on  child  psychology  on  the 
market  I wish  to  recommend  to  you  two  that  are 
noted  for  their  common  sense  attitude ; Thom’s 
Everyday  Problems  of  the  Everyday  Child  (Ap- 
pleton) and  Cameron’s  The  Nervous  Child  (Ox- 
ford University  Press). 

Last  but  not  least  every  physician  who  deals 
with  children  must  read  Brennemann’sD)  “The 
Menace  of  Psychiatry”,  as  instructive  and  enter- 
taining an  article  as  every  appeared  in  a medical 
journal.  Books  on  modern  psychology  and  psy- 
chiatry have  glutted  the  market  for  years ; Bren- 
nemann  in  this  bit  of  special  pleading  takes  issue 
with  them  on  a number  of  important  points  and 
pleads  for  a return  to  common  sense  in  our  deal- 
ings with  children. 

In  conclusion  I hope  I have  pointed  out  the 
possibilities  of  preventive  pediatrics  in  private 
practice.  The  effectiveness  of  this  supervision 
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will  depend  on  the  skill,  the  knowledge  and  the 
experience  of  the  practitioner.  If  we  physicians 
do  not  possess  sufficient  skill,  we  must  acquire  it 
as  one  of  the  necessities  of  modern  medicine. 
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INTRODUCTION 

Those  who  work  in  the  field  of  medical  science, 
perhaps  those  particularly  whose  major  interest 
has  been  in  public  health,  have  for  a number  of 
years  stressed  the  important  benefits  derived  from 
preventive  medicine.  Although  public  health  pro- 
grams on  a large  scale  have  had  their  influence 
in  the  betterment  of  the  health  of  the  masses,  it 
can  not  be  stated  that  they  have  solved  in  many 
instances  the  problems  of  the  individual  practi- 
tioner in  regard  to  his  own  private  patients.  In 
the  field  of  medicine  the  limited  number  of  spe- 
cific measures  which  are  effective  against  disease 
has  long  been  lamented.  Nevertheless  the  ad- 
vances in  medical  science  within  the  past  century 
have  been  phenomenal,  and  have  been  associated 
with  the  discovery  of  a vast  new  field  of  immu- 
nology in  which  investigation  has  scarcely  more 
than  begun,  but  in  which  much  fruit  already  has 
been  borne.  Accomplishments  have  been  made 
in  the  field  of  both  active  immunization  and  pas- 
sive immunization.  One  of  the  most  important 
agents  used  to  produce  passive  immunization  is 
convalescent  serum. 

Unfortunately  the  value  of  convalescent  serum 
in  the  control  of  certain  of  the  contagious  dis- 
eases has  received  slow  recognition  and  is  not  yet 
as  generally  appreciated  as  it  should  be,  perhaps 
partly  because  of  the  difficulty  of  procuring  con- 
valescent serum  in  sufficient  amount.  Gradually 
becoming  aware  of  the  advisability  of  using  con- 
valescent serum  for  the  prophylaxis  and  treat- 
ment of  certain  diseases,  a few  of  the  larger 
medical  centers  have  undertaken  to  establish  ser- 
um centers  which  are  designed  for  its  collection, 
preparation,  storage,  and  distribution.  These  spe- 
cialized centers  not  only  supply  serum  for  insti- 
tutional use  but  make  it  available  to  private  physi- 
cians. Although  convalescent  sera  do  not  pro- 
duce permanent  immunity  their  availability  of- 
fers to  the  private  physician  a large  field  for 
practical  work  in  preventive  medicine  within  his 
own  practice.  We  hope  that  a large  number  of 
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well  equipped  convalescent  serum  centers  will  be 
established,  and  that  they  will  not  only  provide 
sufficient  serum  to  meet  the  demands,  but  will 
also  engage  in  the  solution  of  many  serological 
problems.  Some  of  these  problems  will  be  pre- 
sented at  a later  session ; but  for  the  present  we 
shall  confine  our  attention  entirely  to  the  role  of 
convalescent  serum  in  the  prevention  and  treat- 
ment of  measles,  scarlet  fever,  chicken  pox, 
mumps,  whooping  cough,  and  poliomyelitis,  in 
the  order  named. 

MEASLES 

Measles  is  so  prevalent  among  all  classes  anO 
races  of  people  because  of  its  highly  contagious 
character  that  few  laymen  appreciate  the  real  ser- 
iousness of  the  disease  in  children.  Excluding 
whooping  cough,  it  ranks  highest  among  the  com- 
mon acute  contagious  diseases  as  a cause  of  death. 
In  1926  Jordan  stated  that  10,000  deaths  occur 
yearly  from  measles  in  the  United  States.  The 
majority  of  these  occur  under  two  years  of  age, 
and  from  50%  to  75%  of  the  fatal  cases  occur 
under  two  years  of  age.  During  the  fourteen 
years  prior  to  1926  the  Providence  City  hospital 
treated  1,228  cases  of  measles,  uncomplicated  by 
other  disease  at  the  time  of  admission,  with  a re- 
sultant mortality  rate  for  all  cases  of  8.2%. 

Infants  and  young  children  suffering  from 
malnutrition,  tuberculosis  or  some  chronic  infec- 
tion who  contract  measles  under  crowded  condi- 
tions such  as  exist  in  orphanages  and  institutions, 
or  under  unfavorable  circumstances  such  as  ob- 
tain among  the  indigent  classes,  have  a relatively 
poor  chance  for  recovery. 

The  desirability  of  preventing  or  modifying 
measles  has  long  been  recognized  by  physicians ; 
and  various  means  of  obtaining  active  and  pas- 
sive immunity  have  been  described.  Thus  far  no 
practical  or  generally  acceptable  method  of  active 
immunization  has  been  developed  ; but  since  the 
introduction  of  convalescent  serum  by  Nicolle 
and  Conseil  in  1918,  passive  immunization  has 
assumed  an  important  place  in  the  control  of 
measles.  iMeasles  may  be  either  prevented  or 
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modified  by  the  injection  of  serum  obtained  from 
the  blood  of  patients  who  have  recently  recovered 
from  the  disease.  The  dosage  for  prophylaxis 
varies  according  to  the  age  of  the  recipient,  5 cc. 
being  recommended  for  infants  and  children  un- 
der three  years  of  age,  7.5  cc.  for  children  over 
three  years,  and  10  cc.  to  15  cc.  for  older  children 
and  adults.  Larger  dosages  are  advised  if  used 
for  therapeutic  purposes. 

Physicians  are  cognizant  of  the  fact  that  no 
clinical  method  gives  perfect  results  in  all  cases ; 
and  that  predictions,  although  dependable  when 
applied  to  cases  in  general,  cannot  be  made  with 
certainty  in  isolated  instances.  The  same  is  true 
with  regard  to  measles  prophylaxis ; sero-preven- 
tion  often  occurs  when  sero-attenuation  was  in- 
tended and  vice  versa.  Nevertheless,  in  the  ma- 
jority of  cases  the  injection  of  convalescent  serum 
into  a susceptible  individual  within  four  or  five 
days  after  his  exposure  to  measles  will  result  in 
complete  protection ; whereas  its  administration 
between  the  fifth  and  ninth  day,  and  sometimes 
later,  is  more  likely  to  bring  about  modification. 
When  given  in  proper  dosage  and  within  the 
periods  of  incubation  indicated,  convalescent  ser- 
um fails  to  afford  either  complete  protection  or 
induce  attenuated  measles  in  less  than  3%  of  sus- 
ceptible contacts.  This  figure  is  of  considerable 
significance  in  view  of  the  fact  that  the  con- 
tagiousness of  measles  is  so  high,  being  placed  at 
95%  to  99%  for  all  ages  and  sex  among  those 
who  undergo  exposure  and  have  not  already  had 
the  disease. 

In  our  own  study  of  423  home  contacts,  none 
of  whom  gave  a history  of  measles  and  all  of 
whom  were  subject  to  direct  exposure  to  the  dis- 
ease, a total  of  413  or  97.7%  were  benefited  by 
the  prophylactic  injection  of  convalescent  serum. 
Illness  was  prevented  in  72.5%  and  modified  in 
25.2%  of  the  contacts.  These  results  are  in  ac- 
cord with  the  reports  of  numerous  investigators. 

With  certain  exceptions,  modified  measles  is 
to  be  preferred  to  complete  protection  not  only 
because  of  its  mild  character  and  almost  com- 
plete lack  of  complications,  but  because  it  pro- 
duces an  active  immunity  which  is  permanent. 

Prevention  has  been  advocated  for  young 
children  in  whom  the  death  rate  is  highest,  for 
children  suffering  from  any  debilitating  condi- 
tion, and  for  the  control  of  epidemics  in  institu- 
tions. The  duration  of  passive  immunity  is  usu- 
ally from  three  to  four  weeks ; if  reexposure  oc- 
curs after  this  period,  serum  must  again  be  ad- 
ministered to  secure  further  protection. 

Although  the  prophylactic  value  of  convales- 
cent serum  has  been  thoroughly  established,  there 


is  disagreement  concerning  its  effectiveness  when 
given  therapeutically.  A number  of  authors  have 
referred  to  its  lack  of  beneficial  effect  when  ad- 
ministered after  the  onset  of  symptoms,  but  have 
offered  no  convincing  data  to  substantiate  this 
viewpoint.  On  the  other  hand  we  have  been  able 
to  find  thirty-eight  serum  treated  cases  in  the 
literature,  with  sufficient  data  to  justify  their 
presentation.  Of  this  number,  thirty-four  were 
reported  to  have  been  definitely  benefited  by  the 
use  of  convalescent  blood.  Their  course  was 
mild  or  modified,  and  subsidence  of  symptoms 
followed  within  twenty-four  to  forty-eight  hours 
of  the  injections.  Of  the  four  cases  not  consid- 
ered to  have  been  favorably  influenced,  two  were 
of  moderate  severity,  and  two  others  ran  a typi- 
cal course  which  continued  for  three  to  four  days 
after  treatment.  No  complications  occurred  among 
the  entire  group.  To  this  number  we  add  seven 
cases  of  our  own,  four  of  whom  had  a modi- 
fied attack  of  measles,  and  three  of  whom  showed 
no  improvement.  These  last  three  cases  require 
further  comment  because  they  illustrate  how  es- 
sential it  is  to  have  a knowledge  of  the  circum- 
stances under  which  a therapeutic  agent  is  ad- 
ministered before  drawing  conclusions  as  to  its 
merit  or  lack  of  merit.  One  case  was  that  of  a 
moribund  child  who  was  given  serum  as  a last 
resort  when  all  other  methods  of  treatment  had 
failed.  Another  child  did  not  receive  serum  until 
the  second  day  of  the  rash  which  is  relatively 
late  in  the  disease.  The  third  child  did  not  re- 
ceive an  adequate  dose  of  serum.  Although 
twelve  years  of  age  she  was  given  only  5 cc.  Ob- 
viously convalescent  serum  did  not  have  a fair 
therapeutic  trial  in  any  one  of  these  three  cases ; 
therefore,  they  should  not  militate  against  its  fur- 
ther use  therapeutically  but  rather  should  serve 
to  emphasize  the  necessity  of  administering  serum 
early  in  the  disease  and  in  adequate  dosage,  if 
beneficial  effect  is  to  be  expected. 

SCARLET  FEVER 

Scarlet  fever  is  less  prevalent  than  measles  and 
the  mortality  rate  lower,  but  it  carries  a high  in- 
cidence of  complications  which  threaten  life  and 
retard  convalescence.  In  a group  of  3G7  non- 
serum treated  cases  of  scarlet  fever  Gordon  ob- 
served complications  in  56%  ; and  in  a group  of 
6,282  non-serum  treated  mild  and  moderately  ill 
patients  Hoyne,  Levinson,  and  Thalhimer  noted 
58.4%  complications.  The  outstanding  compli- 
cations include  cervical  adenitis,  suppurative  otitis 
media,  glomerulo-nephritis,  and  mastoiditis,  any 
of  which  may  lead  to  serious  consequences. 

In  view  of  such  a high  incidence  of  complica- 
tions it  is  not  surprising  that  much  attention  has 
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been  directed  toward  the  prevention  and  treat- 
ment of  scarlet  fever  within  the  past  ten  to  fif- 
teen years. 

The  use  of  convalescent  serum  for  the  treat- 
ment of  scarlet  fever  was  introduced  as  early  as 
1897  by  W'eisbecker ; but  because  his  results  were 
not  very  remarkable  due  to  the  small  dosage 
which  was  employed,  human  serum  was  not  ser- 
iously considered  again  until  several  years  later, 
when  favorable  reports  of  its  use  began  to  appear 
in  the  literature.  Convalescent  serum  has  since 
become  established  as  a valuable  prophylactic  and 
therapeutic  agent. 

Ten  cc.  of  serum  is  recommended  for  prophy- 
laxis in  children  below  ten  years  of  age,  and 
twenty  cc.  for  individuals  above  ten  years. 

\’ery  few  reports  on  the  prophylactic  use  of 
convalescent  serum  give  any  data  indicating  the 
susceptibility  of  the  injected  contacts.  Since  sus- 
ceptibility to  scarlet  fever  varies  a great  deal  de- 
pending upon  the  age  group  and  the  class  to 
which  the  individual  belongs,  it  is  incorrect  to  as- 
sume that  all  of  the  reported  cases  who  failed  to 
develop  scarlet  fever  were  protected  by  serum. 
However,  from  available  data  where  control  ob- 
servations were  carried  out  simultaneously  or 
where  susceptibility  was  indicated  by  positive 
skin  tests,  the  degree  of  complete  protection  af- 
forded susceptible  individuals  has  been  estimated 
to  be  between  85%  and  95%.  IMoreover,  the 
immunized  contacts  who  do  come  down  with  the 
disease  usually  have  it  in  a mild  and  atypical  form 
somewhat  analogous  to  sero-attenuated  measles. 

A recent  review  of  our  data  concerning  102 
scarlet  fever  home  contacts  who  received  prophy- 
lactic injections  of  convalescent  serum  revealed 
that  of  the  four  contacts  who  developed  scarlet 
fever,  three  had  mild  attacks.  These  three  cases 
occurred  in  a mother  and  her  two  small  daugh- 
ters all  of  whom  contracted  the  disease  from  a 
third  child  in  the  family.  Each  of  the  three  con- 
tacts were  given  10  cc.  of  scarlet  fever  convales- 
cent serum  on  the  second  day  of  exposure.  Six 
days  later  the  two  small  girls  developed  mild  sore 
throat,  low  grade  fever,  and  a light  rash  which 
was  not  followed  by  peeling.  Neither  of  the  two 
children  were  nearly  so  ill  as  the  third  child  who 
had  received  no  serum.  On  the  tenth  day  of  ex- 
posure the  mother  developed  sore  throat,  malaise, 
and  a temperature  of  99  degrees,  but  she  did  not 
develop  a rash.  However,  in  view  of  the  history 
of  definite  exposure,  her  .symptoms  seem  justly 
ascribable  to  the  scarlet  fever  streptococcus  and 
the  absence  of  the  rash  to  possible  serum  effect. 
This  mother  received  only  one-half  the  prophy- 
lactic dose  of  .serum  that  is  recommended  for 


adults ; had  the  full  dose  been  given  the  disease 
may  have  been  prevented  entirely.  When  sus- 
ceptible individuals  undergo  intensive  exposure  as 
was  the  case  with  members  of  this  family,  it  is 
advisable  to  give  a larger  dose  of  serum  than  is 
usually  advocated,  and  when  exposure  is  pro- 
longed, to  repeat  the  injection  at  ten  day  intervals 
until  the  source  of  infection  is  removed. 

The  fourth  and  last  case  of  scarlet  fever  which 
occurred  among-  the  passively  immunized  con- 
tacts was  that  of  a ten  year  old  girl  having  close 
contact  with  an  adult  member  of  the  family  who 
was  severely  ill  with  the  disease.  Although  the 
child  was  given  20  cc.  of  serum,  she  did  not  re- 
ceive it  until  the  fifth  day  of  exposure  which  is 
relatively  late  in  the  incubation  period  of  scarlet 
fever.  In  scarlet  fever  as  in  measles,  serum  giv- 
en early  in  the  incubation  period  offers  the  best 
chance  for  complete  protection ; if  given  later  it 
will  in  all  likelihood  induce  modification ; and  if 
withheld  until  just  before  the  onset  of  the  disease, 
the  usual  prophylactic  dose  may  not  exert  any 
recognizable  beneficial  effect  on  the  course  of  the 
disease. 

Convalescent  serum  has  a wide  field  of  useful- 
ness in  the  treatment  of  scarlet  fever.  Not  only 
has  a favorable  influence  been  noted  on  the  gen- 
eral toxemia,  fever,  angina,  and  rash  following 
serum  therapy,  but  evidence  is  accumulating  which 
reveals  that  serum  treated  patients  also  show  a 
lower  incidence  of  complications,  alleviation  of 
complications  in  some  instances  where  they  al- 
ready exist,  and  a lower  mortality. 

Following  the  injection  of  serum  there  is  al- 
most immediate  improvement  in  the  general  con- 
dition. Toxicity  diminishes  rapidly,  anginal 
symptoms  improve  promptly,  and  two  or  three 
hours  later  the  temperature  begins  to  decline. 
When  serum  is  given  within  twenty-four  hours 
after  the  onset  of  the  disease  it  often  causes  a 
rapid  and  complete  disappearance  of  the  rash. 
Although  the  decrease  in  toxicity  is  usually  out 
of  proportion  to  the  drop  in  temperature,  in  some 
patients  there  are  dramatic  reductions  in  tem- 
perature, as  much  as  four  to  five  degrees  within 
a few  hours ; in  others  the  temperature  drop  is 
more  gradual  and  extends  over  a period  of  from 
twelve  to  forty-eight  hours.  Occasional  excep- 
tions are  observed  only  in  patients  who  have  se- 
vere complications  at  the  time  of  serum  adminis- 
tration. The  earlier  in  the  disease  serum  is  given, 
the  more  pronounced  is  the  effect  on  the  tem- 
])erature. 

In  addition  to  the  notable  improvement  that 
takes  place  in  the  general  condition,  reliable 
sources  indicate  that  com]>lications  are  reduced 
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approximately  50%  in  serum-treated  groups.  In 
a comparison  of  97  serum-treated  and  257  non- 
serum-treated cases,  Prinzing  reported  the  fol- 
lowing results:  Lymphadenitis  occurred  in  38.5% 
of  the  non-serum-treated  patients  as  against 
15.5%  in  the  serum-treated,  otitis  media  in  19.8% 
of  the  non-serum-treated  as  against  9.3%  in  the 
serum-treated,  and  glomerulo-nephritis  in  19.1% 
of  the  non-serum-treated  as  against  8.2%  in  the 
serum-treated. 

Hoyne,  Levinson,  and  Thalhimer  compared 
the  incidence  of  complications  in  4GG  hospital  pa- 
tients who  were  severely  ill  but  free  of  complica- 
tions at  the  time  of  serum  administration  with 
G,282  non-serum  treated  cases  who  were  only 
mildly  or  moderately  ill  and  observed  approxi- 
mately 24%  complications  in  the  serum  treated 
group  as  compared  to  58%  complications  among 
the  non-serum  treated  group.  Glomerulo-nephri- 
tis occurred  in  the  mild  and  moderately  ill  non- 
serum-treated group  with  six  times  the  frequency 
that  it  appeared  in  the  severely  ill  serum-treated 
group. 

It  is  most  important  that  serum  be  given  early 
in  the  disease  and  in  adequate  dosage.  In  a recent 
survey  of  a series  of  serum-treated  patients  we 
found  that  with  each  day’s  delay  in  the  adminis- 
tration of  serum  the  percentage  of  cases  which 
developed  complications  increased  from  17.G% 
the  first  day  to  G0%  by  the  fourth  day.  How- 
ever, serum  should  not  be  withheld  from  late  or 
complicated  cases  as  it  frequently  seems  to  be 
beneficial. 

The  dosage  of  serum  recommended  in  the 
treatment  of  scarlet  fever  is  as  follows : 

Moderate  Cases  Severe  Cases 


Infants  20  cc  20  - 40  cc 

Children  20  - 40  cc  60  cc 

Adults  40  - 60  cc  80  - 100  cc 


It  is  our  impression  that  the  maximal  dosages 
should  be  given  in  most  instances.  Many  of  the 
failures  reported  with  convalescent  serum  may 
be  attributed  to  inadequate  dosage. 

Scarlet  fever  convalescent  serum  also  appears 
to  be  of  value  in  a variety  of  severe  infections 
caused  by  the  hemolytic  or  Beta  type  of  strepto- 
coccus. Thalhimer  and  Levinson  reported  the  re- 
sults obtained  from  the  use  of  convalescent  serum 
in  122  patients  suffering  from  severe  diverse 
streptococcic  infections,  many  of  which  were  ful- 
minating in  type  and  presented  a grave  prognosis. 
The  conditions  treated  included  cervical  adenitis 
following  a streptococcic  sore  throat,  acute  strep- 
tococcic trachea-bronchitis,  streptococcic  pneu- 
monia, purulent  otitis  media,  streptococcic  phleg- 
mon, streptococcic  meningitis,  acute  vegetative 
endocarditis,  streptococci  arthritis,  sepsis  with 


chronic  nephritis  and  possible  peritonitis,  acute 
nephritis  and  cervical  adenitis  as  a complication 
of  streptococcic  sore  throat,  streptococcic  peri- 
tonitis, and  streptococcic  osteomyelitis.  The  ef- 
fect of  treatment  was  considered  excellent  in  11% 
and  good  in  44%,  making  a total  of  55%  in 
whom  definite  improvement  and  recovery  occur- 
red. 

Examples  follow  of  reports  which  we  have  re- 
ceived from  various  private  physicians  concerning 
the  favorable  response  of  diverse  streptococcic 
infections  to  scarlet  fever  convalescent  serum 
therapy.  One  physician  sent  the  case  history  of 
a baby  only  five  weeks  old,  who  was  extremely 
prostrated  with  a very  high  fever  and  a rapidly 
spreading  erysii>elas  of  the  face.  On  the  second 
day  of  illness  she  was  given  40  cc.  of  scarlet 
fever  convalescent  serum.  This  dose  was  repeated 
by  intramuscular  injection  on  two  successive  days, 
making  a total  of  120  cc.  of  serum  which  the 
infant  received  over  a three-day  period.  Within 
a few  hours  after  the  first  dose  of  serum  was 
given  the  rash  stopped  spreading  and  became 
progressively  paler.  A complete  clinical  recovery 
followed  within  six  days.  The  physician  writes, 
"In  view  of  the  prompt  response  in  this  case  and 
of  the  extremely  high  fatality  rate  in  very  young 
babies,  I am  personally  convinced  the  serum  saved 
this  baby's  life.” 

Another  child  who  was  three  years  of  age  was 
admitted  to  the  hospital  with  a badly  infected 
laceration  of  the  face,  and  a hemolytic  strepto- 
coccic .septicemia  following  the  bite  of  a lion. 
Local  drainage  was  instituted  but  the  septic  tem- 
perature continued  and  cellulitis  developed  about 
the  facial  wound.  A blood  transfusion  given  on 
the  fourteenth  hospital  day  appeared  to  have  lit- 
tle effect  on  the  general  condition  or  temperature. 
On  the  sixteenth  hospital  day  when  the  tempera- 
ture had  risen  to  104.4  degrees,  20  cc.  of  scarlet 
fever  convalescent  serum  was  given  intra-muscu- 
larly  and  repeated  two  days  later.  However, 
within  twenty  hours  of  the  initial  dose  of  serum 
the  temperature  dropped  to  normal  and  remained 
down.  The  blood  culture  became  negative,  and 
the  laceration  of  the  face  healed  promptly.  Eleven 
days  from  the  time  of  the  first  dose  of  convales- 
cent serum  the  patient  was  discharged  from  the 
hospital  clinically  well.  Those  who  observed  the 
case  felt  that  the  serum  effected  the  cure. 

When  treating  these  severe  diverse  streptococ- 
cic infections  it  is  extremely  important  to  give  a 
large  initial  dose  of  serum  and  to  repeat  the  in- 
jection as  often  as  it  appears  neces.sary ; that  is 
to  say.  adequate  consideration  must  be  given  to 
the  type  of  case  with  which  one  is  dealing  if  the 
best  therapeutic  results  are  to  be  obtained. 
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CHIOKEN  POX 

Although  convalescent  serum  finds  its  greatest 
use  in  measles  and  scarlet  fever  its  employment 
in  other  diseases  deserves  consideration. 

Since  chicken  pox  is  usually  a mild  disease  pre- 
ventive measures  will  never  be  greatly  in  de- 
mand. However,  there  are  circumstances  in  which 
protection  against  chicken  pox  is  desirable ; for 
e.xample.  in  non-immune  adult  males  who  are 
wage  earners,  in  susceptible  individuals  who  are 
debilitated  from  any  cause,  and  in  the  control  of 
outbreaks  of  the  disease  in  hospitals  and  other 
institutions. 

Apparently  Blackfan,  Peterson  and  Conroy  in 
1923  introduced  the  use  of  convalescent  serum  for 
the  prevention  of  chicken  pox.  The  majority  of 
reports  which  have  followed  appear  to  justify  its 
continued  use. 

The  actual  protective  power  of  convalescent 
serum  against  chicken  pox  apparently  varies  con- 
siderably depending  upon  the  period  of  convales- 
cence in  which  blood  is  secured  from  the  donor. 
Gordon  and  Header  found  that  a high  degree  of 
protection  (approximately  91%)  is  conferred 
when  blood  is  obtained  within  one  month  of  the 
appearance  of  the  eruption,  but  that  after  five 
months  it  affords  protection  in  only  a third  of  the 
immunized  susceptibles. 

The  serum  should  be  given  in  adequate  dosage, 
10  to  20  cc.  according  to  age,  within  three  days 
following  exposure. 

MUMPS 

As  in  chicken  pox,  mumps  in  children  is  usu- 
ally a mild  infection  ; therefore  the  necessity  for 
its  prevention  is  essentially  limited  to  adult  males 
and  boys  past  the  age  of  puberty  in  whom  orchitis 
is  not  an  infrequent  complication,  and  to  the  con- 
trol of  epidemics  in  institutions.  Mumps  is  diffi- 
cult to  control  among  any  large  group  of  suscep- 
tible persons  with  the  ordinar)'  methods  of  hy- 
giene and  isolation,  because  its  long  incubation 
period  favors  the  appearance  of  isolated  cases  for 
many  months.  Although  the  number  of  reports 
in  the  literature  is  small,  attempts  to  control  epi- 
demics with  convalescent  serum  have  met  with 
gratifying  results.  In  most  instances  convales- 
cent serum  confers  complete  passive  immunity  on 
exposed  susceptible  individuals  if  administered  in 
adequate  dosage,  5 to  10  cc.  according  to  age, 
before  the  seventh  day  of  exposure.  It  is  also 
believed  that  serum  given  after  the  onset  of  symp- 
toms lowers  the  incidence  of  orchitis.  Dosages 
of  10  to  40  cc.  have  been  recommended  for  thera- 
peutic purposes. 

WHOOPIXG  COUGH 

Whooping  cough  is  a prevalent  and  very  dan- 


gerous disease  being  responsible  for  more  deaths 
in  infancy  and  early  childhood  than  any  other 
acute  contagious  disease.  Wdthin  recent  years  a 
great  deal  of  attention  has  been  directed  toward 
its  control.  Passive  immunization  with  convales- 
cent serum  was  introduced  by  the  French  several 
years  ago,  and  most  of  the  subsequent  reports  are 
to  be  found  in  the  French  literature.  In  this 
country,  however,  interest  in  active  immunization 
by  means  of  vaccines  has  almost  completely  over- 
shadowed any  consideration  which  might  other- 
wise have  been  accorded  to  passive  immunization. 
Inasmuch  as  wholesale  immunization  with  whoop- 
ing cough  vaccine  cannot  be  advocated  at  the  pres- 
ent time,  convalescent  serum  may  prove  to  be  a 
useful  adjunct  to  our  methods  of  control. 

Bradford  reviewed  the  literature  on  the  use  of 
convalescent  serum  and  adult  blood  in  whooping 
cough  : and  he  stated  that  from  evidence  obtained 
from  the  observation  of  treated  patients  exposed 
in  the  family  along  with  suitable  controls,  and 
from  a survey  of  the  literature  to  date,  it  seems 
probable  that  immune  blood  is  effective  in  the 
prevention  and  modification  of  whooping  cough 
if  given  before  the  catarrhal  symptoms  appear. 
If  given  after  the  disease  is  established  favorable 
results  are  less  apparent. 

In  a recent  article  on  the  prophylaxis  of  whoop- 
ing cough,  iMeader  reports  the  results  of  a study 
which  embodied  suitable  control  children.  He 
found  that  72%  of  those  treated  with  10  cc.  of 
convalescent  whooping  cough  serum  were  pro- 
tected from  the  disease.  Furthermore,  he  states 
that  if  the  physician  can  give  10  to  15  cc.  of 
lX)oled  whooping  cough  serum  to  children  who 
have  been  exposed  not  more  than  six  or  seven 
days,  about  three-quarters  of  the  children  who 
otherwise  would  acquire  the  disease  will  be  pro- 
tected. 

Leslie  and  Petot  used  convalescent  blood  as  a 
therapeutic  agent;  and  although  the  injections 
failed  to  modify  the  number  or  intensity  of  par- 
oxysms they  showed  a marked  effect  in  control- 
ling the  associated  pneumonia. 

POLIOMYELITIS 

Opinions  are  conflicting  with  regard  to  the 
value  of  convalescent  serum  in  the  treatment  of 
poliomyelitis.  Both  convalescent  serum  and  nor- 
mal serum  have  been  used  during  epidemics.  Some 
deny  that  any  benefit  is  derived  from  their  use. 
]\Iany  other  skilled  observers  have  watched  pa- 
tients closely  following  the  administration  of 
serum  and  have  noted  clinical  evidence  of  arrest 
of  the  disease,  especially  in  its  acute  manifesta- 
tions. In  many  cases  the  prompt  improvement 
in  the  general  condition  of  the  patient  was  so  evi- 
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dent  that  the  influence  of  serum  was  almost  un- 
questionable in  the  mind  of  the  physician. 

For  the  most  part  the  protective  value  of  the 
serum  which  has  been  employed  in  therapy  has 
been  quite  unknown.  In  previous  epidemics  all 
types  of  individuals  from  normal  persons  to  old 
paralytic  cases  have  been  used  as  sources  of  serum 
for  the  treatment  of  poliomyelitis  cases.  Had  it 
been  possible  to  run  antiviral  tests  on  each  of 
these  sera  a tremendous  variation  in  antibody 
content  would  doubtless  have  been  encountered. 
Until  recently  the  paralytic  case  has  been  looked 
upon  and  sought  after  as  a very  desirable  donor, 
but  from  a preliminary  report  by  Jensen  of  work 
now  in  progress  in  Denmark  the  question  is 
raised  as  to  whether  it  is  ever  justifiable  to  select 
donors  who  have  crippling  evidence  of  the  dis- 
ease. In  the  report  just  referred  to,  samples  of 
pooled  sera  from  three  different  groups  of  con- 
valescents, that  is.  paralytic  cases,  non-paralytic 
cases,  and  abortive  cases,  were  titrated  for  their 
protective  value  in  monkeys  with  the  following 
interesting  results : Serum  from  paralytic  cases 
contained  approximately  1,000  to  2,000  protective 
doses  per  cc.,  and  serum  from  non-paralytic  cases 
contained  approximately  80,000  protective  doses 
per  cc. ; but  serum  from  abortive  cases  attained 
the  astonishingly  high  figure  of  approximately 
150,000  protective  doses  per  cc.  From  these  re- 
sults then  it  appears  that  because  of  the  greater 
neutralizing  power  of  his  serum  the  abortive  case 
is  the  preferable  donor.  If  so,  the  difficulty  of 
obtaining  a sufficient  quantity  of  serum  for  use 
in  epidemics  should  be  lessened,  since  the  abortive 
cases  far  outnumber  the  openly  frank  cases.  Nor- 
mal adult  serum  also  frequently  shows  a high 
content  of  antiviral  principles  which  in  the  light 
of  the  above  findings  may  indicate  a previously 
unrecognized  attack  of  abortive  poliomyelitis. 

Therefore,  if  in  the  future  only  carefully  pooled 
serum  with  a high  neutralizing  value  is  used  in 
sufficient  dosage  ( 100  cc.  or  more)  the  therapeu- 
tic responses  may  be  definite  enough  to  afford  an 
answer  to  the  now  debated  question  “Is  convales- 
cent serum  of  value  in  the  treatment  of  poliomye- 
litis?” 

SUMMARY 

In  summary,  it  may  be  stated  that  the  use  of 
convalescent  serum  should  be  more  generally 
adopted  for  the  protection  of  susceptible  indi- 
viduals, young  children  particularly,  who  have 
undergone  exposure  to  measles,  scarlet  fever,  or 
whooping  cough.  In  selected  instances  it  is  in- 
dicated for  the  prevention  of  chicken  pox,  mumps, 
and  poliomyelitis. 

In  our  opinion,  there  is  no  therapeutic  agent 


which  is  superior  to  scarlet  fever  convalescent 
serum  for  the  treatment  of  scarlet  fever ; and 
furthermore,  it  is  also  of  benefit  in  other  Beta 
hemolytic  streptococcic  infections  of  diverse  ori- 
gin. The  value  of  convalescent  serum  in  the 
treatment  of  the  other  acute  contagious  diseases 
is  less  well  established  but  there  is  enough  favor- 
able evidence,  especially  in  poliomyelitis  and  to  a 
less  extent  in  measles,  mumps,  and  whooping 
cough  to  warrant  its  further  therapeutic  trial  in 
these  conditions. 

The  secret  of  any  serum  therapy  is  the  early 
administration  of  serum  in  adequate  dosage.  It 
should  be  stressed  that  error  should  always  be 
made  on  the  side  of  overdosage  rather  than  un- 
derdosage. In  order  to  insure  a highly  potent 
serum,  only  pooled  serum  prepared  from  blood 
which  has  been  obtained  from  donors  within  re- 
stricted limits  of  convalescence  should  be  used. 

In  severe  cases  serum  should  be  given,  in  part 
at  least,  by  the  intravenous  route,  and  it  should 
be  repeated  within  twelve  to  twenty-four  hours 
if  improvement  does  not  occur.  One  of  the  ad- 
vantages of  convalescent  human  serum  above 
commercial  antitoxins  or  globulin  extracts  is  the 
fact  that  its  administration,  either  intramuscularly 
or  intravenously,  is  unaccompanied  by  any  unde- 
sirable serum  reactions  whatsever ; moreover,  it 
spares  the  recipient  the  hazard  of  sensitization  to 
horse  serum. 

(Bibliography  in  Reprint.s). 

ACUTE  HEMATOGENOUS  OSTEOMYE- 
LITIS : ANALYSIS  OF  SEVENTY- 
FIVE  CASES 

Robert  Crawford  Robertson,  Chattanooga, 
Tenn.  {Journal  A.  M.  A.,  Oct.  10,  1936),  states 
that  in  children  under  2 years  of  age  the  clinical 
course  of  the  disease  varies  widely  from  that  of 
adults.  The  American  Negro  appears  to  be  rela- 
tively immune  to  the  disease  in  this  section.  Acute 
hematogenous  osteomyelitis  must  be  considered 
when  pyrexia  and  localized  pain  on  bone  pressure 
coexist  in  the  absence  of  an  obvious  cause.  The 
majority  of  the  best  results  were  obtained  by 
drainage  of  the  bone  within  one  week  following 
the  onset.  The  mortality  rate  was  also  highest 
in  cases  in  which  drainage  was  instituted  within 
this  period.  The  pathologic  changes  present, 
while  usually  directly  proportionate  to  the  dura- 
tion of  the  symptoms,  are  influenced  by  many 
other  factors.  Acute,  pyogenic,  suppurative 
arthritis  should  be  considered  to  be  osteomyelitis 
of  an  adjacent  bone  until  proved  otherwise.  Clin- 
ically, joints  are  more  resistant  to  infection  than 
bone  and  apparently  possess  marked  bactericidal 
properties. 


THE  DIFFERENTIAL  DIAGNOSIS  OF  THE  ANEMIAS  IN 
INFANTS  AND  CHILDREN* 
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The  general  outline  of  this  paper  is  to  lay  down 
certain  rules  by  which,  as  early  as  possible,  a dif- 
ferentiation can  be  made  between  the  more  severe 
anemic  conditions  with  a serious  prognosis  and 
the  benign  states  which  may  respond  to  proper 
treatment. 

The  anemias  of  infancy  and  childhood  can  be 
roughly  divided  into  six  groups. 

The  anemias  occurring-  in  the  newborn  period 
are  fairly  separate  and  distinct  and  present  few 
problems  in  diagnosis.  By  far  the  largest  and 
most  important  group  is  the  secondary  or  symp- 
tomatic anemias  while  the  hemolytic  type  is  rela- 
tively uncommon.  The  aplastic  anemiasf  form  a 
fourth  group  and  those  associated  with  the  lipoid 
diseases  make  up  still  another.  The  anemias  as- 
sociated with  hyperplasia  of  the  bone  marrow  and 
lymphatic  system  such  as  the  leukemias  and  al- 
lied conditions  present  perhaps  the  most  puzzling 
diagnostic  problems. 

The  first  step  in  diagnosis  is  to  establish  the 
presence  of  anemia  by  a red  cell  count  and  accur- 
ate hemoglobin  determination. 

Then  it  is  of  value  to  determine  the  rate  of  red 
cell  formation.  This  can  be  done  with  some  ac- 
curacy by  a reticulocyte  count,  an  estimation  of 
the  number  of  nucleated  red  cells,  and  an  estima- 
tion of  the  amount  of  polychromatophilia  and 
basic  stippling. 

All  four  types  of  cells  probably  represent 
younger  forms  of  erythrocytes,  the  normoblast 
being  the  most  immature,  the  others  representing 
various  degrees  of  maturity  or  perhaps  only  a 
variation  in  reaction  to  types  of  staining.  Nor- 
moblasts are  never  normally  present  in  the  blood 
stream  except  in  the  new  born,  reticulocytes  vary 
in  the  child  from  one  to  four  per  cent  and  baso- 
philic stippling  and  polychromatophilia  only  in 
very  occasional  cells.  As  a rule  all  of  these  forms 
are  increased  in  the  presence  of  an  anemia,  evi- 
dence of  the  bone  marrow’s  increased  activity  to 
compensate  for  the  anemia  by  producing  immature 
forms  in  the  blood  stream.  This  is  indicative 
of  a hyperplastic  type  of  anemia.  A decrease 
in  these  forms  in  the  presence  of  anemia  is  evi- 
dence of  bone  marrow  inhibition,  a hypoplastic 
or  aplastic  anemia.  Perhaps  an  exception  to  this 
occurs  in  lead  poisoning  where  the  basophilic 
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stippling  probably  represents  a different  process 
in  the  production  of  stippled  cells,  which  can  not, 
morphologically,  be  demonstrated. 

The  rate  of  red  cell  destruction  becomes  im- 
portant in  certain  types  of  anemia.  This  may  be 
measured  by  the  icterus  index  and  by  the  estima- 
tion of  urobilin  in  the  urine.  As  these  pigments 
are  formed  by  the  breaking  down  of  hemoglobin 
they  are  in  some  degree  a measure  of  red  cell 
destruction. 

The  van  den  Bergh  test  serves  to  differenti- 
ate between  icterus  due  to  other  causes  and  that 
due  to  hemolysis,  a high  indirect  vap  den  Bergh 
indicating  hemolytic  origin. 

The  icterus  index  is  usually  low  in  secondary 
anemias,  high  in  pernicious  anemia  and  highest 
in  the  hemolytic  group. 

With  icterus  the  presence  of  an  increase  in 
urobilin  in  the  urine  is  indicative  of  hemolytic 
origin  of  the  icterus. 

The  color  index,  expressing  the  hemoglobin 
content  of  a single  cell  relative  to  normal,  is  of 
some  value  in  determining  the  type  of  anemia. 
This  is  low  or  hypochromic  in  most  secondary 
anemias  and  high  in  the  Addisonian  type. 

The  volume  index  expresses  the  volume  of  a 
single  cell  relative  to  normal.  Again  the  average 
is  one  and  here  also  a secondary  anemia  usually 
shows  a value  less  than  one  (microcytic)  while 
the  Addisonian  type  has  a value  above  one  (mac- 
rocytic ) . 

The  saturation  index,  though  perhaps  of  less 
value,  expresses  the  mean  corpuscular  hemoglobin 
concentration  relative  to  normal.  A low  satura- 
tion index  is  usually  indicative  of  a secondary 
anemia  almost  always  due  to  chronic  hemorrhage. 

The  anemias  of  the  newborn  period  constitute 
a special  group.  They  consist  of  the  secondary 
anemias  following  hemorrhage  and  infections, 
erythroblastosis  fetalis,  and  congenital  anemia. 

Erythroblastosis  fetalis  is  a striking  picture 
without  difficulty  in  diagnosis.  It  is  essentially 
a disease  of  the  first  few  weeks  of  life.  Its  as- 
sociation with  icterus  gravis  and  universal  edema 
is  common^^k  The  occurrence  of  many  erythro- 
blasts  both  large  and  small  in  the  blood  is  typical. 
Of  considerable  significance  is  the  frequently 
seen  precursor  of  yellow  amniotic  fluid  which 
stains  the  vernix  caseosa.  It  responds  readily  to 
transfusions  and  many  cases  recover  spontaneous- 
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ly.  Hiienekins^->  emphasizes  the  fact  that  this 
picture  can  occur  with  a comparatively  few  nu- 
cleated red  cells  in  the  blood. 

Congenital  anemia  occurs  at  about  the  same 
age.  It  also  is  striking  and  presents  a picture 
comparatively  easy  of  diagnosis^^h  It  is  not  as- 
sociated with  severe  jaundice  or  edema.  Like 
erythroblastosis  fetalis  it  is  hyperchromic  and 
macrocvtic  but  nucleated  red  cells  are  not  promi- 
nent in  the  blood  picture. 

Difficulties  in  diagnosis  rest  on  the  fact  that 
infections  such  as  congenital  syphilis  may  pro- 
duce a somewhat  similar  picture.  However  such 
infections  present  other  symptoms  and  signs 
which  should  readily  rule  them  out. 

The  secondarv  anemias  are  almost  invariably 
of  the  hypochromic,  microcytic  type,  and  in  gen- 
eral depend  on  three  types  of  causes,  hemor- 
rhage. deficient  formation,  and  toxic  or  infectious 
I factors.  The  first  can  be  dismissed  as  far  as 
differential  diagnosis  is  concerned  as  obvious  in 
cause. 

The  origin  of  poor  blood  cell  formation  is 
varied.  The  so-called  physiological  anemia  which 
occurs  in  the  majority  of  infants  and  occurs  in 
spite  of  iron  therapy  is  apparently  due  to  the 
very  rapid  growth  with  increase  in  blood  volume, 
perhaps  with  some  insufficiency  of  iron  supply. 
That  is.  there  is  an  imbalance  between  the  needs 
of  the  growing  infant  and  the  ability  of  the 
hematopoietic  system  to  keep  pace  with  those 
needs.  The  anemia  of  prematurity  as  that  of  the 
“debilitated"  baby  depends  largely  on  the  same 
factors  which  are  more  pronounced  because  of  a 
poorly  developed  hematopoietic  system. 

The  nutritional  anemia  of  infancy  is  usually  an 
iron  deficiency  anemia^^h  This  is  essentially  due 
to  improper  feeding  (plus  the  factors  mentioned 
above  i in  that  an  inadequate  supply  of  iron  is 
given.  Prolongation  of  nursing  or  artificial 
feeding  on  milk  alone  is  one  of  the  most  common 
cause'. 

Infection  remains  the  most  common  cause  of 
anemia  in  infants  and  children.  Inhibition  of 
bone  marrow  function  or  increase  in  red  blood 
cell  destruction  or  both  may  be  the  mechanism 
involved.  It  is  in  this  group  that  the  greatest 
difficulty  in  diagnosis  arises  because  of  the  ex- 
treme. not  to  sa\-  bizarre,  reactions  of  the  hemato- 
poietic system  in  infancy.  This  is  undoubtedly 
the  answer  to  the  etiology  of  a certain  proportion 
of  cases  which  are  put  under  the  heading  of  von 
Jaksch’s  anemia.  The  diagnosis  of  such  an 
anemia  rests  fundamentally  on  the  recognition  of 
the  infectious  cause.  Final  corroboration  is 


made  by  removal  of  the  cause  with  resultant 
prompt  and  marked  relief. 

The  constitutional  hemolytic  anemias  of  chil- 
dren. hemolytic  jaundice,  sickle  cell  anemia,  and 
erythroblastic  anemia,  according  to  Cooly^^P  be- 
long in  a common  group.  They  have  a racial, 
hereditary  and  familial  incidence.  They  are  all 
hemolytic  in  that  excessive  destruction  of  erythro- 
cytes is  important  in  all  three  although  the  type 
of  hemolysis  is  not  the  same  in  all. 

Hemolytic  jaundice  is  a comparatively  mild 
disease.  It  is  associated  with  an  enlarged  spleen 
and  there  are  many  reticulocytes  and  normo- 
blasts in  the  blood  stream.  There  is  urobilin  in 
the  urine  and  a high  icteric  index  with  a positive 
indirect  van  den  Bergh  reaction.  A point  of 
great  diagnostic  importance  is  the  low  resistance 
of  the  red  cells  to  hemolysis  by  hypotonic  salt 
solution.  Removal  of  the  spleen  is  of  decided 
benefit  as  hemolysis  apparently  takes  place  large- 
ly there. 

Sickle  cell  anemia  is  peculiar  in  that  it  occurs 
almost  exclusively  in  negroes.  The  pointed  tips 
of  the  red  cells  especially  in  moist  preparations 
and  the  increase  in  sickling  with  increased  carbon 
dioxide  tension  are  characteristic  and  pathogno- 
monic. The  red  cells  here  have  an  increased  re- 
sistance to  hypotonic  salt  solution. 

Erythroblastic  anemia  apparently  is  confined 
to  the  ^Mediterranean  races It  has  a familial 
incidence,  and  insidious  onset  and  is  accompanied 
by  enlargement  of  the  spleen.  There  occurs  a 
peculiar  mongoloid  facies  with  rarefaction  in  the 
long  and  flat  bones.  It  shows  a positive  indirect 
van  den  Bergh.  urobilin  in  the  urine,  an  in- 
creased icteric  index  and  a color  index  greater 
than  one.  The  red  cells  have  an  increased  re- 
sistance to  hypotonic  salt  solution.  The  number 
of  normoblasts  and  reticulocytes  are  only  moder- 
ately increased. 

The  acute  hemolytic  anemia  of  Ledere  is  an 
acute  rapidly  progressing  anemia  accompanied  by 
enlarged  liver  and  spleen  with  a considerable  in- 
crease in  leukocytes.  It  is  characterized  by  hemo- 
lytic crises  with  rapid  destruction  of  red  cells 
( from  four  million  to  less  than  one  million  in  less 
than  twenty-four  hours).  During  such  a crisis 
hemoglobinuria  occurs.  It  most  commonly  oc- 
curs in  children  and  its  etiology  is  unknown. 

True  aplastic  anemia  presents  so  characteristic 
a blood  picture  that  no  error  in  diagnosis  should 
be  made^'^h  Confirmation  by  examination  of  the 
bone  marrow  should  always  be  made.  ^ 

Characteristically,  there  is  almost  complete  ab- 
.sense  of  evidence  of  regeneration  of  either  red 
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cells,  white  cells,  or  platelets.  The  red  cell  count 
reaches  the  lowest  of  any  of  the  anemias,  reticulo- 
cytes. and  nucleated  red  cells  are  rarely  seen  and 
basophilic  stippling  and  polychromatophilia  is  al- 
most entirely  absent.  The  white  cell  count  com- 
pares to  that  of  agranulocytosis,  but  the  gran- 
ulocytes are  never  entirely  absent  averaging  about 
ten  per  cent.  The  platelet  count  is  always  reduced 
and  hemorrhages  occur  with  the  thrombocytopenia 
but  it  is  distinguished  from  purpura  by  its  very 
low  white  cell  count.  It  may  be  confused  with 
the  aleukemic  phase  of  leukemia,  but  stem  cells 
are  always  present  in  leukemia  and  young  forms 
almost  never  a])pear  in  aplastic  anemia. 

Hypoplasia  of  similar  type  but  milder  degree 
occurs  in  benzol  and  arsenic  poisoning,  sepsis, 
exposure  to  .x-ray,  and  very  mildly  in  chronic  dis- 
ease and  starvation. 

The  lipoidoses  are  primarily  reticuloendothelial 
diseases  with  the  metabolism  of  the  lipoids  pri- 
marily concerned.  Enlargement  of  the  spleen  is 
a typical  symptom.  The  group  presents  the  pic- 
ture of  secondary  anemia  with  some  variations 
of  diagnostic  value. 

Niemann- Pick's  disease  shows  such  a picture 
with  the  addition  of  a mild  leukocytosis.  Schul- 
ler Christion's  disease  is  apt  to  show  a more  pro- 
found anemia  hut  there  are  no  diagnostic  find- 
ings in  the  blood.  Gaucher’s  disease  shows  a 
moderate  anemia  with  a definite  leukopenia  and 
thrombocytopenia.  The  differential  diagnosis  of 
these  three  conditions  rests  on  examination  of 
splenic  or  marrow  tissue  with  the  finding  of 
typical  foam  cells  in  Niemann-Pick's  disease  and 
the  Gaucher  cell  in  Gaucher's  disease.  Schuller 
Christion’s  disease  is  more  often  diagnosed  by  the 
typical  polyuria  and  the  characteristic  bone 
changes,  particularly  in  the  skull. 

Hanti's  disease,  while  not  related  to  the  lipoid 
disorders,  presents  a somewhat  similar  clinical 
appearance.  Diagnosis  consists  of  the  exclusion 
of  the  other  conditions  associated  with  splenome- 
galy, the  only  diagnostic  features  of  the  blood  be- 
ing a moderate  to  severe  anemia  with  a definite 
and  sometimes  marked  leukopenia. 

The  leukemias,  which  have  been  known  to  oc- 
cur at  birth,  are  rare  in  infancy  but  fairly  com- 
mon in  older  children. 

Acute  lymphatic,  or  lymphoblastic,  leukemia 
presents  a blood  picture  similar  to  that  of  adults 
except  for  a tendency  to  exhibit  higher  counts 
even  above  one  million  white  cells  per  cubic  milli- 
meter. There  is  apt  to  be  a fairly  large  percent- 
age of  lymphocytes  approaching  the  mature  nor- 
mal type  in  appearance.  In  this  they  somewhat 


resemble  the  cells  seen  in  chronic  lymphocytic 
leukemia  of  adults,  a condition  apparently  never 
seen  in  children.  The  course  is  rapidly  progres- 
sive, death  usually  occurring  within  si.x  months, 
while  the  anemia  is  rapid  in  development  and 
very  intense.  Aleukemic  periods  are  common, 
but  even  in  these  periods,  many  cells  that  are 
definitely  lymphoblastic  in  character  persist  in  the 
circulation.  Usually  the  lymphocytic  type  of  cell 
makes  up  from  ninety  to  ninety-nine  per  cent  of 
the  total  white  cells.  A differential  diagnosis 
from  the  myeloblastic  type  is  not  always  success- 
ful because  the  early  myeloblastic  cells  do  not 
always  show  the  characteristic  oxidase  granules. 
However,  there  seems  little  value  in  differentiat- 
ing between  these  two  states  as  long  as  there  is 
no  type  specific  treatment  of  value. 

Acute  myeloblastic  leukemia  presents  a much 
more  difficult  problem  in  diagnosis.  Cases  of  in- 
fection occur  with  a marked  leukocytosis  often 
amounting  to  one  hundred  thousand  with  as  high 
as  thirty  myelocytes  and  up  to  ten  per  cent  myelo- 
Idasts.  Such  conditions  can  not  be  identified  by 
the  blood  picture  alone  and  differential  diagnosis 
depends  on  the  course  of  the  disease  and  other 
factors  in  the  clinical  picture.  Not  infrequently 
the  pathologist  must  provide  the  diagnosis  and 
there  are  times  when  even  he  is  unable  to  find  a 
definite  picture  upon  which  to  base  his  conclu- 
sions. 

Chronic  myelocytic  leukemia  in  children  pre- 
sents a picture  that  does  not  differ  from  that 
of  the  adult.  The  enormous  increase  in  white 
cells,  most  of  which  are  granulocytes,  with  a pro- 
gressive anemia  showing  all  the  signs  of  active 
regeneration  is  typical.  Remissions  with  low 
counts  are  always  temporary.  Even  at  this  stage 
the  diagnosis  can  be  made  as  there  is  always  an 
actual  and  generally  a relative  increase  in  eosino- 
philic cells,  the  opposite  being  true  in  infectious 
conditions.  IMyelocytes  are  always  present  and 
can  readily  be  demonstrated  by  the  oxydase  stain. 
In  this  type  the  fatal  termination  may  be  delayed 
for  as  long  as  three  to  four  years. 

Pseudoleukemic  anemia  of  infancy  (von 
Jaksch’s  anemia)  is  a symptom  complex  which 
includes  a group  of  disorders  as  yet  unclassified. 
The  condition  occurs  between  the  ages  of  six 
months  and  three  years.  Clinically  it  presents 
a picture  of  enlarged  spleen,  enlarged  liver  and 
variable  enlargement  of  the  lymph  glands.  White 
cells  number  fifteen  to  fifty  thousand  with  no  re- 
lation to  the  degree  of  anemia.  All  early  forms 
of  white  cells  occur  in  varying  numbers.  The 
mortality  in  von  Jaksch’s  anemia  is  about  twenty- 
five  per  cent.  Many  times  this  is  the  only  cri- 
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terion  upon  which  a diag^nosis  can  be  based  and 
in  this  group  the  pathologist  frequently  must  be 
called  upon  for  an  opinion. 

About  all  that  one  can  hope  to  express  in  such 
a general  review  is  that  with  a detailed  and  care- 
ful study  most  of  the  anemias  of  childhood  can 
be  diagnosed  accurately  rather  early  in  their 
course  but  that  a few  remain  which  in  the  pres- 
ent state  of  our  knowledge  will  continue  to  pre- 
sent a most  baffling  picture. 

(Bibliography  in  Reprints). 

REPORT  OX  MANDELIC  ACID 

According  to  William  E.  Braasch,  Rochester, 
Minn.  {Journal  A.  M.  A.,  March  27,  1937),  con- 
siderable experience  with  mandelic  acid  has 
brought  out  the  following  data:  1.  Mandelic 
therapy  will  be  found  bactericidal  in  fully  80  per 
cent  of  cases  of  uncomplicated  urinary  infection. 
2.  Organisms  which  have  responded  to  the  treat- 
ment include  Echerichia  coli,  Aerobacter  aero- 
genes  and,  in  addition,  members  of  the  genera 
Proteus,  Pseudomonas,  Alcaligenes,  Salmonella 
and  Shigella.  Helmholz  and  Osterberg  found 
that  Aerobacter  aerogenes  and  Pseudomonas  were 
more  resistant  than  the  other  bacilli.  Cocci  are 
usually  affected  to  a lesser  degree  by  the  admin- 
istration of  mandelic  acid  to  adults.  Helmholz, 
however,  reported  that  it  is  efficacious  when  ad- 
ministered to  some  children.  Streptococcus  fae- 
calis  will,  however,  respond  almost  as  well  as 
bacilli.  In  some  cases  elimination  of  cocci  has 
been  accomplished  by  mandelic  therapy  following 
several  intravenous  injections  of  neoarsphena- 
mine,  or  vice  versa.  3.  Cases  frequently  are  ob- 
served in  which  mandelic  therapy  will  produce 
considerable  reduction  in  the  degree  of  infection 
and  improvement  in  symptoms,  even  though  the 
bacteria  are  not  completely  eliminated  from  the 
urine.  4.  As  a preliminary  to  instrumentation  or 
surgical  treatment  of  the  urinary  tract,  the  drug 
is  frequently  of  value  even  though  the  elimina- 
tion of  the  infection  is  not  accomplished.  The  fol- 
lowing principles  are  essential  to  its  successful 
administration:  1.  The  amount  of  fluid  ingested 
in  twenty-four  hours  must  be  limited  to  1,200  cc. 
or  less.  2.  The  />h  of  the  urine  must  be  observed 
daily  and  maintained  at  a level  of  5.5  or  less. 
When  these  precautions  are  observed,  the  urine 
usually  becomes  bactericidal  in  the  course  of  two 
or  three  days,  and  bacterial  elimination  usually 
occurs  within  six  or  seven  days.  It  is  seldom 
necessary  to  continue  the  therapy  longer  than 
from  twelve  to  fourteen  days.  The  dosage  for 
adults  is  12  Gm.  of  mandelic  acid  administered 
daily.  It  is  insually  given  in  four  divided  doses 
during  the  day,  before  or  after  meals  and  at  bed- 


time. Its  use  is  contraindicated  when  there  is 
evidence  of  renal  insufficiency  because  of  the 
possibility  of  causing  renal  irritation  and  since  it 
is  usually  not  excreted  in  sufficient  concentration 
to  be  bactericidal. 


FRACTURE  OF  NECK  OF  FEMUR:  EVAL- 
UATION OF  VARIOUS  METHODS 
ADVANCED  FOR  TREATMENT 
Paul  B.  Magnuson,  Chicago,  (Journal  A.  M. 
A.,  Oct.  31,  193G),  believes  that  roentgen  evi- 
dence of  reduction  in  fracture  of  the  neck  of  the 
femur  can  often  be  misleading  if  the  roentgeno- 
gram is  taken  only  at  two  angles ; therefore, 
roentgenograms  at  a number  of  angles  should 
constitute  a routine  both  before  and  after  reduc- 
tion. If  there  is  any  considerable  obliquity  of 
the  fracture  line,  visual  reduction  is  preferable, 
with  fixation  applied  while  the  fracture  is  in 
view.  There  should  be  a classification  of  frac- 
ture of  the  surgical  neck  as  to  the  line  and  plane 
of  the  fracture;  in  addition  to  this,  a classifica- 
tion of  the  fracture  as  to  the  amount  of  displace- 
ment occurring  immediately  after  the  injury  in 
order  to  determine  whether  certain  lines  and 
planes  of  fracture  interfere  with  the  circulation 
more  than  certain  other  lines  and  planes  of  frac- 
ture. The  amount  of  displacement  would  indicate 
the  amount  of  tearing  of  the  visceral  capsule  that 
might  be  present,  thereby  indicating  whether  this 
factor  should  be  taken  into  consideration  in  mak- 
ing a prognosis.  The  patient’s  physical  condition, 
age  and  weight  should  be  considered  before  any 
method  of  treatment  is  decided  on,  and,  whatever 
method  is  used,  anatomic  reduction  should  obtain 
and  the  method  applied  that  will  maintain  the 
fracture  in  this  position  while  healing.  Of  the 
closed  methods,  W'hitman,  Leadbetter-W'hitman, 
and  well  leg  traction  have  their  place  in  the  field 
of  treatment  of  fracture  of  the  neck  of  the  femur, 
but  from  present  information,  mechanical  fixa- 
tion with  three-flange  nails,  steel  pins  or  bone 
grafts  offer  greater  comfort  to  the  patient,  great- 
er chance  of  bony  union,  easier  nursing,  and  less 
disability  following  union  so  far  as  the  joints  of 
the  leg  are  concerned,  than  any  of  the  closed 
methods.  Regardless  of  what  method  is  used  for 
maintaining  position,  close  bony  contact,  anatomic 
aposition  and  absolute  fixation  are  the  three 
prime  factors  in  securing  better  results  in  frac- 
tures of  the  neck  of  the  femur. 


Ethnologist  says  .American  Indians  practiced 
trephining,  or  brain  surgery,  thousands  of  years 
ago.  They  were  better  known,  though,  for  their 
scalp  treatments. — Arkansas  Gazette. 
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BLACK  WIDOW  SPIDER  BITES 

The  Black  \Mdow  spider  ( Lactrodectus  Mac- 
tans  ) first  observed  in  the  Los  Angeles  area  sev- 
eral years  ago,  seems  to  be  fairly  well  distributed 
all  over  the  United  States.  ' A number  of  cases 
of  Black  Widow  spider  bites  were  reported  in 
Nebraska  last  year  and  numerous  specimens  of 
the  insect  were  observed  by  others.  Surrounding 
states  give  similar  reports  and  it  has  been  ob- 
served in  the  middle,  Xew  England  and  southern 
states. 

The  insect  is  identified  by  its  color  and  by  the 
presence  on  its  abdomen  of  a bright  red  usually 
rounded  patch.  The  female  only  is  venomous 
and  it  alone  has  the  red  marking. 

The  Black  Widow  lives  in  dark  places  such 
as  out-door  privies,*  and  persons  are  often  bitten 
while  attending  to  calls  of  nature.  A man  or 
boy  may  be  bitten  on  the  scrotum  or  penis.  A 
short,  sharp,  stinging  sensation  is  felt  when 
bitten. 

After  one  to  two  hours  cramps  in  the  thighs 
and  across  the  abdomen  are  felt  and  soon  there- 
after the  pain  centers  in  the  abdomen  and  nausea 
and  vomiting  occur.  The  pain  in  the  thighs  be- 
comes more  intense  and  may  be  felt  in  the  calves 
of  the  legs  and  even  in  the  feet.  “Surgical  ab- 
domen" may  suggest  itself  to  the  physician. 
Rigidity  of  the  abdomen  is  characteristic  of  the 

♦The  writer  observed  a Black  Widow  spider  in  the  rain  gauge 
at  Madison,  Nebr. 


insect  bite,  so  are  cramps  of  the  muscles  of  the 
arms,  shoulders,  thighs,  calves  and  feet.  In  per- 
forating ulcer  and  other  acute  abdominal  condi- 
tions the  patient  lies  motionless  to  avoid  increas- 
ing the  pain,  while  the  patient  suffering  from 
spider  bite  is  restless  and  can  sit  up  and  moves 
often  seeking  a comfortable  position. 

The  treatment  consists  of ; First,  an  anodyne, 
morphine:  second,  intravenous  solution  of  mag- 
nesium sulphate ; third,  anodynes  or  hypnotics 
for  restlessness ; fourth,  intravenous  glucose. 

Three  or  four  <lays  in  bed  at  home  or  hospital, 
usually  suffice  for  treatment  and  several  more 
days  for  complete  convalescense.  Fatalities  are 
rare. 


I'ERY  MUCH  EXAGGERATED 
A report  has  gained  some  circulation  among 
the  profession  to  the  effect  that  your  editor  is 
seriously  ill.  The  rumor  is  very  much  exaggerat- 
ed. 

The  editor  has  recently  returned  from  a five 
zveeks'  trip  to  and  through  the  Xortlnoest,  on 
zAiich  he  travelled  over  five  thousand  miles  by 
auto,  much  of  the  distance  over  mountain  roads 
and  came  home  physically  and  mentally  fit. 


A CA.MPAIGN  FOR  MEMBERS 

In  his  presidential  address,  delivered  at  the 
annual  session  in  Omaha,  Dr.  Roy  Fonts  stated 
that  one  of  his  objectives  for  the  year’s  activities 
will  be  a concerted  effort  to  increase  materially 
the  membership  of  the  Nebraska  State  iMedical 
Association.  That  this  is  a worthy  aim  is  ap- 
parent to  ever}-  physician  appreciative  of  the  im- 
portance of  medical  organization.  With  apolo- 
gies. we  repeat  the  exhortation  that  there  has 
never  been  a time  in  the  history  of  the  profession 
when  group  solidarity  and  uniformity  of  purpose 
were  as  vital  as  they  are  today.  For  aside  from 
protecting  ourselves  against  the  ambitions  of  the 
politician  ever  on  the  alert  to  the  practicability  of 
a sop,  and  the  vociferousness  of  the  reformer 
who  is  always  dissatisfied  with  achievements  of 
established  institutions  — aside  from  protecting 
ourselves  against  these  mosquito-like  pests,  the 
medical  association  has  a host  of  positive  func- 
tions to  perform. 

We  will  only  mention  three  cardinal  tasks  at 
this  time.  The  first  item  is  postgraduate  facili- 
ties for  rural  districts  where  physicians  for  local 
reasons  are  unable  to  take  time  off  for  postgrad- 
uate stud}-.  A plan  is  now  in  progress  which  con- 
templates widening  the  scope  of  the  refresher 
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courses  to  include  a greater  variety  of  subjects 
than  is  now  possible  under  the  Maternal  and  Child 
Health  Division  of  the  Social  Security  Act. 

Xe.xt  in  order  is  public  education  on  matters  of 
health.  The  word  "doctor"  means  teacher.  If 
we  are  to  live  up  to  our  time-honored  ideals,  much 
energy  and  effort  must  be  spent  in  spreading 
sound  knowledge  on  health  and  disease  among 
those  people  who  depend  upon  us  for  informa- 
tion and  guidance.  It  must  be  admitted  that  we 
have  been  lax  in  our  educational  attempts.  There 
is  undoubtedly  a reason  for  this  laxity,  but  the 
excuse  is  rather  difficult  to  find.  The  fact  is 
that  our  patients  are  willing  to  learn  and  it  is  up 
to  us  to  teach  them. 

As  a third  important  function,  we  must  suinnit 
an  enhanced  understanding  by  the  physician  of 
public  health  in  all  its  multiple  phases.  The  care 
of  the  individual  and  the  family  is,  and  will  re- 
main, the  duty  of  the  individual  doctor.  Health 
problems  of  a community  nature  should  be  rele- 
gated to  designated  authority,  the  personnel  of 
which  must  possess  proper  qualifications  to  cope 
with  the  given  situation.  The  State  Medical  As- 
sociation in  a coordinating  effort  with  the  State 
Health  Department  must  attempt  to  establish  a 
unified,  sympathetic  attitude  toward  public  health 
as  a respected  specialty.  It  must  be  made  clear 
to  the  rank  and  file  of  our  organization  that  public 
health  is  distinctly  not  state  medicine.  On  the 
contrary,  no  one  can  serve  the  individual  physi- 
cian and  his  patients  more  effectively  profession- 
ally and  economically  than  a well  qualified  public 
health  officer. 

To  make  this  program  effective,  it  is  highly 
desirable  that  every  physician  in  the  state,  who 
qualifies  for  membership,  join  his  respective  coun- 
ty medical  society.  We  shall  not  attempt  a psy- 
chological interpretation  of  the  professional  man 
who  does  not  appreciate  the  tangible  and  intangi- 
ble values  of  association  with  his  fellows.  Some 
fraternal  lodges  have  their  periodic  drives  for 
members,  in  which  the  doctors  “pitch  in,"  put 
their  shoulders  to  the  wheels,  address  “pep  meet- 
ings," etc.,  until  the  quota  is  attained.  High 
])ressure  methods  never  appealed  to  us  as  a means 
of  attaining  a goal.  The  fish  thus  netted  are 
seldom  worth  their  bait.  In  the  case  of  the  med- 
ical society  such  methods  are  neither  recom- 
mended nor  are  they  necessary.  Common  sense 
reasoning  will  make  the  physician  realize  that  if 
he  belongs  to  the  profession  he  must  share  the 
duties  and  participate  in  the  benefits  of  the  or- 
ganization behind  his  profession. 

— H.  M. 


OMAHA  MID-WEST  CLINICS 

The  fifth  annual  assembly  of  the  Omaha  Alid- 
West  Clinical  Society  will  be  held  in  Omaha,  Oc- 
tober 17-22,  with  headquarters  at  the  Hotel  Pax- 
ton. The  following  guest  speakers  have  been  an- 
nounced : Drs.  William  L.  Benedict,  Rochester, 
Minn ; Willis  D.  Catch,  Indianapolis ; Arthur 
Bruce  Gill,  Jacob  P.  Schaeffer  and  Edward  A. 
Schumann,  Philadelphia ; Luther  Emmett  Holt, 
Jr.,  Baltimore;  Thomas  Leon  Howard,  Denver; 
William  J.  Kerr  and  Hans  Lisser,  San  Erancisco; 
Thomas  Parran,  surgeon  general,  U.  S.  Public 
Health  Service,  Washington,  D.  C. ; Hans  H.  E. 
Reese,  Madison,  and  Owen  H.  Wangensteen, 
Minneapolis.  There  will  also  be  lectures  by  mem- 
bers of  the  faculties  of  Creighton  University  and 
the  University  of  Nebraska  schools  of  medicine, 
clinics  and  scientific  exhibits. 

!Much  thought  and  planning  has  resulted  in  a 
program  which  will  compare  favorably  with  those 
of  preceding  years. 

I'ndoubtedly  you  personally  know  some  of  the 
guest  speakers,  but  if  not,  feel  that  you  must 
know  of  at  least  a good  number  of  them  because 
of  the  outstanding  work  accomplished  by  them  in 
their  chosen  specialties.  All  of  these  men  are 
forceful  speakers  and  have  chosen  subjects  to 
discuss  which  should  be  of  great  interest  to  all 
practicing  physicians. 

All  this  will  provide  a most  interesting  five-day 
refresher  course. 


MASS  ACTION  NEEDED 
The  many  problems  which  the  medical  profes- 
sion is  facing  can  be  solved  only  by  mass  action. 
We  must  have  a strong  organization.  We  must 
stick  together  on  matters  of  policy  and  the  only 
way  we  can  have  such  an  organization  is  to  have 
a large  membership.  Every  man  in  the  practice 
of  medicine  should  be  a member  of  his  State  Med- 
ical Association  and  know  what  is  going  on  in  the 
central  office.  To  illustrate  the  need  and  value 
of  strong  organization,  may  we  call  your  attention 
to  a recent  dispatch  which  appeared  in  state  pa- 
pers telling  of  the  health  insurance  program  in 
British  Columbia,  Canada.  Last  year  a health 
insurance  bill  was  passed  in  that  legislature  which 
vaguely  outlined  a scheme  of  compulsory  health 
insurance.  Immediately  the  provincial  secretary 
made  elaborate  preparations  for  its  enforcement. 
He  leased  a five  story  Imilding,  hired  an  army  of 
statisticians  and  insurance  experts,  and  they 
went  to  work  to  frame  regulations.  As  might 
be  expected  everyone  ap])arently  was  consulted 
but  the  physicians  who  were  supposed  to  do  the 
work.  And  it  was  not  until  the  health  insurance 
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commission  announced  their  proposed  method  of 
handling  the  work  and  what  it  proposed  to  pay 
the  doctor  for  his  services  that  a halt  was  called. 
The  medical  men  rose  in  revolt  at  the  type  of 
service  which  they  would  be  forced  to  deliver 
and  the  amount  they  would  get  paid  for  it  and 
decided  to  have  nothing  to  do  with  it.  So  the 
whole  plan — which  was  already  the  law  of  the 
country — was  suspended.  The  news  dispatch 
speaks  of  a substitute  but  says  that  the  govern- 
ment is  now  at  a loss  to  know  what  form  of 
scheme  will  be  acceptable.  When  they  consult 
the  medical  profession  as  to  how  medical  service 
should  be  given,  instead  of  making  all  of  their 
plans  from  a purely  political  angle,  they  may  get 
some  place.  But  supposing  the  physicians  con- 
cerned had  no  organization  or  at  best  a very  loose- 
ly organized  one.  what  might  have  been  the  out- 
come? It  is  very  easily  visualized  that  the  policy 
would  have  been  set  by  the  politicians  and  the 
doctors  would  have  been  forced  to  accept  it  and 
like  it.  That  instance  shows  what  can  be  accom- 
plished bv  a close  organization  of  the  profession, 
and  something  of  the  value  of  organization  to  the 
individual,  ^^’e  hope  that  every  component  so- 
ciety of  the  Nebraska  State  Medical  Association 
will  make  it  a part  of  their  program  for  the  year 
to  make  a survey  of  the  eligible  non-members  in 
their  community  and  see  to  it  that  they  become 
members.  We  now  have  the  highest  percentage 
of  membership  which  the  State  Association  has 
had  for  a long  time,  but  we  will  never  be  satis- 
fied until  we  have  100  of  men  in  active  prac- 
tice, nor  will  we  have  our  best  organization  pos- 
sible until  that  time.  Our  membership  is  about 
fifteen  points  higher  than  the  average  for  the 
L'nited  States,  but  we  want  it  to  be  the  highest  of 
all  states.  If  everyone  does  his  part,  that  goal 
is  possible. 

— M.  C.  Smith.  Executive  Secretary. 


ANTHRAX  OUTBREAK  IS  WARNINCx  TO 
STOCKMEN  IN  .MIDDLE  W^EST 
A serious  outbreak  of  anthrax  in  southeastern 
South  Dakota  and  at  least  three  counties  in  north 
Nebraska  has  prompted  timely  suggestions  from 
officials  of  the  U.  S.  Department  of  Agriculture 
for  dealing  with  this  disease.  The  infection  ap- 
])ears  to  be  in  virulent  form  and  has  been  spread- 
ing rapidly.  In  some  districts  cases  have  been 
reported  on  almost  every  farm,  and  already  a 
large  number  of  cattle  and  horses  have  died  of 
the  disease.  The  livestock  sales  agencies  have 
had  to  cease  operations  in  some  counties  during 
the  emergency,  and  where  the  disease  is  at  its 
worst  the  state  officials  have  stopped  all  traffic 
in  livestock. 


Local,  state,  and  federal  veterinarians  are  as- 
sisting with  the  control  work  which  calls  for  the 
immunizing  of  stock  not  yet  affected,  the  burial 
or  burning  of  carcasses  of  animals  that  have  died 
of  the  disease,  early  detection  of  unreported  cases, 
and  attending  to  quarantine  regulations.  In  han- 
dling an  outbreak  of  such  a virulent  form  it  is 
imperative  to  get  the  healthy  animals  immunized 
as  soon  as  possible  so  that  the  spread  of  the  dis- 
ease may  be  checked.  This  should  be  done  by  a 
veterinarian.  In  most  cases  it  takes  about  10 
days  after  the  pr-eventive  vaccination  has  been  ad- 
ministered before  the  animal  is  protected  against 
infection. 

Although  the  outbreak  has  not  proved  to  be 
so  e.xtensive  as  a similar  epizootic  in  1932,  offi- 
cials ^\■arn  stock  owners  to  take  every  precaution 
to  prevent  the  further  spread  of  the  infection. 

Any  susceptible  livestock  not  yet  vaccinated 
against  anthra.x  should  be  given  the  preventive 
treatment  in  accordance  with  the  recommenda- 
tions of  the  state  livestock  sanitary  officials.  Car- 
casses of  animals  that  have  died  of  anthrax  should 
be  burned  if  possible  as  soon  as  possible  to  pre- 
vent the  spread  of  the  disease.  Efforts  should 
be  made  to  control  roving  dogs  and  carrion-eat- 
ing birds. 

Symptoms  of  the  disease  in  cattle,  horses,  and 
mules  are  high  temperatures,  labored  breathing, 
and  doughy  swellings  beneath  the  skin.  Ere- 
ciuently  there  are  bloody  exudates  from  the  nat- 
ural openings.  Animals  that  die  suddenly  should 
be  looked  on  with  suspicion  and  the  livestock  sani- 
tary officials  notified  immediately. 

Anthrax  is  dangerous  to  man  also,  hence  stock 
owners  should  not  attempt  to  make  postmortem 
e.xaminations  or  otherwise  handle  infected  tis- 
sues. Such  examinations  should  be  made  only  by 
veterinarians  who  have  been  trained  to  take  the 
necessary  precautions. 

— U.  S.  D.  A. 


GENOA.  A GREAT  CITY  AND  HOMER’S 
PARTY 

Erom  near  and  afar  they  came,  seventy-five  of 
them,  to  honor  the  boy,  to  honor  his  dad.  There 
was  the  power  project  inspection  to  be  sine, 
which,  in  all  humility,  the  writer  is  ready  to  con- 
fess was  beyond  his  electrical  and  mathematical 
comprehension.  Adding  to  this  technical  inferior- 
ity complex,  the  hazards  of  a hail  storm  on  the 
top  of  a narrow  incompleted  road,  one  would  feel 
inclined  to  assume  that  the  trip  to  Genoa,  to  the 
writer  at  least,  was  merely  a quest  for  adventure, 
if  not  for  trouble.  On  one  side,  the  soft  shoul- 
ders sloped  down  some  forty  feet  into  a drenched 
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cornfield  ; on  the  other,  the  mud  extended  in  the 
same  manner  into  the  water  basin.  The  guide, 
bless  his  Boy  Scout  heart,  assured  us  that  the 
river  in  some  places  is  only  thirty  feet  deep ! 

Fools  rush  in  where  angels  fear  to  tread,  but 
we  were  rather  proud  of  being  foolish  on  Sunday, 
July  18.  For  though  one  may  be  ignorant  of  the 
intricacies  of  electrical  science,  one  could  not  but 
stand  in  amazement  and  admiration  at  the 
achievements  of  man  as  a builder. 

Aside  from  this  engineering  marvel,  there  was 
another  spectacle  to  behold.  Three  generations 
of  Davises,  with  Homer  as  a most  enjoying  and 
enjoyable  host.  Dwight,  true  to  family  tradition, 
and  in  spite  of,  or  perhaps  because  of,  his  pro- 
fessional achievements,  has  retained  his  modesty 
for  which  we  knew  him  so  well  in  medical  col- 
lege. His  two  adorable  boys.  California  freckles 
befitting  their  age.  added  much  to  make  the  re- 
ception a pleasurable  event.  The  Alayor  and  oth- 
er city  officials  left  nothing  undone,  or  unsaid, 
for  that  matter,  to  welcome  the  visitors  in  the 
high  school  auditorium  where  Dwight  delivered 
an  address  on  recent  developments  in  tubercu- 
losis. with  special  emphasis  on  diagnosis. 

“Genoa  is  a great  City."  the  Mayor  stated.  In- 
deed, he  enumerated  many  factors  which  con- 
tributed to  its  greatness,  in  which  we  fully  con- 
curred. However,  we  take  the  privilege  of  add- 
ing that  though  a city  be  republican  enough  to  en- 
joy a positive  bank  balance,  it  takes  inhabitants 
of  the  pattern  of  Dr.  Homer  Davis  to  make  it 
truly  great. 

Dr.  Davis,  seventy-five  doctors  drove  long  dis- 
tances in  a drenching  rain  to  share  with  you  the 
joys  of  success  as  a respected  citizen,  a conscien- 
otius  doctor,  and  above  all  else,  a justly  proud 
father.  In  honoring  you  we  feel  a reciprocal 
honor  bestowed  on  us  by  you  and  your  good  son. 

—XXX. 


AMERICAN  MEDICINE:  EXPERT  TESTI- 
MONY OUT  OE  COURT— \T.  VH,  VHI 
The  survey  contained  in  the  two  volumes  com- 
prising American  Medicine  "shows  that  no  one 
gives  all  our  problems — political,  social,  economic, 
as  well  as  the  complex  problem  of  our  individual 
and  collective  health — such  constant  study  and 
thought  as  the  doctor.  Ear  from  being  interested 
in  our  occasional  ailments  only,  it  appears  that  the 
doctor  worries  about  all  of  us  all  the  time. 

This  being  so,  it  is  not  surprising  that  every 
doctor  in  the  land  has  for  years  been  giving 
his  most  earnest  thought  to  the  challenge  that 
the  “planners"  are  making  to  private  practice 
and  to  the  citizen’s  right  to  dispose  of  his  own 


health  as  wisely  or  as  foolishly  as  he  likes.  Near- 
ly every  one  of  the  American  Eoundation’s  cor- 
respondents has  arrived  at  some  conclusion  on 
what  the  relations  between  the  state,  the  individ- 
ual and  his  profession  ought  to  be." 

THE  PL.VCE  OF  THE  HOSPITAL 

This  chapter  refers  to  the  progressive  development 
by  which  the  hospital  has  become  the  centre  both  of 
medical  practice  and  medical  education.  The  com- 
munity hospital  is  suggested  as  one  way  of  meeting 
present  needs,  in  certain  types  of  community.  On  the 
other  hand,  some  views  stress  the  danger  of  increas- 
ing the  number  of  independent  smalt  hospitals,  and 
the  need  to  make  sure  that  the  establishment  of  com- 
munity hospitals  shall  never  run  ahead  of  provision 
for  adequate  staffing  of  them. 

Attention  is  called  to  the  possibility  of  having  com- 
munity hospitals  serve  combined  districts  or  groups 
of  towns  oi-  counties. 

The  potential  influence  of  every  hospital  on  the 
quality  of  medical  practice  in  the  whole  surrounding 
area  is  recognized  by  experienced  or  especially  percep- 
tive observers. 

The  location  of  hospitals  is  recognized  as  a focal 
point  in  the  organization  of  medical  care  and  it  is 
recognized  that  planning  on  a national  base  is  ideally 
in  order  if  hospital  facilities  are  really  to  be  related 
to  the  needs  of  the  population  and  the  facilities  of 
medical  science. 

Hospital  costs  are  discussed  and  the  possibilities 
of  lowering  them  by  cutting  out  the  “frills.”  by  sim- 
plifying the  elaborate  construction  policy  of  recent 
years,  and  by  unifying  hospital  management,  regard- 
ing the  interest  of  the  patient  as  the  controlling 
factor. 

The  financing  of  hospitals  present  and  future  is 
discussed,  and  reference  is  made  to  the  two  obvious 
(and  perhaps  rather  alternative  than  concurrent) 
solutions  to  the  hospital’s  financial  problem — (1)  hos- 
pital insurance;  or  (2)  direct  allocation  of  tax  funds 
to  hospitals  in  proportion  to  the  amount  of  care  they 
give  to  the  indigent  and  the  “medically  indigent.” 
There  is  concrete  discussoin  of  the  questions  of  se- 
lecting, organizing — and  paying — hospital  staffs.  It 
is  recognized  that  either  the  open  or  closed  staff  wall 
work  if  properly  organized.  Stress  is  rather  generally 
laid  on  the  need  of  better  and  closer  organization  of 
hospital  staffs. 

Hospital  management  and  superintendence  are  re- 
viewed. Finally,  the  place  of  the  hospital  in  medical 
education  is  indicated  and — potentially  at  least — in 
medical  research. 

PUBLIC  HEALTH  ORGANIZATION' 

This  includes  a discussion  of  the  United  States 
Public  Health  Service,  the  state  health  departments, 
county  and  local  units.  Cooperation  between  the  fed- 
eral and  state  public  health  agencies  under  the  Social 
Security  Act  is  discussed,  and  also  provision  for  pub- 
lic health  training  under  the  Social  Security  Act. 

One  of  the  points  of  greatest  interest  discussed  in 
this  chapter  is  the  relation,  both  traditional  and  po- 
tential, between  the  public  health  organization  and 
the  private  practice  of  medicine. 

There  is  a great  deal  of  stress  on  the  point  that  the 
time  has  gone  by  when  the  jiublic  health  officer  deals 
with  prevention  and  the  private  practitioner  with 
cure.  Disease  control  and  the  health  of  the  people 
follow  no  such  sharp  alignments  of  function  and  re- 
sponsibility. The  sources  of  cooperation  between 
public  health  authorities  and  private  practitioners, 
where  cooperation  has  been  achieved,  and  the  causes 
of  antagonism  where  opposition  has  characterized  the 
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relation  of  these  two  groups  are  cited.  There  is  more 
than  a little  reference  to  a medical  practice  of  the 
future  when  "preventive  medicine”  will  be  as  largely 
practiced  in  the  physician’s  office  as  in  the  public 
health  department.  This  presages  the  gi'owing  im- 
portance of  working  out  the  true  relation  between 
the  private  practitioner  and  the  public  health  officer. 

Attention  is  called  also  to  the  need  of  a larger  and 
a more  creative  dealing  with  preventive  medicine  in 
the  medical  schools,  where  it  is  now  often  an  unin- 
spiring, not  to  say  a dull,  subject  in  the  curriculum. 
Reference  is  made  also  to  the  need  of  better  training 
for  public  health  work  and  a better  relation  of  it  to 
“orthodox”  medical  education. 

STATE,  COUNTY  AND  COMMUNITY  PLANS  FOR 
PROVIDING  MEDICAL  SERVICE 

This  chapter  summarizes  experiments  made  of  late 
years  to  meet  the  needs  of  the  indigent  and  the  low 
income  group  by  various  types  of  cooperative  plans, 
sometimes  between  government  and  the  medical  pro- 
fession, sometimes  between  the  medical  profession 
and  social  agencies,  sometimes  by  the  medical  pro- 
fession alone. 

The  sum  of  this  discussion  seems  to  show  that  these 
plans  are  less  well  developed  than  reference  to  them 
in  some  places  would  lead  us  to  believe.  The  plans 
in  operation  cover  various  examples  of  post-payment 
or  credit  bureau  plans;  examples  of  pre-payment  or 
insuiance  plans;  plans  for  the  care  of  the  indigent 
alone;  etc. 

A good  deal  of  the  emphasis  on  the  importance  of 
these  plans  ignores  the  fact  that  the  question  of  post- 
payment or  pre-payment  is  highly  academic  when 
people  cannot  pay  at  all.  Neither  system  reaches  the 
indigent.  It  is  recognized  that  experimentation  is 
useful  but  that  it  is  dangerous  to  depend  entirely  up- 
on procedures  where  needs  are  fundamental.  The 
ways  of  paying,  a number  of  commentators  point  out, 
will  not  create  the  means. 


DR.  HOMER  L.  CLARKE'S  EIETY  YEARS 
OE  PRACTICE 

"The  years  have  passed  by,  grayness  has  crept 
into  the  hair  and  age  into  the  body,  the  days  of 
youth  are  but  memories,  but  the  spirit  to  serve  is 
still  found  in  this  pioneer  doctor  and  his  wife. 
Through  storms  and  raging  rivers  and  creeks  and 
over  hills  and  prairies  that  had  no  trails  this  doc- 
tor struggled  and  labored  that  he  might  serve  the 
people  and  grow  up  with  the  country.” 

So  said  a feature  writer,  recently  of  the  sub- 
ject of  this  sketch. 

Dr.  Clarke  was  born  in  1858,  graduated  from 
Ann  Arbor — University  of  Michigan — in  1882, 
later  attended  the  New  York  Medical  College, 
married  and  came  to  Fairbury  in  1886,  at  which 
place  he  has  been  in  continuous  practice  to  this 
time. 

Dr.  Clarke  had  the  usual  experiences  of  the 
pioneer  doctor,  travelling  over  trails  at  night  that 
seemed  to  lead  to  nowhere,  fording  swollen 
streams,  travelling  in  snow  storms  so  bad  that 
others  hesitated  to  venture,  experiencing  run- 
aways with  pony  teams,  etc.,  and  it  is  safe  to 


state  that  he  was  not  looking  for  wealth,  but  was 
glad  to  be  of  service  and  glad  he  could  make  a 
living  for  his  family.  He  led  the  life  of  the  real 
pioneer  doctor,  and  today  is  glad  of  it. 

Dr.  and  Mrs.  Clarke  gave  two  sons  to  the 
medical  profession:  Dr.  Corwin  S.  Clarke,  Jack- 
son,  Mich.,  and  Dr.  Harvey  L.  Clarke,  Norm 
Platte,  Nebr. 

The  Nebraska  State  Medical  Journal  congrat- 
ulates and  wishes  Doctor  and  Mrs.  Clarke  a hap- 
py twilight. 


EDITORIAL  PARAGRAPHS 

Congress  has  appropriated  the  sum  of  $75U,UUlJ 
for  a cancer  research  laboratory  at  Washington. 

Can  a lawful  beer  guzzler  get  illegally  tipsy? 
That  is  the  question  Kansas  courts  are  called  upon 
to  decide. 

Alfter  all,  what  matters  it  that  corn  stalks 
grow  to  a height  of  sixteen  feet?  It  is  the  ears 
and  kernels  that  count. 

There  will  be  a meeting  of  The  Association  of 
Alilitary  Surgeons  of  the  United  States,  in  Los 
Angeles,  Calif.,  on  October  14,  15,  16,  1937. 

The  speed  problem  in  Oregon  has  prompted 
the  head  of  the  highway  department  to  experi- 
ment with  a governor  on  his  official  car  set  at 
fifty  mile  speed. 

Tuberculosis  is  still  “Captain  of  the  Host  of 
Death”  for  it  is  the  leading  cause  of  mortality  in 
the  age  group  between  15  and  45.  It  is  human- 
ity's age-old  enemy. 

Johnston  believes  that  in  cases  of  deepening 
jaundice,  the  bleeding  time  may  be  decreased  by 
the  administration  of  viosterol,  glucose,  calcium, 
and  blood  transfusions. — Journal  of  Medicine. 

The  Unicameral  Legislature  cost  the  taxpayer 
$5U,0U0  less  than  the  last  bicameral  body ; but 
it  appropriated  $813,000  more  than  its  immediate 
predecessor.  "Ich  weis  nicht  was  es  Bedeutet.” 

Just  before  leaving  for  the  Arctic,  Dr.  Victor 
E.  Levine,  professor  of  biochemistry  and  nutri- 
tion, Creighton  Medical  College,  received  a tele- 
gram informing  him  that  the  United  States  Pub- 
lic Llealth  Service  had  set  aside  $3,000  to  help 
finance  his  research  work. 

IMaryland  is  the  44th  state  to  eradicate  bovine 
tuberculosis.  It  became  a modified  accredited 
area  July  1 — that  is,  infection  among  cattle  is 
reduced  to  less  than  one-half  of  one  per  cent  as 
shown  by  the  tuberculin  test — the  U.  S.  Depart- 
ment of  Agriculture  reports. 
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Alright. — Alright  is  all  wrong.  There  is  no 
such  word.  Say  "This  is  all  right.’’  Of  course 
there  is  the  form  "already."  but  the  inconsistency 
is  not  our  fault ! The  supreme  court  of  American 
language  has  ruled  in  favor  of  "all  right"  and 
"already,"  by  a unanimous  decision,  and  that’s 
that ! — The  Kablegram. 

From  a recent  editorial  in  The  Journal  of  the 
A.  M.  A.  it  appears  that  enough  definite  clinical 
improvement  has  been  obtained  in  a sufficient 
number  of  cases  of  congestive  heart  failure,  and 
even  more  in  angina  pectoris,  to  justify  the  opera- 
tion of  total  thyroidectomy  as  a distinct  advance 
in  the  treatment  of  certain  types  of  cardiac  dis- 
ease. 

Many  infants  suffer  from  a nutritional  defi- 
ciency in  iron.  This  is  alarmingly  true  of  pre- 
I mature  infants.  A careful  investigation  of  a ma- 
ternal iron  content  during  pregnancy  and  admin- 
istration of  this  element  at  this  period  in  dosage 
adequate  to  produce  a normal  iron  content  in  the 
mother  will  reduce  considerably  the  incidence  of 
iron  deficiency  in  the  infant. — Journal  A.  M.  A. 

Modern  methods  of  precision  have  vastly  in- 
creased diagnostic  accuracy.  It  has  been  estimat- 
ed that  upwards  of  one-fourth  the  cases  admitted 
to  sanatoria  a generation  ago  may  not  have  been 
suffering  from  tuberculosis.  The  classical  signs 
of  the  disease  occur  also  in  other  pulmonary  in- 
fections, and  observation  of  pathological  evidence 
at  autopsy  has  led  to  increased  caution  in  diag- 
nosis as  the  frequency  of  these  lesions  is  more 
clearly  recognized. 

Gallstones  apparently  can  form  and  survive 
only  by  “staying  on  the  alkaline  side,’’  it  appears 
from  the  report  of  researches  by  Dr.  IMaurice 
Feldman  and  associates  of  the  University  of 
IMaryland  School  of  Medicine.  They  implanted 
human  gallstones  in  the  gallbladders  of  dogs.  The 
stones  dissolved,  apparently  because  dog  bile  is 
more  acid  than  that  found  in  the  human  gall- 
bladder. Gallstones  similarly  implanted  in  guinea 
pigs,  which  have  alkaline  bile,  failed  to  dissolve. — 
Science  News-Letter. 

In  angina  pectoris  and  coronary  thrombosis  the 
pain  may  be  identical  in  type,  in  point  of  origin 
and  in  distribution.  The  antecedent  history,  the 
occurrence  of  preceding  similar  attacks,  especial- 
ly in  angina,  and  the  presence  or  absence  of  a 
strain  factor  are  of  importance,  but  it  is  the  pres- 
ence or  absence  of  sequential  signs  and  symptoms 
which  tells  one  whether  the  attack  is  a recurrence 
of  angina  pectoris  or  a new  situation  to  be  dealt 


with — coronary  thrombosis. — Ikirnett  in  the  July 
issue  of  Colorado  Medicine. 

-According  to  Profession  Hallowell  Davis,  of 
Harvard,  we  misbehave  like  human  beings  be- 
cause of  some  definite  electrical  brainstorm  oper- 
ating within  us.  Misbehaviour,  he  states,  is  not 
confined  to  the  symptoms  in  the  dock  of  the 
police  court.  The  high  as  well  as  the  low  have 
their  disturbed  states  that  toss  in  waves  of  emo- 
tion, and  a session  with  the  new  detecting  instru- 
ments might  reveal  that  many  a one  who  thinks 
himself  a Caesar  is  instead  merely  suffering  from 
a seizure. — Neze  York  State  Journal  of  Medicine. 

The  child  at  birth  has  no  habits.  Habits  are 
the  result  of  doing  the  same  things  over  and 
over  again  and  are  readily  acquired.  'Whet'ner 
they  are  to  be  good  habits  or  bad  habits  depends 
on  the  management  and  encouragement  offered 
by  parents.  In  earliest  infancy,  the  habit  of  tak- 
ing nourisbment  at  definite  periods  should  be 
established.  As  the  age  increases,  the  habit  of 
resting  and  sleeoing  at  definite  intervals  should 
be  acquired.  The  child  should  be  bathed  at  a 
certain  time  and  aired  at  a certain  time  each  day. 
Its  life  should  conform  to  a routine  in  which 
there  is  little  variation. — Markwood. 

-According  to  the  National’s  Quarterly  (pub- 
lished for  the  medical  profession  by  National  Dis- 
tillers Products  Corporation  ) alcohol  is  present 
in  the  blood  and  tissues  of  man  as  a normal 
product  of  carbohydrate  metabolism.  In  the  blood 
of  normal  persons  the  content  is  about  3 mg.  per 
cent.  The  drinking  of  tw'O  ounces  of  whiskey 
increases  the  blood  concentration  to  about  5 mg. 
per  cent.  . . . Because  of  the  alcoholic  breath 
which  accompanies  drinking,  it  is  generally  as- 
sumed that  a quantity  of  alcohol  is  excreted  from 
the  lungs.  Actually,  however,  according  to 
Cushny,  experiments  show,  that  only  a trace  of 
alcohol  is  excreted  by  the  lungs. 

The  next  annual  Inactive  Duty  Training  Period 
for  medical  reserve  officers  of  the  -Army  and  the 
X'avy  will  be  held  in  Rochester,  Minnesota,  at  the 
Mayo  Clinic  under  the  military  supervision  of  the 
Surgeon  of  the  Seventh  Corps  -Area  (.Army I and 
the  Surgeon  of  the  Ninth  Naval  District  (Navy) 
from  October  3 to  Ifi.  inclusive.  The  morning 
hours  are  devoted  entirely  to  professional  training 
given  by  the  various  departments  or  sections  of 
the  clinic  at  its  several  hospitals  and  iii-stitutions. 
The  afternoon  hours  are  devoted  to  lectures  on 
professional  subjects  or  military  medicine.  The 
evening  hours  are  given  to  lectures  by  distin- 
guished visitors  and  the  presentation  of  medico- 
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military  subjects.  The  meeting  is  given  for  re- 
■serve  officers  of  tlie  Army  and  the  Xavy,  and 
due  military  credits  are  given  for  attendance. 

The  third  annual  meeting  of  the  Mississippi 
\ alley  Medical  Society  will  be  held  at  Ouincy, 
Illinois,  Sept.  30,  Oct.  1.  A most  ambitious 
program  has  been  arranged  consisting  of  48 
teachers  and  clinicians  who  will  give  over  GO 
lectures  and  demonstrations  in  the  three  day  in- 
tensive session.  The  first  day  will  be  an  All-St. 
Louis  program  with  18  clinicians  on  the  program  ; 
on  the  second  day  there  will  he  groups  from 
Rochester  and  Chicago ; on  the  third  day  the 
speakers  will  come  from  a wide  territory.  .\n 
innovation  this  year  will  he  two  short  courses  of 
instruction.  (4  hours  each) — one  on  “.Surgery  of 
the  X’eck”  by  Dr.  Lindon  .Seed,  Associate  Prof, 
of  Surgery.  University  of  Illinois  College  of 
Medicine,  and  another  “Interpretation  of  Clinical 
Laboratory  Findings”  by  Dr.  M.  Pinson  Xeal, 
Prof,  of  Pathology,  L'niversity  of  Missouri 
School  of  Medicine. 

-\s  editor  of  The  Jonnial  of  the  Aweriean  Med- 
iea^  .-Issoeiatioii.  Dr.  ^lorris  Fishbein  has  carved 
ont  a unique  and  notable  niche  for  himself.  One 
of  his  great  accomplishments  was  the  bringing 
to  the  writing  of  medical  .papers  a sort  of  order 
and  method  which  previously  had  been  conspicu- 
ously absent.  With  Dr.  George  H.  Simmons  he 
prepared  a manual  which  is  called  The  Art  and 
Practice  of  Medical  Writing — we  find  it  inter- 
esting. .Style  was  one  of  the  horns  of  his  dilem- 
ma. and  the  length  and  sharpness  of  this  horn  is 
well  illustrated  by  the  following  cpiotation  which 
he  said  was  excerpted  from  ,a  ms.  submitted  for 
publication : “The  pragmatic  verity  of  this  physi- 
ological concept  of  disease  is  established  by  its 
usefulness:  with  function  integrity  our  goal,  the 
no-thoroughfare  of  unattainable  structural  integ- 
rity leaves  us  no  longer  at  a therapeutic  non- 
plus.” Dr.  Fishbein's  sole  comment  was,  “Quite 
remarkable,  but  it  doesn’t  mean  anything.’’  No- 
menclature is  another  part  of  the  problem  which 
impedes  medical  progress.  Dr.  Fishbein  illus- 
trates this  by  showing  that  what  is  known  in 
England  as  Graves'  disease  is  called  Basedow’s 
disease  on  the  continent,  except  in  Italy  where  it 
is  known  as  Flajani’s  disease.  He  prefers  that 
it  be  called  what  it  is.  exophthalmic  goiter.  He 
objects  to  the  practice  of  calling  patients  cases. 
.And  he  cannot  stand  the  doctor  who  says.  “In  a 
case  which  I obstetricated  at  birth.”  He  says 
astronomers  do  no  telescope  the  sky ; bacteriolo- 
gists never  microscope  slides ; and  he  doesn’t  see 
any  reason  why  medical  men  should  Wassermann 
cases. — From  Pleasures  of  Publishing. 
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Homer  R.  Houchen,  Utica.  Xebr.;  native  of  Indiana; 
Lincoln  Medical  Collegre,  1904;  in  practice  at  Utica 
for  thirty-three  years;  widely  and  favorably  known 
in  Seward  and  suriounding-  counties;  died  of  a heart 
ailment,  .August  12,  1937,  aged  fifty-six  years. 

Surviving  are  three  sons. 

John  G.  Neely,  Winside,  Xebr.;  native  of  Butler 
county,  Ind.;  State  University  of  Iowa  College  of  Medi- 
cine, Iowa  City,  1893;  practitioner,  successively  at 
Steele  City,  X'ehr.;  Xew  Market,  Iowa;  Diller,  Nebr.; 
before  locating  at  Winside  in  1912;  a man  of  kindly 
disposition,  well  liked  in  the  community;  died  July  7, 
1937,  after  a short  illness  of  gastric  hemorrhage,  aged 
seventy-one  years. 

His  wife,  four  daughters  and  ;i  son  survive. 

Don  L.  Smith,  Wilsonville,  Xebr.;  University  Medi- 
cal College,  Kansas  City,  1913;  member,  Xebraska 
State  Medical  Association:  instantly  killed  in  auto- 
mobile accident  in  a dust  storm  on  a highway  corner, 
August  10,  1937. 

Emma  M.  E'sterday,  McCook,  Xebr.;  nativ'e  X'e- 
braskan;  Cincinnati  College  of  Medicine  and  .Sur- 
gery. 1897;  member,  Xebraska  State  Medical  Asso- 
ciation; with  her  husband  an  original  homesteader 
in  the  McCook  area,  in  1893;  died  August  9,  1937, 
aged  seventy-four  years. 

Charles  S.  Boggs,  Filley.  XeV)r.;  University  of  Xe- 
braska College  of  Aledicine.  (Regular)  Lincoln,  1884; 
pioneer  Filley  physician;  died  following  an  attack  of 
apoplexy,  .August  1.  1937,  aged  eighty  years. 

A widow  survives. 


.AME.'tIC.AX  BO.ARD  OF  OBSTETRICS  AXD 
GYXECOLOGY 

The  next  written  examination  and  review  of  case 
histories  of  Group  B applicants  by  the  American 
Board  of  Obstetrics  and  Gynecology  will  be  held  in 
various  cities  in  the  Unite:l  States  and  Canada  on 
Saturday,  Xovember  6,  1937. 

The  next  reneral  examination  for  all  candidates 
(Groups  .A  and  B)  will  be  held  in  San  Francisco,  Calif., 
on  June  13  and  14.  1938,  immediately  prior  to  the 
American  Aledical  .Association  meeting. 

Application  blanks  and  booklets  of  information  may 
be  obtained  from  Dr.  Raul  Titus,  Secretary.  1015 
Highland  Building,  Pittsburgh  (6),  Pennsylvania.  Ap- 
plications for  these  examinations  must  be  filed  in  the 
Secretary's  office  not  later  than  sixty  days  prior  to  the 
scheduled  dates  of  examination. 


REPORT  OF  PL.ANS  AXD  PROGRESS  OF  THE 
DIA'ISION  OF  MATERXAL  AXD  CHILD 
HEALTH,  XEBRASK.A  (STATE) 
DEPARTMEXT  OF  HEALTH 
Refresher  Course — 8th  Councilor  District 

The  ninth  course  of  lectures  (six  professional  and 
six  lay)  provided  by  the  cooperation  of  The  Xebraska 
State  Medical  Association  and  the  State  Department 
of  Health  is  well  under  way  as  this  bulletin  goes  to 
press. 

The  opening  lectures  in  O’Xeill  by  Dr.  Frank  Mur- 
phy were  well  appreciated  by  the  laity  and  profession 
who  attended  from  Holt  and  adjacent  counties. 

This  was  followed  up  the  next  week  in  Atkinson 
by  a lecture  and  demonstration  given  by  Dr.  Charles 
Moon,  on  "Forceps.'’  Copies  of  "The  Expectant  Moth- 
er,” “Prenatal  Care,”  "Infant  Care,”  and  “The  Child 
From  One  to  Six,”  were  provided  for  those  in  at- 
tendance. Similar  provision  has  been  made  for  the 
remaining  four  lectures.  These  are  also  available  on 
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imiividual  re<iuest  to  The  Division  of  itlaternal  and 
Child  Health. 

Demonstration  Counties 

Boyd  and  Dundy  counties  are  taking  advantage  of 
summer  weather  for  extending  public  health  nursing 
visits  to  regions  remote  from  the  highway. 

Visits  to  expectant  mothers  show  an  increasing  ac- 
ceptance of  medical  I'renatal  supervision  and  what 
is  regarded  as  a beginning  aijpreciation  of  dental 
advice. 

Interest  in  the  demonstrations  by  health-minded 
persons  in  the  state  is  showing  itself  by  ([uestions 
which  are  being  asked  and  by  visits  hein.g  made  to 
the  counties  carrying  on  these  special  health  projects. 

Dental  Education 

E((Uipment  and  supplies  are  now  at  hand  for  photo- 
graphing the  extent  of  caries  in  preschool  children. 
Dr.  .1.  R.  Thompson  is  now  out  in  the  state  developing 
the  techni(|ue  for  this  project.  Dentists  in  Hastings 
have  been  most  cooperative  in  providing  material  and 
the  occasion  to  stait  this  stiub'.  A permanent  photo- 
graphic measure  of  dental  caries  accompanied  by  a 
l)ortrait  of  the  face  and  an  actual  body  outline  may 
be  considered  comparable  records  of  nutrition  for  this 
special  study. 

Day  Education 

Films  “'How  Teeth  Grow”  and  “The  Tafe  of  a 
Healthy  Child”  were  shown  along  with  “Growth  and 
Development”  upon  invitation  from  the  extension  de- 
partment of  The  Nebraska  State  Agricultural  Col- 
lege, at  two  camps.  At  Camp  Brewster,  near  Omaha, 
July  20,  1937,  community  leaders  in  extension  work 
from  the  eastern  part  of  the  state  were  present. 

In  Camp  Curtis,  July  25,  1937,  eighty-five  leaders, 
chiefly  from  western  counties,  were  present.  In  addi- 
tion to  the  films,  Drs.  Bell  and  Thompson  explained 
The  Maternal  and  Child  Health  Program  to  these 
rural  leaders. 

!Mr.  M.  C.  Smith.  Executive  Secretary  of  the  Ne- 
braska State  ^Medical  Association,  was  also  a guest 
of  the  Camp  on  this  occasion. 


NEW  MOTOR  VEHICLE  OPERATOR  S LICENSES 

In  compliance  with  Legislative  Bill  No.  147,  passed 
in  the  recent  session  of  the  Legislature,  all  Nebraska 
Motor  Vehicle  Operator's  Licenses  issued  prior  to 
September  1,  1937,  become  void.  Effective  September 
1,  1937,  all  drivers  who  are  holders  of  an  old  license 
shall  be  submitted  to  an  eye  test.  All  new  drivers, 

i.e.,  drivers  who  do  not  have  an  old  license  shall  sub- 
mit to  a written  examination,  an  eye  test  and  a driv- 
ing test. 

L.  B.  No.  147  states:  “No  license  to  operate  a motor 
vehicle  shall  be  granted  to  any  applicant  who  shall 
not  have  possessed  an  operator’s  license  prior  to  the 
effective  date  of  this  Act  until  such  applicant  satis- 
fies the  examining  officer  of  bis  county  that  he  pos- 
sesses, with  or  without  the  aid  of  spectacles,  suffi- 
cient powers  of  eyesight  to  enable  him  or  her  to  op- 
erate a motor  vehicle  on  the  highways  of  this  state 
with  a reasonable  degree  of  safety.”  The  Division 
of  Motor  Vehicles  has  determined  that  “sufficient 
powers  of  eyesight”  as  referred  to  in  the  law  will  re- 
quire 20/40  vision  from  applicants  who  have  the  use 
of  both  eyes.  If  an  applicant  has  lost  one  eye  20/40 
vision  will  be  required  in  the  other  eye. 

The  procedure  we  shall  use  will  be  as  follows: 
Using  the  various  types  of  the  .Snellen  Eye  Chart, 
we  shall  determine  the  visual  acuity  of  each  appli- 
cant. If  it  fails  to  meet  the  20/40  reeiuirement,  we 
shall  issue  a “certificate  of  refusal  to  grant  examin- 
er's certificate.”  We  will  suggest  to  each  applicant 
that  he  have  his  vision  corrected  before  he  appears 
for  reexamination.  When  an  unsuccessful  applicant 


consults  his  doctor,  optometrist,  oi'  occulist,  for  cor- 
rection of  his  vision,  it  must  Ite  brought  to  20/40 
before  we  can  accept  him  for  a new  license.  If  it 
is  possible  to  correct  applicant’s  vision,  the  doctor 
will  issue  to  the  applicant  a certificate  stating  that 
his  vision  has  been  corrected.  The  issuance  of  this 
certificate  should  he  delayed  until  the  applicant  has 
20/40  vision.  We  realize  of  course  that  correction  can 
sometimes  be  effected  immediately,  but  in  the  cases 
that  reiiuire  a week  or  more  to  bring  the  applicant’s 
vision  to  20/40  certificate  should  be  issued  to  appli- 
cant when  his  vision  has  res]ionded  sufficiently  to 
give  him  the  retjuired  rating. 

When  the  applicant  presents  the  certificate  from 
his  doctor,  no  further  examination  will  be  necessary. 
We  shall  appreciate  your  cooperation  in  this  matter, 
in  notifying  the  members  of  your  association  what  our 
reciuirements  shall  be,  and  what  procedure  shall  be 
followed  in  the  issuance  of  licenses. — Department  of 
Roads  & Irrigation. 


T r P. ERCULOS I S A P. STR ACTS 

DIFFERENTIAL  DIAG.XOSIS  IN  PULMONARY 
DISE.\SE 

Cough,  sputum,  hemoiitysis,  dyspnea,  together  with 
slight  or  marked  constitutional  manifestation,  indi- 
cate almorntality  of  the  I'espiratory  tract.  First  and 
foremost  suspicion  points  toward  )>ulmonary  tubercu- 
losis. This  should  always  be  so  but  it  in  no  wise  re- 
moves the  need  for  careful  differential  diagnosis. 
Among  the  chief  alteniative  possibilities  are  bron- 
chiectasis, pulmonary  abscess,  pulmonary  fibrosis, 
neoplasms,  mycotic  disease,  spirochetosis,  occupation- 
al diseases  (silicosis,  asbestosis,  anthracosis)  and  pul- 
monary syphilis. 

Four  factors  play  a leading  part  in  increasing  the 
accuracy  of  present  diagnostic  procedure.  They  are 
as  follows: 

1.  A far  better  apjireciation  and  interpretation  of 
x-ray  findings,  dependent  upon  (a)  vastly  improved 
technique  in  the  taking  of  films;  (b)  the  result  of  ex- 
perience in  reading  films,  together  with  the  informa- 
tion given  at  the  necropsy  table. 

2.  Bronchoscopy,  tvhich  yields  wonderful  results  in 
skilled  hands. 

3.  Tvipiodol  injections,  which  map  out  lung  areas 
hitherto  a trackless  wilderness  to  the  clinician. 

4.  More  exact  methods  of  sputum  examination  and 
culture,  resulting  in  the  recognition  of  formerly  un- 
suspected sources  of  chronic  pulmonary  infection. 

The  existence  of  these  modein  aids  in  no  wise  les- 
sens the  importance  of  a carefully  taken  history  of 
the  case.  In  the  great  majority  of  instances  this  in 
itself  will  enable  the  skilled  observer  to  reach  a 
tentative  diagnosis  which  turns  out  to  be  correct.  It 
must  not  be  confused  with  the  erroneous  procedure 
of  making  a “snap  diagnosis,”  but  is  based  on  a 
thorough  knowledge  of  the  causes  of  pulmonary  dis- 
ease and  their  different  manner  of  development. 

Two  categorical  principles  may  be  laid  down  which 
if  adhered  to  will  render  faulty  diagnosis  rare.  The 
first  is  that  rales  in  the  lower  lobes  may  be  consid- 
ered non-tuberculous  until  proved  otherwise,  while 
physical  signs  in  the  apices  suggest  overwhelmingly 
a tuberculous  origin.  The  second  is  that  if  a patient 
has  a moderate  or  considerable  amount  of  thick,  yel- 
low, vellowish-green  or  green  sputum  found  to  be 
negative  for  tubercle  bacilli  on  repeated  examination, 
the  probabilities  are  all  against  the  presence  of  tuber- 
culosis. Such  axioms  are  of  course  diagnostic  aids, 
not  dogma. 

In  differentiating  bronchiectasis  the  difficulty  does 
not  lie  with  the  established  cases, — those  with  250  to 
500  c.c.  of  sputum  in  twenty-four  hours  which  sep- 
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arates  into  the  typical  three  layers,  the  absence  of 
tubercle  bacilli,  the  basal  physical  signs,  the  relatively 
slight  constitutional  manifestations,  the  x-ray  find- 
ings, particularly  when  reinforced  by  lipiodol  injec- 
tions. It  is  the  earlier  or  milder  cases  which  cause 
confusion  when  cough  and  sputum  are  not  predomi- 
nant. when  physical  signs  are  scant  or  absent  and 
when  no  characteristic  finger  clubbing  exists.  It  must 
of  course  be  remembered  that  the  two  conditions  may 
coexist.  When  this  occurs  discovery  of  tuberculosis 
is  usually  not  difficult.  For  example,  in  the  rare 
cases  where  bronchiectasis  is  found  in  the  upper  lobes 
it  is  usually  associated  with  tuberculosis.  Given, 
therefore,  a condition  of  long  standing  with  chronic 
cough  and  sputum,  the  latter  negative  for  tubercle 
bacilli,  with  relatively  few  constitutional  symptoms, 
the  verdict  should  be  bronchiectasis  rather  than  tu- 
berculosis. 

Too  many  cases  of  lung  abscess  are  erroneously 
diagnosed  as  tuberculosis.  The  differentiation  should 
not  be  difficult  and  here  the  history  is  of  special  value. 
Sixty-six  per  cent  of  lung  abscesses  develop  after 
either  surgical  procedures  or  pneumonia.  The  onset 
is  usually  very  acute  and  the  patient  is  exceedingly 
ill. 

The  physical  signs  of  pulmonary  abscess  are  wholly 
without  characterization.  The  x-ray  picture  is  also 
protean.  Diagnosis  is  essentially  based  on  previous 
history,  acuteness  of  onset,  signs  and  x-ray  evidences, 
wherever  they  may  be,  a constant  leukocytosis  and. 
finally,  the  liberation  of  a varying  amount  of  foul- 
smelling pus  when  the  abscess  ruptures  into  a bron- 
chus. 

Acute  pulmonary  fibrosis  (in  distinction  from 
chronic,  such  as  silicosis,  etc.)  has  attracted  recent 
attention,  four  cases  having  been  reported  recently 
from  .Johns  Hopkins  Hospital,  all  fatal.  X-ray  find- 
ings resemble  those  of  tuberculosis  though  they  are 
usually  more  generalized  throughout  the  lung.  There 
is  progressive  fibrosis  with  profuse  exudation  as  well, 
dyspnea  and  cardio-respiratory  failure.  There  is  rea- 
son to  believe  that  this  condition  may  be  of  more 
frequent  occurrence  than  has  been  recognized  and 
it  is  well  to  bear  it  in  mind. 

Primary  pulmonary  carcinoma  is  practically  always 
bi'oncho.genic.  When  we  come  to  deal  with  metastatic 
pulmonary  malignancy,  the  diagnosis  rests  upon  res- 
piratory symptoms  superimposed  upon  a known  can- 
cerous base. 

The  main  sy'mptoms  of  pulmonary  malignancy 
are  pain,  dyspnea,  x-ray  findings  of  an  heterogeneous 
nature  with  rapid  spread,  added  to  which  there  is  the 
constantly  increasing  cachexia  characteristic  of  ma- 
lignant disease  wherever  situated.  Most  characteristic 
is  a dyspnea  out  of  all  proportion  to  the  anatomical 
damage  as  revealed  by  physical  examination  or  x-ray. 
Again,  the  often  voluminous  sputum  is  relatively  be- 
nign in  appearance,  and,  of  course,  persistently  nega- 
tive for  tubercle  bacilli.  Physical  signs  are  practicilly 
of  no  diagnostic  value.  All  obscure  cases,  particu- 
larly those  with  lesions  of  the  lower  lobes,  with  more 
or  less  indefinite  symptoms  and  negative  sputum, 
should  be  bronchoscoped  and  lipiodol  films  made  be- 
fore subjecting  the  patient  to  a long  and  tedious 
period  of  observation. 

Brief  reference  only  need  be  made  to  the  remaining 
pulmonarv  diseases  mentioned  as  conditions  fre- 
quently diagnosed  tuberculosis.  In  mycotic  disease 
the  x-ray  and  physical  signs  may  be  practically 
Identical  with  those  found  in  true  infection  with  tu- 
bercle but  the  persistently  negative  sputum  is  a great 
argument  against  tuberculosis.  In  the  case  of  asper- 
gillosis, for  example,  the  finding  of  the  characteristic 
fung"s  when  the  sputum  is  cultured  on  Sabouraud’s 
medium  v.dll  clinch  the  diagnosis.  The  same  general 
truths  hold  true  for  spirochetosis  and  the  diagnosis 


hinges  not  so  much  on  clinical  features  as  on  accurate 
laboratory  examinations.  The  possible  presence  of 
these  diseases  should  always  be  kept  in  mind  espe- 
cially as  their  appropriate  treatment  is  wholly  dif- 
ferent from  that  instituted  in  tuberculosis. 

In  the  case  of  the  chronic  fibroses,  silicosis,  asbes- 
tosis  and  anthracosis.  it  is  upon  the  history  that  we 
must  place  our  main  reliance  in  differential  diagnosis. 
Pulmonary  syphilis  is  a very  rare  condition.  Its  pos- 
sibility must  be  kept  in  mind  and  knowledge  of  the 
Wassermann  reaction  in  doubtful  cases  is  desirable, 
but  it  is  not  one  of  the  diagnostic  differentiations 
that  need  give  primary  concern. 

In  conclusion  it  is  well  to  keep  in  mind  the  fol- 
lowing thirteen  special  points  in  the  differential  diag- 
nosis of  pulmonary  tuberculosis.  Dogmatism  in  med- 
ical diagnosis  is  risky  but  it  seems  safe  to  emphasize 
these  basic  requirements. 

1.  Pulmonary  tuberculosis  must  constantly  be  kept 
in  the  foreground. 

2.  Good  stereoscopic  x-ray  films  are  essential  in 
diagnosis. 

3.  Failure  to  examine  sputum  is  equal  to  malprac- 
tice. 

4.  Failure  to  find  tubercle  bacilli  after  repeated 
attempts  is  a great  argument  against  the  presence  of 
tuberculosis. 

5.  In  all  children  under  twelve  and  in  all  uncertain 
adult  cases  an  intradermal  tuberculin  test  should  be 
done.  Lots  of  adults  will  react  negatively  and  that 
throws  out  tuberculosis. 

6.  A carefully  taken  history  is  of  great  importance. 
It  need  not  be  long.  Quality  is  away  above  quantity. 
Do  not  leave  this  to  an  assistant.  Do  it  yourself. 

7.  Resort  promptly  to  bronchoscopy  and  lung  map- 
ping in  all  doubtful  cases  that  are  really  ill. 

8.  Remember  that  persistent  absence  of  tubercle 
bacilli  from  sputum  merely  excludes  tuberculosis. 
The  patient  is  not  a bit  better  than  before.  Continue 
to  search  the  sputum  for  some  definite  cause  of  in- 
fection. 

9.  The  ravages  of  bronchiectasis  are  almost  never 
like  those  of  tuberculosis  unless  they  coexist  and  then 
tuberculosis  is  the  primary  disease  to  be  treated. 

10.  Hemoptysis  is  not  pathognomonic  of  tubercu- 
losis. 

11.  An  extremely  acute  postoperative  pulmonary 
symptomatology  should  direct  the  diagnostic  finger 
toward  abscess. 

12.  Fibrotic  conditions  arise  in  the  presence  of 
chronic  sinusitis  and  other  chronic  infections  else- 
w’here  in  the  body.  There  may  be  acute  fibrotic  pul- 
monary conditions.  Think  of  them. 

13.  Pulmonary  malignancy  is  on  the  increase.  In 
the  primary  type  bronchoscopy  is  invaluable  diagnos- 
tically. In  the  metastatic  type  the  diagnosis  is  of 
scientific  interest  only. 

Differential  Diagnosis  in  Pulmonarv  Diseases.  Paul 
H.  Ringer,  A.  B„  M.  D.,  F,  A.  C.  P„  Xew  York  State 
,Iournal  of  Medicine,  ,Iune  1,  1937. 


JUSTIFIED 

Johnnie  was  gazing  at  his  one-day-old  brother, 
who  lay  squealing  and  wailing  in  his  cot. 

‘‘Has  he  come  from  heaven?"  inquired  John- 
nie. 

“Yes,  dear." 

‘‘No  wonder  they  put  him  out." — Chicago 
Daily  News. 
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THE  SOCIETIES 

The  July  meeting-  of  the  Madison  Six  County  Medi- 
cal Society  was  held  at  tlie  Hotel  Norfolk  on  the 
twentieth.  Thirty-seven  physicians  attended  the  pro- 
gram: Dr.  Edgar  V.  Allen,  Mayo  Clinic — “Diseases  of 
the  Peripheral  Blood  Vessels;’’  Dr.  L.  M.  Randall, 
Mayo  Clinic — “Irregularities  of  Menstiuation  and 
Menopause.” 

The  Five  County  Medical  Society  of  Cedar,  Dixon, 
Dakota,  Thurston  and  Wayne  Counties  met  at  Hotel 
Stratton,  Wayne,  June  29,  with  40  physicians  present. 
Dr.  H.  I.  Downas  of  Sioux  City  spoke  on  i-ectal  bleed- 
ing. Dr.  R.  N.  Larimer  of  Sioux  City,  also  spoke  on 
the  new  developments  in  the  treatments  of  diabetes. 
Dr.  R.  C.  Richards  of  Newcastle  made  arrangements 
for  the  program.  Dr.  Walter  Benthack  was  in  charge 
of  local  plans.  Dr.  J.  C.  Kildebeck  of  Emerson,  presi- 
dent of  the  group,  presided.  Dr.  Homer  Davis  of 
Genoa,  president-elect  of  the  Nebraska  State  Medical 
association,  was  a guest  and  spoke. 

At  a meeting  held  at  Hotel  Stratton,  August  3,  the 
following  program  was  presented;  “Backache,”  Dr. 
A.  O.  Donohue  and  Dr.  Scott,  Sioux  City;  “Headache,” 
Dr.  T.  R.  Gittens,  Sioux  City. 

The  Medical  Societies  and  Auxiliaries  of  Brown 
County,  Kansas,  and  Richardson  County,  Nebr.,  held 
their  annual  picnic  at  the  Falls  City  Country  club 
July  21  with  35  present.  Following  a dinner,  talks 
were  given  by  Dr.  H.  .1.  Deaver  of  Sabetha,  Dr.  R.  M. 
Wyatt  and  Dr.  E.  K.  Lawrence  of  Hiawatha  and  Dr. 
C.  L.  Hustead,  Dr.  H.  R.  Miner  and  Dr.  J.  C.  Gillispie 
of  Falls  City. 

In  the  afternoon  a golf  tournament  for  both  the 
doctors  and  their  wives  was  held  with  prizes  being- 
won  by  Dr.  O.  F.  Lang,  Dr.  C.  L.  Hustead,  Dr.  Ernest 
Lennemann  and  Dr.  Arthur  H.  Haynes.  Golf  prizes 
for  the  ladies  were  awaided  to  Mrs.  C.  L.  Hustead 
and  Mrs.  A.  H.  Haynes.  All  prizes  were  donated  by 
Falls  City  business  men. 

Another  feature  of  the  evening’s  program  was  sev- 
eral leels  of  motion  pictures  shown  by  Harry  Richard- 
son. One  of  the  pictures,  in  colors,  was  taken  recent- 
ly by  E.  W.  Simpson  on  his  eastern  trip. 

Members  of  the  Tri-County  Medical  Society  met  in 
Oakland  June  28,  with  38  doctors  and  their  wives 
present.  Burt,  Dodge  and  Washington  county  doc- 
tois  are  members  of  the  society. 

Chiefly  a social  session,  the  meeting  was  opened 
with  the  picnic  dinner  at  the  fair  grounds  dining 
hall.  The  Oakland  Cafe  served  the  meal.  Later  the 
group  were  entertained  at  the  H.  W.  Benson  home, 
with  Mrs.  Benson,  Mrs.  R.  H.  Tibbels  and  Mrs.  J.  G. 
Allen  of  Craig  serving. 

Dr.  L.  Morrow  of  Tekamah,  president  of  the  Burt 
county  medical  group,  presided  at  the  Benson  home, 
giving  a welcome  to  those  present,  and  introducing 
Dr.  Homer  Davis  of  Genoa,  president-elect  of  the 
state  medical  society,  who  responded  briefly. 

Judge  C.  O.  Stauffer  was  the  speaker  of  the  eve- 
ning. He  had  been  assigned  the  subject  “The  Judge 
Looks  at  the  Doctor,”  and  held  the  undivided  atten- 
tion of  his  audience  during  his  address.  Illustrations 
from  his  own  experience  and  from  famous  trials 
proved  very  instructive  and  interesting  to  his  audi- 
tors. 

The  doctor  as  an  expert  witness  in  the  trial  of  law 
suits  is  very  necessary,  although  the  speaker  felt  that 
the  rules  of  evidence  should  be  changed  to  some  ex- 
tent when  dealing  with  this  type  of  witness. 

He  particularly  criticised  the  system  that  permits 
the  litigants  to  hire  their  own  expert  witnesses,  as 
the  party  with  plenty  of  money  can  always  employ 
the  best  authorities  to  testify  in  his  behalf. 

It  was  suggested  that  workmen’s  compensation 


court  particularly  should  have  a group  of  experts  as 
an  adjunct  to  itself,  on  the  public  pay-roll,  to  make 
impartial  investigations  of  injuries  and  report  find- 
ings, without  being  in  the  attitude  of  a witness  for 
one  side  or  the  other.  The  speaker  also  gave  his 
auditors  some  valuable  hints  as  to  what  is  expected 
of  them  on  the  witness  stand. 

Refresher  courses  were  given  at  various  points  over 
the  Eighth  Councilor  District  during  the  last  part  of 
July  and  the  month  of  August  with  a meeting  of 
especial  importance  at  Ainsworth  August  17,  under 
the  sponsorship  of  Dr.  W.  J.  Douglas,  Atkinson, 
councilor  of  that  district. 
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Dr.  K.  P.  Palmer,  Holdrege,  is  reported  ill. 

Dr.  T.  N.  Duncan  has  moved  from  Cody  to  Merri- 
man. 

Dr.  J.  G.  Marron.  Lincoln,  has  returned  from  a visit 
in  the  East. 

Dr.  Lloyd  Ragan,  formerly  of  Seward,  has  located 
at  David  City. 

Hardy,  Nebraska,  needs  a physician,  according  to 
the  lay  press. 

Dr.  Robert  Powell  recently  moved  from  Villisca  to 
Farragut,  Iowa. 

The  Doctor  Paul  Royal  family,  Lincoln,  motored 
to  Canada  in  July. 

Dr.  and  Mrs.  A.  C.  Blattspieler,  Tobias,  motored  to 
Canada  in  August. 

Dr.  A.  A.  Conrad,  Crete,  talked  on  Diabetes  before 
the  local  Rotary  club. 

Dr.  \V.  L.  Albin  and  family,  Lincoln,  spent  a month 
at  the  Minnesota  lakes. 

Dr.  and  Mrs.  \V.  C.  Keetel,  Lyons,  made  a trip  to 
Chicago  early  in  August. 

The  Dr.  .1.  D.  McCarthy  family,  Omaha,  spent  their 
vacation  in  New  England. 

Dr.  and  Mrs.  H.  G.  Penner,  Beatrice,  had  a ten-day 
outing  at  Colorado  Springs. 

Dr.  G.  W.  Bartlett,  Belgrade,  and  family  enjoyed 
fishing  in  Leech  lake  lately. 

Dr.  Francis  Dorsey,  Hartington,  was  badly  injured 
in  an  auto  collision  recently. 

The  Russell  Best  family,  Omaha,  spent  part  of  the 
summer  at  Ogunciuit,  Maine. 

Dr.  M.  C.  Anderson  has  returned  from  a month’s 
postgraduate  work  at  Boston. 

Dr.  F.  M.  Conlin  and  family,  Omaha,  spent  their 
August  vacation  in  Minnesota. 

Dr.  Frank  Jensen,  Newman  Grove  spent  a week 
fishing  in  the  Minnesota  lakes. 

Dr.  and  Mrs.  W.  Ij.  Sucha,  Omaha,  spent  their  vaca- 
tion motoring  thi-ough  Canada. 

Dr.  J.  Y.  Racines,  Palmer,  spent  some  time  recently 
in  northern  Iowa  and  Minnesota. 

Dr.  H.  W.  Saylor,  Bruning,  spent  some  time  on  the 
Pacific  Coast  with  his  daughter. 

Dr.  and  Mrs.  H.  S.  Ecklund,  Osceola,  fished  at 
tV’oman’s  lake,  Minn.,  last  month. 

Dr.  George  T.  Alliband  has  accepted  an  association 
with  Dr.  R.  L.  Schroeder,  Osceola. 

Dr.  and  Mrs.  .1.  P.  Gilligan,  Nebraska  City,  visited 
recently  at  Denver  and  Scottsbluff. 

Dr.  and  Mrs.  C.  Tj.  Fahnestock,  Lincoln,  spent  their 
vacation  at  White  Fish  lake,  Minn. 

Dr.  .J.  C.  Shai-pe  and  wife,  Omaha,  are  spending 
their  August  vacation  in  Wyoming. 

The  Dr.  Hanisch  family,  St.  Paul,  spent  ten  days 
in  Estes  Park,  Colo.,  during  August. 

Dr.  S.  G.  Panter,  Lincoln  octogenarian,  was  hit  by  a 
truck  and  seriously  injured  recently. 

Dr.  and  Mrs.  Herman  F.  .Johnson,  Omaha,  spent  a 
short  period  in  Montana  during  August. 

Dr.  Peters,  Randolph,  fished  for  muskies  in  the 
Lake  of  the  Woods  early  in  the  summer. 
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Dr.  B.  P.  Richards,  Crawford,  submitted  to  a gall- 
bladder and  appendix  operation  recently. 

Dr.  George  Potter  and  wife,  Omaha,  spent  their 
August  vacation  at  Estes  Park,  Colorado. 

Chelsea,  Michigan,  attracted  the  Dr.  E.  E.  Koebbe 
family,  Columbus,  the  latter  part  of  .July. 

Dr.  Claude  Uren,  Omaha,  spent  some  time  with  his 
family  in  the  Black  Hills  during  August. 

Dr.  J.  A.  Henske,  Omaha,  has  gone  to  the  Interna- 
tional Pediatric  society  meeting  in  Rome. 

Dr.  L.  F.  Egen,  Hastings,  made  a fishing  trip  to 
northern  Minnesota  the  latter  part  of  July. 

Dr.  M.  Margolin  and  family  spent  their  vacation  in 
Minnesota,  including  a side  trip  to  Rochester. 

Dr.  and  Mrs.  T.  C.  Moyer  and  family,  Lincoln,  spent 
their  vacation  period  at  the  Minnesota  lakes. 

Dr.  Earl  Deppen  and  family,  Lincoln,  visited  in 
Pennsylvania  during  the  early  part  of  summer. 

Dr.  and  Mrs.  Earl  Wiedman,  Lincoln,  spent  their 
vacation  at  their  summer  cottage  in  Estes  Park. 

Dr.  William  J.  Nolan  and  family,  Omaha,  spent  the 
month  of  August  at  Hickory  Lodge,  Crosby,  Minn. 

Dr.  John  Buis’  Logan  Valley  hospital  at  Pender  is 
being  enlarged  by  several  rooms  to  carry  the  load. 

A thief  entered  the  office  of  Dr.  L.  D.  Smith,  Lin- 
coln, and  walked  off  with  blood  pressure  apparatus. 

Dr.  Max  Coe,  Wakefield,  has  become  associated  with 
his  father.  Dr.  C.  B.  Coe,  in  the  practice  of  medicine. 

Dr.  Robert  E.  Karrer  has  become  associated  with 
the  medical  and  surgical  firm  of  Bell  and  Bell,  York. 

Dr.  C.  R.  Ross,  Omaha  retired  physician,  was  re- 
ported ill  in  an  Omaha  hospital  within  the  past  month. 

Dr.  M.  O.  Arnold  and  family,  St.  Paul,  Nebr.,  spent 
some  time  this  summer  fishing  in  northern  Minnesota. 

Dr.  B.  A.  Smith,  Auburn,  has  returned  from  taking 
a five-month  course  in  eye,  ear,  nose  and  throat  work 
in  Boston. 

Dr.  Louis  M.  Rosenbladt,  late  of  Minden,  Iowa,  is 
now  with  the  Great  Northern  Railroad  at  St.  Paul. 
Minnesota. 

The  marriage  of  Dr.  Victor  D.  Norall,  Lexington, 
and  Miss  Edna  Adele  Anderson  of  the  same  dace 
is  announced. 

Dr.  S.  A.  Swenson,  Wausa,  has  accepted  a position 
in  a CCC  camp  at  Kensal,  North  Dakota,  for  a six- 
month  period. 

Dr.  Pi-ank  Gallanger  of  St.  Louis  has  become  asso- 
ciated with  Dr.  .J.  P.  Gilligan  and  Dr.  W.  C.  Kenner, 
Nebraska  City. 

Dr.  Charles  Plickensteln,  of  Herndon,  Kans.,  is  op- 
ening the  Beaver  City  hospital,  which  has  been  closed 
for  some  time. 

Dr.  D.  B.  Kantor,  former  well-known  physician  of 
Sargent,  has  moved  to  McAllen,  Texas,  where  he  will 
engage  in  practice. 

Dr.  O.  V.  Calhoun  and  family,  Lincoln,  motored 
through  Yellowstone,  to  Boise,  Seattle  and  Sun  Valley 
Lodge,  late  in  .July. 

Dr.  Joseph  Laughlin  and  family.  Elm  Creek,  hied 
themselves  to  the  lillnnesota  lakes  early  in  August 
for  a week  of  fishing. 

Dr.  and  Mrs.  George  Neuhaus,  Omaha,  spent  some 
time  in  the  Yellowstone  and  Colorado  points  during 
the  latter  part  of  .July. 

Two  new  physicians  have  been  installed  at  Ingle- 
side:  Dr.  J^ouis  R.  Nash  of  Omaha  and  Dr.  J.  R. 
Marks  of  Cambridge,  Md. 

Dr.  Paul  Black  has  opened  an  office  at  929  Stuart 
Building,  Lincoln,  to  continue  the  practice  of  ophthal- 
mology and  otolaryngology. 

Dr.  W.  D.  Hansen,  an  Omahan,  has  purchased  the 
equipment  of  the  late  Dr.  Neely  at  Winside  and  will 
engage  in  practice  at  that  place. 


Dr.  J.  G.  Vetter  and  family,  Omaha,  motored  to  the 
Atlantic  Coast  during  June  and  also  attended  the 
meeting  of  the  A.  M.  A.  at  Atlantic  City. 

Dr.  Roy  Crook,  Lincoln,  has  gathered  his  medical 
sons.  Dr.  Glen  D.  and  Dr.  C.  F.,  about  him  and  the 
result  is  the  Crook  Clinic,  recently  opened. 

Dr.  A.  C.  Powell  has  left  the  Swedish  Hospital  at 
Seattle,  Washington,  and  is  now  connected  with  the 
Howe  Sound  Company  at  Lucerne,  Washington. 

Dr.  I.  C.  Munger,  Lincoln,  attended  reserve  officers 
camp  at  Fort  Ripley,  near  Brainerd,  Minn.,  for  two 
weeks  in  August.  He  is  a captain  in  the  medical 
corps. 

True  to  his  perennial  inclinations  toward  the  open 
road.  Dr.  A.  A.  Bald,  Platte  Center,  this  summer  took 
his  family  for  an  outing  at  .Jackson  Hole  and  Yellow- 
stone park. 

Dr.  George  Salter,  Norfolk,  motored  to  Baltimore, 
attended  clinics  at  .Johns  Hopkins,  and  returning 
brought  Mrs.  Salter  home  from  a visit  to  her  parents 
in  Baltimore. 

Dr.  John  H.  Calvert.  Pierce,  lost  his  equipment  in 
a fire  that  destroyed  the  building  in  which  his  office 
was  located  and  as  if  this  were  not  enough  a few  days 
later  he  fractured  his  elbow  at  a picnic. 

Dr.  T.  M.  Barber,  for  over  six  years  psychiatrist 
at  the  Norfolk  State  hospital,  has  resigned  to  accept 
a more  lucrative  position  at  the  State  Hospital  at 
Pendleton,  Ore.  Dr.  Barber  was  the  1937  president  of 
the  Madison  Six  County  Medical  society. 

Dr.  G.  L.  Tepley  has  succeeded  to  the  practice  of 
Dr.  W.  F.  Novak,  Clarkson.  Following  a vacation 
period  spent  in  the  Colorado  mountains.  Dr.  Novak 
intends  to  do  postgraduate  work  for  a year  or  more. 

Dr.  Charles  E.  Gurney,  who  left  Omaha  several 
.vears  ago  to  take  a fellowship  in  reconstructive  and 
plastic  surgery  at  the  Mayo  Clinic,  will,  on  the  com- 
pletion of  his  fellowship  period  about  October  1st, 
sail  for  London  where  he  has  an  appointment  with 
Sir  Harold  Gillies,  internationally  known  plastic  sur- 
geon, for  the  winter  months. 
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NEW  AND  NONOFFICIAL  REMEDIES.  1937.  Con- 
taining Descriptions  of  the  Articles  Which  Stand  Ac- 
cepted by  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association  on  .January  1, 
1937.  Cloth.  Price,  .$1.50.  Pp.  557,  LXIV.  Chicago: 
American  Medical  Association,  1937. 

The  annual  editions  of  this  volume  contain  all  that 
the  busy  physician  needs  to  know  concerning  the 
newer  preparations  which  he  is  daily  importuned  by 
the  detail  men  of  the  pharmaceutical  manufacturers 
to  use.  The  remedies  listed  and  described  here  have 
been  examined  and  found  acceptable  by  the  Council 
on  Pharmacy  and  Chemistry,  the  deliberative  body 
charged  by  the  American  Medical  Association  with  the 
performance  of  this  service  for  the  practitioner,  who 
has  not  the  time  or  means  to  make  the  determinations 
for  himself. 

Some  new  drugs  have  been  added  in  the  1937  edi- 
tion, the  descriptions  of  which  will  be  found  in  the 
groupings  to  which  they  belong.  There  are  some  note- 
worthy changes  in  classification.  The  various  vaso- 
constrictors, Benzedrine,  Ephedrine,  Epinephrine  and 
Neo-Synephrin,  have  been  grouped  together  as 
phenylalkylamine  derivatives  under  the  heading 
“Epinephrine  and  Related  Preparations.”  This  term- 
inology is  in  keeping  with  the  Council’s  policy  of 
avoiding  therapeutically  suggestive  names.  Another 
similar  change  is  the  abandonment  of  the  classifica- 
tion “Medicinal  Foods”  and  substitution  of  a chapter 
under  the  title  “Vitamins  and  Vitamin  Preparations 
for  Therapeutic  and  Prophylactic  Use”  in  the  previous 
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edition.  The  consideration  of  other  classes  of  food 
preparations  was  long-  ago  transferred  to  the  Council 
on  Foods.  The  chapter  “Organs  of  Animals”  which 
has  heretofore  included  only  endocrine  preparations 
has  been  expanded  by  transfers  to  this  heading  of  the 
chapters  Liver  and  Stomach  Preparations,  and  In- 
sulin. 

The  book  contains  general  articles,  descriptive  of 
tlie  classification  under  which  the  various  drugs  are 
listed.  According  to  the  i)reface,  more  or  less  thor- 
ough-going revisions  have  been  made  of  the  articles: 
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HOW  FAR  SHOULD  STATE  HEALTH 
DEPARTMENTS  GO? 

Baby’s  Proper  Feeding  The  Doctor’s  Problem.  One 
of  the  most  frequent  inquiries  received  by  the  State 
Department  of  Health  is  that  concerning  an  infant’s 
diet.  It  is,  of  course,  impossible  for  the  Depart- 
ment to  advise  or  give  suggestions  regarding  a suit- 
able diet  for  any  infant.  It  apparently  is  not  general- 
ly realized  by  the  laity,  that  food  requirements  vary 
for  every  infant.  One  infant  may  thrive  on  a given 
food  while  the  next  will  not  tolerate  it.  Consideration 
must  be  given  to  the  fundamental  requirements  of 
each  infant  such  as  the  protein,  fat,  carbohydrate, 
water,  mineral  and  vitamin  requirements.  So  far  as 
is  known,  breast  milk  is  the  only  universally  suitable 
food  for  infants.  If  a baby  is  deprived  of  this  he 
should  be  taken  to  the  family  physician  and  placed 
on  a proper  feeding.  It  is  only  after  a thorough  his- 
tory has  been  taken  and  a thorough  physical  exam- 
ination has  been  made  that  the  proper  food  can  be 
advised  for  any  infant.  It  is  ([uite  obvious  that  such 
service  is  out  of  the  i-ealm  of  the  State  Depai'tment 
of  Health. 

The  Department,  however,  has  literature  on  infant 
care  that  is  available  on  i-equest.  The  Children’s 
Bureau  at  Washington  also  publishes  some  excellent 
pamphlets  on  infant  and  child  care  which  should  be 
read  by  every  mother  who  wishes  to  give  her  child 
the  best  of  care  and  training. — from  Ohio  Health 
News,  Nov.,  1934. 
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THE  PRONE  AND  RIGHT  LATERAL  POSITION  EOR  GRAVITY 
DRAINAGE  IN  PERFORATED  APPENDICITIS* 

T.  F.  RIGGS,  M.  D., 

Pierre,  South  Dakota. 


The  opportunity  to  have  a part  in  your  pro- 
gram is  an  honor  which  I greatly  appreciate. 
Your  sister  state  to  the  north  has  many  of  the 
same  problems  and  difficulties  which  ve.x  and 
develop  you.  The  only  things  which  we  have  that 
you  do  not  are  the  Black  Hills,  the  lack  of  a 
Basic  Science  Law,  and  an  e.xcess  of  taxes ! 

It  is  possible  I am  the  oldest  living  native-born 
white  resident  of  South  Dakota;  but  be  that  as 
it  may,  during  my  early  years,  as  a member  of 
a family  of  missionaries  to  the  Dakota  Indians, 
I traveled  many  miles  and  slept  many  nights 
within  your  borders,  and  when  I went  away  to 
medical  school,  it  so  happened  that  I rode  horse- 

*Presented  before  the  annual  meeting,  Nebraska  State  Medical 
Association,  Omaha,  May  11-13,  1937. 


back  from  Pierre,  South  Dakota,  to  Valentine, 
Nebraska,  and  took  the  train  there. 

The  subject  which  I wish  to  bring  to  your  at- 
tention is  “The  Prone  and  Right  Lateral  Position 
for  Gravity  Drainage  in  Perforated  Appendi- 
citis.” 

Inflammation  of  the  appendix  is  a disease 
which  has  a mortality  rate  of  approximately  ten 
per  cent,  these  figures  including  all  forms  of  the 
disease.  There  is  some  variation  in  the  per- 
centage reported  from  different  parts  of  the  coun- 
try. 

Whether  this  mortality  is  due  to  home  treat- 
ment before  calling  a physician,  to  individual  or 
sectional  resistance-variations,  or  to  variations  in 
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the  preoperative,  operative  and  postoperative  pro- 
fessional care  is  a question  to  which  no  positive 
answer  can  be  given.  That  the  death  rate  is 
high,  we  all  agree.  The  efforts  toward  education 
of  the  public  on  the  part  of  certain  of  the  Life 
Insurance  Companies  and  large  Pharmaceutical 
houses  and  information  over  the  air  and  through 
the  columns  of  the  lay  press  are  moves  in  the 
right  direction  which  we  can  all  commend. 

\'olumes  have  been  written  on  the  subject  of 
appendicitis  and  its  treatment.  The  attack  has 
been  along  various  lines  and  the  progress  has 
been  definite,  especially  in  the  hands  of  men  hav- 
ing sufficient  training,  e.xperience  and  modern 
facilities. 

In  the  following'  report  we  shall  submit  to  you 
the  outline  of  a routine  which  has  been  of  gradual 
development,  with  the  hope  that  our  experience 
may  be  helpful  to  any  surgeon  not  now  using 
what  we  believe,  in  its  entirety,  to  be  a simple, 
logical  and  often  life  saving  procedure. 

The  idea  of  gravity  drainage  is  not  new.  We 
all  know  that  gravity  is  a constant  force  and  that 
consequently  fluids  tend  to  seek  the  lowest  level 
possible.  IMany  years  ago  Fowler  advocated  the 
semi-sitting  position,  which  is  excellent  in  certain 
conditions  but  which,  if  fully  carried  out,  has  the 
disadvantage  of  being  extremely  fatiguing  and 
in  some  patients  even  injurious. 

In  1905  R.  Isl.  Harbin  of  Rome,  Georgia,  pub- 
lished a report  under  the  title  "VTntral  Decubitus 
as  an  Aid  to  Drainage  for  Diffuse  Purulent  Peri- 
tonitis" in  which  he  stated  that  the  value  of  pos- 
tural gravity  methods  had  “not  been  realized  as 
fully  as  the  merits  of  the  procedure  would  war- 
rant.” His  paper  on  the  subject  is  the  earliest  we 
have  found  and  is  well  worth  the  reading. 

In  1906  the  late  Robert  C.  Coffey  of  Portland, 
Oregon,  presented  an  outstanding  paper  before 
the  Western  Surgical  Association  on  the  subject 
“The  Principles  and  Mechanics  of  Abdominal 
Drainage.”  After  discussing  the  view  of  Dr. 
John  G.  Clark,  who  condemned  external  peri- 
toneal drainage  and  advocated  postural  drainage 
through  the  lymphatics  of  the  diaphragm ; and 
the  findings  of  Dr.  John  L.  Yates  who  demon- 
strated by  experiments  on  dogs  that  no  true 
drainage  of  the  peritoneal  cavity  was  obtainable 
after  six  to  ten  hours.  Dr.  Coffey  expressed  him- 
self as  follows : 

“I  believe  that  the  scientific  findings  of  Clark 
and  Yates  are  correct  and  fundamental  as  far  as 
they  go,  but  should  be  studied  in  connection  with 
other  mechanical  principles.  The  two  mechanical 
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principles  involved  in  peritoneal  drainage  are 
gravity  and  capillarity. 

“The  two  steps  in  the  process  of  drainage  are, 
first,  bringing  the  fluid  in  contact  with  the  drain ; 
second,  delivery  of  the  fluid  to  the  surface. 
Gravity  performs  the  first  step  in  all  intraperi- 
toneal  drainage  and,  when  postural  methods  are 
applicable,  may  also  be  made  to  perform  the  sec- 
ond. When  the  point  of  delivery  is  higher  than 
the  lowest  point  in  the  cavity  to  be  drained,  cap- 
illarity is  necessary.” 

II}'  the  ingenious  u'.ethod  of  making  a plaster 
cast  of  the  abdominal  cavity  and  cutting  across 
this  at  various  predetermined  levels.  Dr.  Coffey 
was  able  to  demonstrate  the  differences  in  depth 
of  the  various  parts  of  the  abdomen  when  the 
body  was  in  supine  position.  He  also  showed 
that  either  of  the  flanks  would  contain  more  fluid 
than  the  pelvis  and  that  to  drain  these  fossae  by 
iise  of  the  Fowler  position  required  a 60  to  70 
degree  elevation  of  the  body,  whereas  complete 
gravity  drainage  of  all  the  abdominal  cavities  was 
obtained  with  the  natient  in  a lateral  position. 

In  1912  William  Coughlin  of  St.  Louis  Uni- 
versity Medical  School,  in  a paper  entitled  “Po- 
sition as  a Factor  in  Drainage  of  the  Peritoneal 
Cavity,”  expressed  himself  as  follows : 

■‘For  a long  time  surgeons  have  held  that  ab- 
scesses should  be  drained  at  their  most  dependent 
portion.  The  principle  is'  so  firmly  established — 
in  fact,  so  self-evident — that  one  wonders  that  it 
should  ever  be  necessary  to  enunciate  it.  But  it 
is,  as  anyone  who  teaches  clinical  surgery  will 
vouch.  When,  however,  one  suggests  that  this 
principle  should  be  applied  in  attempted  drainage 
of  the  abdomen  a storm  of  protest  arises,  the  chief 
objection  with  which  I have  had  to  contend  being 
that  the  abdominal  cavity  cannot  be  compared 
with  abscess  cavities,  for  here  we  have  ‘the  intra- 
abdominal pressure'  favoring-  our  attempts  to 
drain;  just  as  if  the  walls  of  any  ordinary  ab- 
scess exerted  no  pressure  whatever. 

“It  is  granted  that  intra-abdominal  pressure 
favors  drainage  of  the  abdomen,  let  the  opening 
be  where  it  will,  but  surely  that  pressure  can  work 
to  better  advantage  if  it  does  not  have  to  over- 
come the  influence  of  gravity.” 

In  a series  of  12  experiments  in  which  the  ab- 
dominal cavity  of  a horizontal  body  was  filled 
with  1000  c.c.  of  water,  Coughlin  demonstrated 
the  amount  of  water  obtainable  by  drainage  in- 
stituted through  different  incisions  with  the  body 
placed  in  various  positions.  His  conclusions  were 
as  follows : 

"1.  The  pelvic  cavity  could  not  be  completely 
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drained  of  water  by  raising  the  supine  body  even  to 
90  degrees  ‘bolt  upright.’ 

■‘2.  The  pelvic  cavity  could  be  completely  emptied 
of  water  by  turning  the  horizontally  placed  body  just 
more  than  mid-way  between  pronation  and  supina- 
tion. 

“3.  Water  found  its  way  from  the  left  loin  to  exit 
just  below  and  internal  to  the  right  anterior  superior 
iliac  spine  with  the  body  raised  to  45  degrees  in  the 
right  lateral  position. 

“4.  With  a distended  condition  of  the  intestines,  al- 
though water  gravitated  less  readily,  practically  the 
same  results  were  obtained. 

"5.  Although  water  found  its  way  from  the  left 
loin,  as  above  stated,  but  it  did  not  so  easily  find  its 
way  from  the  right  loin  to  exit  just  below  and  internal 
to  the  anterior  superior  iliac  spine;  no  matter  how 
high  the  left  laterally  lying  body  was  raised  a quan- 
tity remained  in  the  right  loin.” 

This  last  finding  is  doubtless  due  to  the  oblique 
attachment  of  the  mesentery  of  the  small  bowel. 

In  1914  W.  E.  Leighton  of  St.  Louis  presented 
a paper  before  the  Missouri  State  Medical  Asso- 
ciation on  “Drainage  in  General  Peritonitis.” 
After  briefly  reviewing  the  literature  he  reported 
six  cases  of  peritonitis  following  perforated  ap- 
pendicitis, and  one  each  following  typhoid  per- 
foration, gunshot  wound,  and  severe  abdominal 
trauma,  all  treated  by  drainage  and  the  prone 
position  with  only  one  death,  that  of  the  severe 
abdominal  trauma,  and  he  concludes  his  paper  as 
follows : 

“If  gravity  is  the  most  important  factor,  then 
it  would  seem  as  if  the  ventral  decubitus  would 
be  the  logical  position,  since  there  are  no  pockets 
formed  in  this  position.  The  incision  is  at  the 
lowest  point  for  affording  a rapid  evacuation  of 
any  abdominal  fluid.  The  success  in  drainage 
of  the  peritoneal  cavity  must  depend  to  a certain 
e.xtent  on  the  rapid  removal  of  the  e.xudate,  other- 
wise the  adhesions,  which  form  about  the  drains 
. . . might  wall  off  collections  from  the  drainage 
tubes.” 

Roland  Hill  of  St.  Louis  in  1916  presented  a 
paper  before  the  Western  Surgical  Association 
under  the  title  “Posture  in  Abdominal  Drainage” 
in  which  he  reported  57  patients  treated  by  drain- 
age and  the  ventral  or  right  lateral  position  with 
only  two  deaths.  As  Dr.  Hill  so  well  said,  “The 
greatest  factors  in  abdominal  drainage  are  grav- 
ity, intra-abdominal  pressure,  and  capillary  at- 
traction. Of  these,  undoubtedly  the  most  im- 
portant is  gravity.” 

In  1928  E.  P.  Quain  of  Bismarck,  North  Da- 
kota, in  a paper  on  “Acute  Appendicitis”  stated : 

“The  draining  of  an  exudate  from  any  cavity 
takes  place  most  quickly  and  efficiently  if  the  cav- 
ity is  opened  at  the  bottom.  The  advisability  of 
opening  an  abscess  at  its  lowest  point  was  known 


in  ancient  times.  This  principle  holds  true  also 
when  it  is  desired  to  drain  an  infected  peritoneum 
through  an  opening  in  the  anterior  abdominal 
wall.  Our  patients  have  made  safer,  quicker 
and  more  comfortable  recoveries  since  we  learned 
to  place  them  in  bed  in  such  a posture  that  the 
open  wound  is  at  the  lowest  point  of  the  abdom- 
inal cavity.  . . . An  additional  benefit  from  the 
ventral  posture  comes  from  the  fact  that  the  stom- 
ach and  duodenum  have  less  difficulties  with  re- 
tention and  regurgitation,  and  the  patient  will  be 
tortured  with  the  stomach  tube  less  often.” 

In  October,  1936,  the  Drs.  Harold  Glascock  of 
Raleigh,  North  Carolina,  published  a report  on 
“Ventral  Position  for  Drainage  in  Ruptured  Ap- 
pendicitis” in  which  they  compare  two  series  of 
cases,  one  before  and  the  other  after  routine  use 
of  the  ventral  position,  with  a most  striking  im- 
provement in  the  mortality  rate  in  the  second 
series. 

It  is  probable  other  articles  on  the  subject  of 
gravity  drainage  of  the  abdomen  have  been  pub- 
lished, which  we  have  been  unable  to  find.  It 
is  also  likely  there  are  surgeons  using  the  method 
who  have  not  made  any  report. 

There  is  one  fact  of  which  little  or  no  mention 
has  been  made  by  earlier  writers,  perhaps  be- 
cause it  is  so  evident ; namely,  the  anatomical 
suspension  of  the  abdominal  viscera.  Our  fore- 
bears of  ages  past  walked  much  as  do  the  quad- 
rupeds of  today.  The  spinal  column  is  the  ridge- 
pole from  which  are  suspended  the  viscera  and 
little  change  has  resulted  in  mankind  despite  many 
generations  of  bipedisrn. 

Of  choice  the  child  most  frequently  assumes 
the  prone  position  for  sleep  and  many  adults  like- 
wise, unless  acquired  adiposity  prevents.  No 
doubt  this  is  the  position  of  choice  because  the 
individual  has  found  it  to  be  of  greatest  comfort. 
The  dorsal  or  supine  position  is  an  acquired  one, 
and  possibly  the  result  of  soft  mattresses  and 
sagging  springs.  No  quadruped  assumes  such 
position  for  sleep  except  the  fat  house-dog  and 
then  only  occasionally. 

In  the  prone  position  the  abdominal  viscera 
bang  from  their  attachments  in  orderly  folds  or 
loops,  the  circulation  being  unimpeded  by  the 
weight  of  bowel  contents.  We  are  told,  by  those 
who  have  made  a study  of  the  lymphatics,  that 
the  most  free  routes  of  absorption  are  through 
the  diaphragm,  the  mesentary  and  the  pelvis,  and 
that  there  are  relatively  no  lymphatic  channels  in 
the  anterior  abdominal  wall.  With  the  body 
prone,  free  drainage  of  toxic  substance  is  away 
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from  the  areas  through  which  they  are  most  read- 
ily absorbed  and  toward  that  part  through  which 
absorption  is  least  active. 

Last  December  it  was  my  privilege  to  present 
before  the  Western  Surgical  Association  a brief 
report  of  the  study  of  three  hundred  consecutive, 
unselected  cases  of  acute  and  acute  perforated  ap- 
pendicitis. These  were  from  my  personal  service. 
The  details  of  this  study  were  carried  out  by 
three  of  our  past  residents,  Drs.  J.  F.  Blackman, 
H.  C.  Harrill  and  J.  A.  Benjamin,  Jr.  From  this 
study  we  were  able  to  report  162  cases  of  clini- 
cally and  pathologically  acute,  non-perforated 
appendicitis  without  a death,  which  same  good 
fortune  has  continued,  in  like  cases,  since  the 
closing  of  the  series  covered  in  that  report. 

Today  we  present  our  results  in  acute  per- 
forated appendicitis,  combining  the  cases  included 
in  the  former  study  with  those  subsequently  seen 
on  my  service.  The  detail  of  this  work  has  been 
done  by  our  present  resident.  Dr.  J.  M.  Kibler, 
and  I wish,  here,  to  express  my  deep  appreciation 
to  these  men  whose  labor  and  cooperation  has 
made  this  presentation  possible. 

Although  this  study  has  been  carried  out  in  de- 
tail, in  this  report  we  shall  not  include  a discus- 
sion of  diagnostic  points,  laboratory  findings  and 
the  like,  since  such  matters  have  been  fully  cov- 
ered by  many  authorities. 

The  criterion  governing  our  classification  of 
acute  perforated  appendicitis  is  a demonstrable 
perforation,  and  our  series  does  not  include  any 
case  in  which  perforation  was  not  confirmed  in 
the  laboratory. 

Our  patients  came  from  within  a radius  of  ap- 
proximately 150  miles  and  over  65%  were  from 
farms  or  ranches  where  drouth  and  grasshoppers 
have  caused  seven  years  of  crop  failure.  A con- 
siderable number  of  these  patients  were  admitted 
to  the  hospital  in  critical  condition,  having  been 
transported  many  miles  after  appendiceal  perfor- 
ation. The  majority  of  the  patients  were  from 
families  “on  relief”  and  many  of  these  patients 
showed  general  physical  improvement  during 
their  hospital  stay,  doubtless  due  to  dietary  ad- 
vantages. 

It  is  our  custom  to  operate  without  unavoidable 
delay  whenever  a reasonably  certain  diagnosis  has 
been  made,  except  where  the  history  and  clinical 
findings  lead  us  to  believe  a very  recent  perfor- 
ation has  occurred.  Here  we  wait  two  or  three 
hours  to  allow  the  peritoneum  opportunity  to 
build  up  its  defences. 

Preoperative  preparation  in  these  acute  cases 
is  as  simple  and  non-disturbing  as  possible.  No 


enema  is  given.  Where  fluid  is  advisable  we 
prefer  10%  glucose  in  saline  intravenously. 

At  operation,  an  incision  over  the  outer  border 
of  the  lower  right  rectus,  with  gentle  manual 
medial  retraction  of  the  muscle,  has  best  served 
in  our  experience  as  giving  more  freedom  of 
approach,  adequate  facilities  for  drainage,  and 
less  frequent  weakness  of  the  scar,  especially  if 
injury  to  the  larger  nerve  fibers  is  avoided. 

On  opening  the  peritoneum  and  before  explor- 
ation, the  general  cavity  is  protected  by  the  gentle 
introduction  of  riot  more  than  three  or  four  strips 
of  folded  gauze,  lj/2  inches  in  width  and  8 inches 
in  length,  after  which  the  appendix  is  located, 
exposed,  and  removed  with  the  least  possible 
trauma  to  the  adjacent  tissues.  Gentleness  is 
more  to  be  desired  than  haste. 

In  the  undetermined  case,  when  increased  peri- 
toneal fluid  is  present,  whether  clear  or  cloudy, 
if  it  is  without  odor,  no  fluid  is  removed  except 
for  microscopic  study,  but  if  the  characteristic 
“colon  odor”  is  noted  or  a perforation  demon- 
strated, a sucker  is  introduced  along  the  parietal 
wall  to  the  cul-de-sac  and  left  in  place  during  the 
removal  of  the  appendix,  after  which  a single 
“cigarette”  drain  is  placed  lateral  to  the  sucker 
before  the  sucker  is  withdrawn.  Occasionally, 
more  than  one  drain  may  be  necessary,  but  only 
when  more  than  one  of  the  fossae  have  been  con- 
taminated. 

If  an  abscess  is  present  its  contents  are  evac- 
uated by  sucker,  the  appendi.x  is  removed,  if  it 
can  be  found  by  palpation  and  without  breaking 
through  the  protecting  wall,  and  drainage  is  in- 
stituted as  above  described.  In  five  patients  we 
found  well  walled  off  abscesses  lateral  to  the 
caecum  and  in  these  we  did  not  evacuate  or  drain 
the  cul-de-sac.  That  the  origin  of  the  infection 
should  be  removed  if  it  can  be  done  safely  re- 
quires no  comment.  In  only  one  patient  were  we 
unable  to  find  the  appendix  or  its  remains,  and 
in  this  patient  a fistula  developed  which  was  cured 
by  operation  one  year  later,  a remnant  of  the 
distal  portion  of  the  appendix  being  found. 

In  instituting  drainage  we  use  a single  “cig- 
arette” made  by  inserting  a narrow  folded  gauze 
wick  in  a soft  rubber  covering  (Penrose  drain), 
the  gauze  being  flush  with  the  covering  at  the 
end  to  be  placed  in  the  abdomen  but  extending 
beyond  the  rubber  covering  distally,  thus  reduc- 
ing the  liklihood  of  developing  peritoneal  adhe- 
sions and  increasing  the  capillary  attraction  of 
the  drain. 

The  postoperative  care  is  along  well  defined 
lines.  Fluid  abundance  is  essential  and  may  be 
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provided  in  one  or  more  of  the  artificial  ways, 
depending  upon  tlie  individual  needs.  In  the  ma- 
jority of  patients  water  is  usually  well  taken 
naturally  within  six  hours  after  operation,  espe- 
cially if  lumbar  block  has  been  used. 

Morphine,  in  Vs  gi"-  maximum  doses  is  given 
and  is  repeated  at  intervals  of  from  two  to  six 
hours  as  necessary  but  never  to  the  e.xtent  of  con- 
tracting the  pupils  or  making  the  patient  “dopey.” 
We  believe  this  is  one  factor  which  contributes  to 
the  rare  occurrence  of  abdominal  distention  and 
lessens  the  liability  of  pulmonar)'-  complications. 
Five  postoperative  hypodermics  are  the  exception 
rather  than  the  rule  and  most  patients  require  no 
more  than  one  or  two. 

Enemata,  cathartics  and  pituitrin  are  taboo, 
especially  in  drainage  cases.  In  place  of  enemata, 
gentle  rectal  irrigations  at  G to  8 hour  intervals 
are  felt  to  be  less  dangerous  and  apparently  are 
all  that  is  needed,  and  these  are  rarely  used  until 
3G  hours  after  operation.  Mineral  oil,  in  moder- 
ation, may  be  used  on  the  fourth  day  if  normal 
evacuations  have  not  occurred.  It  does  not  seem 
logical  in  the  presence  of  a protective  ileus  to  fol- 
lozv  a plan  of  action  zvhicli  must  tend  to  the  spread 
of  infection. 

The  turning  of  a patient  at  regular  hourly  in- 
tervals. especially  during  the  first  three  or  four 
postoperative  days,  is  a routine  of  most  surgical 
services.  By  this  means  the  force  of  gravity  is 
utilized  in  preventing  hypostatic  congestion  and 
associated  lung  complications.  We  simply  carry 
this  idea  a little  further. 

We  prefer  to  use  the  prone  position  for  the 
first  twelve  hours  and  then  alternate  this  with 
the  right-lateral  to  relieve  the  patient  from  fa- 
tigue, although  neither  position  seems  to  be  espe- 
cially Uncomfortable.  A pillow'  should  be  placed 
transversely  at  the  level  of  the  costal  border  to 
elevate  and  compress  the  upper  abdomen.  In 
obese  patients  the  right-lateral  is  the  position  both 
of  choice  and  necessity  and  serves  its  purpose  well 
but  is  more  tiring  and  the  drainage  is  perhaps  a 
little  less  free  and  of  longer  duration. 

Change  to  the  supine  position  is  permitted  from 
time  to  time  after  48  hours  but  the  prone  and 
right-lateral  positions  are  continued,  in  the  main, 
until  after  the  drain  has  been  removed  and  all 
drainage  from  the  deeper  tissues  has  ceased.  Re- 
moval of  the  drain  is  commenced  on  the  third  day 
and  is  usually  completed  by  the  fifth  day.  It  is 
not  at  all  unusual  for  these  patients  to  be  dis- 
charged on  the  loth  day  with  the  wounds  en- 
tirely healed.  Hernia,  following  this  form  of 
treatment,  has  developed  in  only  two  of  our  pa- 


tients, both  being  in  women  with  relaxed  abdom- 
inal walls  and  with  unusually  severe  infections. 

Our  cases  of  appendicitis  with  demonstrable 
perforation  were  148  in  number,  but  in  one  of 
these  the  perforation  was  against  the  parietal 
wall  with  no  leakage,  and  in  two  the  omentum 
surrounded  the  appendix  and  abscess  in  such  a 
way  as  to  permit  removal  of  the  entire  mass 
without  soiling  the  field.  In  these  three,  the 
incisions  were  closed  without  drainage,  conva- 
lescence being  uneventful.  Excluding  these  three 
leaves  145  consecutive,  unselected  patients  treated 
by  gravity  drainage,  as  material  for  this  report. 

In  this  series  nitrous  oxide  ether  was  the  anaes- 
thetic in  51  cases  and  in  94  lumbar  block  was 
used  after  the  manner  reported  in  1930  by  Dr. 
Reginald  Jackson  of  Madison,  Wisconsin..  There 
were  41  children  below  15  years  of  age,  12  of 
which  were  done  under  Lumbar  block  (or  Spinal, 
if  you  prefer),  the  youngest  being  7 years  of  age. 
In  our  experience.  Dr.  Jackson’s  volumetric 
method,  in  the  development  of  which  he  was  aid- 
ed by  Dr.  Richard  Stout,  a former  member  of  his 
staff,  has  been  most  satisfactory  and  often  a 
veritable  Godsend. 

Sixty-six  (45.5%)  of  our  patients  showed  no 
evidence  of  protective  walling  off,  while  seventy- 
nine  (54.4%)  presented  more  or  less  localization, 
some  with  well  defined  abscess  formation,  but  the 
majority  with  indefinitely  outlined  pus  pockets 
and  spreading  peritoneal  involvement.  No  at- 
tempt was  made  to  determine  the  degree  or  ex- 
tent of  peritonitis,  such  exploration  being  entirely 
contra-indicated  by  our  manner  of  treatment. 

Reference  to  a similar  series  before  we  had 
adopted  gravity  drainage  showed  our  mortality 
rate  to  be  8.9%,  while  in  this  present  series  of 
145  cases  there  were  5 deaths — a mortality  of 
3.44%.  Gratifying  as  this  improvement  is,  yet 
we  realize  our  series  is  not  large  enough  to  carry 
great  weight  but  we  do  believe  it  to  demonstrate 
a means  by  which  deaths  from  perforated  appen- 
dicitis may  be  decreased.  Side  by  side  with  this 
are  two  facts  demonstrated  to  our  astonishment 
and  satisfaction,  namely,  the  shortening  of  the 
time  of  hospitalization  and  the  rapid,  almost  per 
primam,  healing  of  the  incisions. 

To  summarize : It  is  our  conviction  that  in 
using  gravity  or  “non-stop”  drainage  aided  by 
minimum  trauma  before,  during  and  after  sur- 
gery, there  is  decreased  absorption,  more  rapid 
elimination  of  toxins,  less  nausea,  less  abdominal 
distention,  less  wound  infection,  a lower  mortal- 
ity. and  a more  rapid  recovery  than  in  any  other 
method  of  treatment  with  which  we  are  familiar. 
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POSTOPERATIVE  COMPLICATIONS  IN  145  CASES 
OF  PERFORATED  APPENDICITIS 

G Intestinal  obstruction. 

1 Pulmonary  atelectasis  with  empyema. 

1 Pulmonary  atelectasis  and  hemhorrage  per  rec- 
tum. 

1 Thrombophlebitis — right  saphenous. 

1 Separation  of  wound  and  protrusion  of  viscera. 

1 Fecal  fistula — closed  1 year  later. 

1 Otitis  media — with  suppuration. 

1 Pregnancy — 7 months — premature  labor. 

1 Erysipelas — left  side  of  face. 

1 Pelvic  abscess — secondaiT- 

1 Rheumatic  heart,  mitral  disease,  umbilical  hernia. 

2 Postoperative  ventral  hernia  in  scar  (1  already 
repaired). 

No  deaths  from  the  above  complications. 

DEATHS— PERFORATED  APPENDICITIS 

1.  3582,  Mrs.  C.  V.  K.,  female,  36,  admitted  on  7th 
day  of  illness,  died  15th  day  after  operation.  Pulm. 
atelectasis,  recurrent;  empyema,  right. 

2.  3884,  Mrs.  M.  N.,  female,  58,  admitted  on  5th  day 
of  illness,  died  12th  day  after  operation.  Found  dead 
in  bed.  Pulmonary  embolism  (?). 

3.  3927,  D.  A.  D.,  male,  3,  admitted  on  6th  day  of 
illness,  died  1st  day  after  operation.  Toxemia  from 
peritonitis. 

4.  4699,  Mr.  L.  H.,  male.  53,  admitted  on  4th  day 
of  illness,  died  17th  day  after  operation.  Hepatitis; 
cholangitis;  subdiaphragmatic  abscess. 

5.  5508,  Mr.  O.  P.  S.,  male,  63,  admitted  on  5th  day 
of  illness,  died  3rd  day  after  operation.  Emphysema; 
obesity;  fatty  heart.  (Traveled  100  miles  in  auto  after 
rupture  of  appendix). 

Note:  In  each  of  these,  two  cigarette  drains  were 
used. 


In  all  patients,  except  the  infant,  a considerable 
degree  of  obesity  was  present. 

In  all,  except  numbers  2 and  3,  postmortem  exam- 
inations were  done. 

3.44%  mortality  rate  on  basis  of  145  cases  of  acute 
perforated  appendicitis.  . 
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RUPTURED  ABDOMINAL  AORTA* 

(Clinico-Pathological  Study  of  Five  Cases — From  the  Lancaster  County  Medical  Museum), 

J.  MARSHALL  NEELY,  M.  D., 

Lincoln. 


HISTORICAL 

Bryant(®\  in  1903,  described  325  aneurysms  of 
the  aorta  of  which  fifty-four,  or  16%  were  found 
in  the  abdominal  portion.  Two  years  later 
Osier (5)  reported  sixteen  abdominal  aneurysms 
found  among  18,000  admissions  to  the  Johns 
Hopkins  Hospital  stating  that  the  ratio  of  aneu- 
rysm of  the  abdominal  to  that  of  the  thoracic 
aorta  was  about  1 to  10.  Marlow  and  Doubler^^^ 
in  1918,  reported  two  cases  of  abdominal  aneu- 
rysm which  ruptured  into  the  duodenum.  Includ- 
ing previously  described  cases  this  made  a total  of 
seven  cases  of  abdominal  aneurysm  which  rup- 
tured into  the  gastro-intestinal  tract  four  of  which 
ruptured  into  the  duodenum.  Kampmeier^^l,  in 
1936,  described  sixty-eight  cases  of  aneurysm  of 
the  abdominal  aorta  which,  according  to  him, 
brings  the  total  cases  reported  to  381  of  which 
ten  have  rutpured  into  the  gastro-intestinal  tract. 
Four  of  these  ten  cases  ruptured  into  the  duo- 
denum to  which  this  paper  adds  another  making 

♦Presented  before  the  annual  meeting.  Nebraska  State  Medical 
Association.  Omaha.  May  11-13,  1937. 


a total  of  eleven  cases  ruptured  into  the  gastro- 
intestinal tract  and  five  into  the  duodenum  up  to 
the  present  time. 

CLINICAL 

Abdominal  aneurysm  is  a disease  of  late  adult 
life  usually  occurring  after  the  age  of  40  afthough 
in  Bryant’s  series^®)  the  largest  number  of  cases 
was  found  between  the  ages  of  31  and  40.  Most 
writers  also  state  that  males  are  affected  more 
frequently  than  females^^^^^h  Four  of  the  cases 
forming  the  basis  of  this  paper  are  males  and  one 
is  a female.  The  age  varies  from  54  to  86  years, 
the  average  being  67. 

That  rupture  of  the  abdominal  aorta  is  ex- 
tremely rare  is  generally  acknowledged.  Five 
cases  are  encountered  between  the  years  1929  and 
1937  in  a series  of  1,385  autopsies  from  the  Lan- 
caster County  Medical  Museum.  One  of  these 
five  cases  is  of  particular  interest  because  the 
aneurysm  ruptured  into  the  duodenum,  this  being 
the  fifth  case  reported  to  date. 

The  most  frequent  symptom  of  a rupture  of 


Volume  22 
Number  10 


RUPTURED  ABDOMINAL  AORTA:  NEELY 


371 


the  abdominal  aorta  is  pain.  This  may  or  may 
not  be  associated  with  an  aneurysm.  The  distri- 
bution and  character  of  the  pain  depends  upon  the 
location  of  the  aneurysm  or  point  of  rupture. 
Since  extravasation  into  the  retroperitoneal  space 
is  the  rule,  back  pain  is  one  of  the  most  frequent 
symptoms  occurring'  in  four  of  these  five  cases 
and  mentioned  as  the  most  frequent  symptom  by 
others The  pain  is  usually  sharp  and  ago- 
nizing. If  death  does  not  occur  too  soon  it  often 
radiates  to  various  portions  of  the  body  depend- 
ing on  the  location  and  extent  of  the  hemorrhage. 
If  the  extravasation  is  so  located  as  to  involve 
either  kidney  or  ureter  severe  renal  colic  is  often 
simulated  with  pain  radiating  down  the  inner 
aspect  of  the  thigh  or  to  the  testicle.  This  syn- 
drome occurred  in  two  of  these  five  cases. 

Abdominal  pain  is  the  most  frequent  symptom, 
occurring  in  all  five  cases.  If  rupture  occurs 
high  in  the  abdominal  a(jrta  a clinical  picture  re- 
sembling acute  cholecystitis  or  perforated  peptic 
ulcer  may  often  be  produced.  To  further  confuse 
the  picture  vomiting  and  gaseous  eructations  are 
commonly  encountered. 

Four  of  the  five  cases  suffered  back  pain,  this 
being  the  next  most  frequent  symptom.  This 
pain  in  all  four  instances  was  excruciating  and 
required  large  doses  of  morphine  for  relief.  That 
this  symptom  should  occur  frequently  is  under- 
standable when  one  remembers  that  hemorrhage 
into  the  retroperitoneal  space  is  almost  the  rule 
in  cases  of  ruptured  abdominal  aorta  whether  or 
not  the  rupture  is  preceded  by  the  fcwmation  of 
an  aneurysm. 

If  an  aneurysm  or  retroperitoneal  hematoma  is 
present  near  the  bifurcation  on  the  right  side  ob- 
struction of  the  left  ileac  vein  may  occur  due  to 
its  anatomical  opposition.  This  occurred  in  one 
of  these  five  cases  and  has  been  described  by  Kel- 
logg and  HeakT^^k 

At  the  time  of  rupture  of  the  abdominal  aorta 
pain  is  always  extremely  severe  and  is  accompa- 
nied by  shock.  The  length  of  life  after  this  oc- 
curs is  variable.  In  four  of  these  five  cases  the 
patient  lived  for  a period  of  several  hours.  In 
the  case  in  which  rupture  occurred  into  the  duo- 
denum death  was  very  sudden.  Pain  due  to  the 
presence  of  an  aneurysm  before  rupture  is  often 
intermittant  though  it  may  be  constant  and  throb- 
bing in  character.  When  erosion  of  the  vertdfcral 
bodies  occurs  the  pain  is  sharp  and  usually  con- 
stant and  it  may  be  throbliing. 

Rupture  of  the  abdominal  aorta  usually  occurs 
through  the  wall  of  an  aneurysm.  The  diag- 
nosis of  aneurysm  of  the  alidominal  aorta  is  often 


very  difficult  unless  it  is  readily  palpated.  Before 
rupture  has  taken  place  expansile  pulsation,  as 
elicited  by  palpation,  is  necessary  in  order  to  make 
a definite  diagnosis.  Palpation  of  aneurysms 
high  in  the  abdominal  aorta  is  very  difficult  and 
it  is  this  group  which  presents  the  hardest  diag- 
nostic problem.  The  tumor  mass  formed  by  the 
aneurysm  does  not  move  with  respiration  and 
sometimes  a thrill  may  be  palpated  or  a bruit 
heard  in  the  aorta  below  the  tumor  mass.  Due 
to  the  fact  that  most  cases  are  associated  with 
an  essential  hypertension  there  is  usually  cardiac 
hy])ertrophy.  Four  of  the  five  cases  here  de- 
scribed had  cardiac  hypertrophy.  Although  a 
history  of  hypertension  is  the  rule  the  blood 
l)ressure  may  be  normal  or  low  at  the  time  of 
examination  and  it  may  be  very  low  if  rupture 
has  taken  place. 

Roentgen  study  is  very  valuable  in  making  the 
diagnosis  of  this  condition.  A K.  U.  B.  film  will 
often  reveal  diffuse  density  in  the  abdominal  cav- 
ity where  rupture  has  taken  place  into  the  retro- 
peritoneal space.  Calcium  in  the  walls  of  the;/ 
aorta  will  often  outline  the  aneurysm  in  either  the 
anteroposterior  or  lateral  positions.  If  an  aneu- 
rysm is  [)resent  in  the  posterior  portion  of  the 
aorta  erosion  of  the  vertebrae  may  be  demon- 
strated in  the  lateral  position.  The  intervertebral 
discs  are  never  involved  or  eroded  by  an  aneurysm 
and  for  this  reason  the  anterior  surface  of  the 
bodies  will  be  rough  and  saucer  shaped  in  the 
mid-portion  but  the  superior  and  inferior  margins 
of  each  body  will  be  intact.  Roentgen  study 
aided  in  making  the  diagnosis  in  two  of  these 
five  cases  showing  diffuse  density  in  the  perito- 
neal cavity  in  one  case  and  erosion  of  the  vertebral 
bodies  in  another.  (See  cases  I and  V).  The 
correct  diagnosis  was  made  in  three  of  the  five 
cases. 

SYMPTOMS  AND  FINDINGS 


Abdominal  pain  5 cases 

Referred  to  heart 1 case 

Referred  to  back 4 cases 

Referred  to  inner  thigh .3  cases 

Chills  1 case 

History  of  trauma 2 cases 

Gaseous  eructations  5 cases 

Vomiting  3 cases 

Expansile  ab,dominal  mass 3 cases 

Cardiac  enlargement  2 cases 

Hypertension  2 cases 

Arteriosclerosis  5 cases 

Correct  diagnosis  made 3 cases 


Sex:^4  males,  1 female,  ages  54  to  8fi. 

There  is  notliing  characteristic  ,,{ib.gut^  the  lab- 
oratory findings  to  help  make  the  diagnosis. 
Hematuria  may  be  present  if  the  kidney  or  ureter 
is  involved  and  immediately  following  rupture 
there  is  usually  a slight  elevation  of  the  leukocyte 
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count.  In  cases  of  rupture  where  the  patient  lives 
for  several  hours  an  icterus  index  will  often  re- 
veal a subclinical  jaundice. 

PATHOLOGY 

i\Iost,  but  not  all  cases  of  rupture  of  the  ab- 
dominal aorta  are  preceded  by  the  formation  of 
an  aneurysm.  In  four  of  these  five  cases  perfo- 
ration occurred  through  such  a previously  ex- 
isting aneurysm.  In  the  other  case  rupture  oc- 
curred spontaneously  in  the  sense  that  it  was  not 
associated  with  an  aneuiysm.  The  commonest 
location  for  aneurysms  of  the  abdominal  aorta  is 
the  region  just  above  the  bifurcation  according 
to  Garlaixh’^h  Kampmeier^*^  on  the  other  hand, 
found  the  upper  abdomen  to  be  the  commonest 
site  for  the  formation  of  aneurysm,  llryant^®^ 
also  regards  the  region  of  the  abdominal  aorta 
above  the  celiac  axis  as  being  the  most  common 
site  for  the  development  of  aneurysm.  Saccular 
and  diffuse  aneurysms  are  the  type  most  common- 
ly seen  though  dissecting  aneurysms  are  not  un- 
usuaT^'^'^h  The  commonest  cause  of  death  is 
rupture  of  the  sac  with  hemorrhage.  This  oc- 
curred in  31  of  the  38  cases  described  by  Kamp- 
meier^^h  Hemmorrhage  occurs  most  frequently 
into  the  retroperitoneal  space  though  bleeding  in- 
to the  peritoneal  cavity  either  directly  from  the 
aneurysm  or  from  the  site  of  retropefitoneal  dis- 
section is  not  unusual.  If  rupture  takes  place 
into  the  retroperitoneal  space  death  will  be  much 
slower  than  that  following  rupture  into  the  peri- 
toneal cavity  or  an  abdominal  viscus.  Aneurysms 
occurring  in  the  abdominal  aorta  u.sually  occur 
singly  although  more  than  one  may  occasionally 
form  in  the  same  aorta. 

Four  of  the  five  cases  forming  the  basis  for 
this  paper  were  single  aneurysms.  In  one  case 
two  saccular  aneurysms  occurred  in  the  same 
aorta.  Three  aneurysms  were  found  near  the 
celiac  axis  and  two  near  the  bifurcation.  In  one 
case  rupture  occurred  near  the  celiac  axis  but 
there  was  no  aneurysm.  Three  aneurysms  were 
saccular  and  two  were  fusiform.  Hemorrhage 
occurred  into  the  retroperitoneal  space  in  all  five 
cases  but  secondary  hemorrhage  from  the  retro- 
peritoneal space  occurred  into  the  peritoneal  cav- 
ity in  two  cases  and  into  the  duodenum  in  one 
case.  There  were  m actual  ca.ses  of  dissecting 
aneurysm  in  this  series.  Erosion  of  the  verte- 
brae occurred  in  one  of  the  five  cases  and  was 
demon.strated  by  x-ray. 

The  etiology  of  aneurysms  of  the  abdominal 
aorta  is  somewhat  different  from  that  of  aneu- 
rysms found  in  the  thoracic  aorta  in  that  syphilis 
plays  a very  unimportant  part.  There  is  a great 


difference  of  opinion  on  the  part  of  various  writ- 
ers on  this  point.  Kampmeier^®)  states  that 
syphilis  is  the  most  important  single  cause  of 
abdominal  aneurysm^  in  spite  of  the  fact  that  only 
five  of  his  thirty-eight  cases  which  came  to  autop- 
sy showed  microscopic  evidence  of  syphilis.  He 
concludes  that  57.3%  of  his  sixty-eight  cases 
were  due  to  syphilis  and  bases  this  conclusion  for 
the  most  part  on  clinical  findings^^^^  such  as  the 
W'assermann  reaction  and  a history  of  a primary 
lesion.  Bell  states  that  syphilis  plays  an  unim- 
portant part  in  the  production  of  abdominal 
aneurysms.  also  makes  the  point  that 

round  cell  infiltration  about  the  vasavasorum  in 
the  adventitia  and  media  does  not  mean  necessari- 
ly that  the  lesion  is  syphilitic.  He  also  believes 
that  the  infrequency  of  syphilitic  aneurysms  in 
the  abdominal  aorta  is  at  least  partially  explained 
by  the  fact  that  there  is  a much  less  adequate 
lymph  supply  to  the  abdominal  aorta  than  to  the 
thoracic  aorta  and  that  since  syphilis  is  a lymph 
born  infection  aneurysms  would  naturally  occur 
less  frequently  in  the  abdominal  portion.  That 
arteriosclerosis  plays  an  important  part  in  the  pro- 
duction of  abdominal  aneuryms  is  admitted  by 
nearly  all  those  who  have  studied  cases  of  this 
type.  Trauma  and  tuberculosis  have  been  men- 
tioned as  rare  contributing  causes^^^h  ^ 

Arteriosclerosis  was  the  primary  etiological 
factor  in  all  of  the  five  cases  making  up  this  small 
series.  None  of  the  sections  showed  any  evi- 
dence of  syphilis.  Several  sections  were  taken 
from  the  wall  of  the  aorta  near  the  point  of  perfo- 
ration and  at  some  distance  from  the  perforation 
and  studied  in  the  following  manner : Paraffin 
sections  were  stained  with  hematoxylin  and 
eosin,  Masson’s  trichrome  stains,  Verhoff's  elas- 
tic tissue  stain  and  Levaditi's  stain  for  spiro- 
chetes. 

In  all  of  the  sections  there  was  marked  evi- 
dence of  arteriosclerosis.  The  intima  showed 
varying  degrees  of  thickening  and  degeneration. 
So-called  mucoid  degeneration  of  the  intima  was 
seen  in  many  of  the  sections.  (See  Fig.  1).  The 
media  was  thickened  and  also  showed  marked 
degeneration.  In  some  areas  there  was  marked 
hyalinization  of  the  media  and  in  others  large 
deposits  of  calcium.  The  sections  stained  with 
Verhoff’s  elastic  tissue  stain  show  reduplication 
and  disruption  of  the  fibers  and  complete  re- 
placement of  the  elastic  tissue  with  calcium  in 
some  instances.  (See  Fig.  3 and  4).  It  is  also 
interesting  to  note  that  zones  of  lymphocytes  were 
not  infrequently  seen  in  the  adventitia  although 
there  was  nothing  about  the  histology  which  re- 
motely resembles  syphilis. 
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In  addition  to  the  changes  due  to  arterioscle- 
rosis two  of  the  cases  showed  acute  mesaortitis 
which  in  all  probability  played  an  important  part 
as  an  etiological  factor  causing  the  rupture.  In 
one  case  (Case  III)  the  sections  showed  dense  in- 
filtration of  the  media  with  both  lymphocytes  and 
polymorphonuclear  leukocytes  and  also  clumps  of 
bacteria.  Although  this  was  a long  standing 
case  of  undulant  fever  the  bacteria  in  the  media 
had  the  appearance  of  belonging  to  the  pyogenic 
rather  than  the  Brucella  group.  This  interpre- 
tation is  substantiated  by  the  presence  of  an  ad- 
vanced pyelonephritis  at  the  time  of  autopsy. 
The  other  case  showing  an  acute  mesaortitis  was 
one  of  generalized  infection  with  Monilia  Albi- 
cans but  as  was  true  in  the  other  case  there  was 
histologic  evidence  that  secondary  invaders  be- 
longing to  the  pyogenic  group  were  responsible 
rather  than  the  yeast.  It  is  likely  that  a small 
mycotic  aneurysm  was  present  in  the  media  in 
this  case  as  there  was  no  aneurysm  present  at 
autopsy  although  rupture  had  occurred.  Both  of 
these  cases  also  showed  a reticular  hyperplasia 
in  the  media.  As  pointed  out  by  Boyd^^^^  this 
type  of  histologic  change  is  seen  in  the  aortas  of 
individuals  suffering  from  debilitating  diseases. 

SUMMARY  AND  CONCLUSIONS 

1.  Five  cases  of  rupture  of  the  abdominal 
aorta  have  been  presented. 

2.  Syphilis  plays  a very  unimportant  part  in 
the  etiology  of  aneurysms^of  the  abdominal  aorta. 

3.  Arteriosclerosis  is  the  most  important  sin- 
gle etiological  factor  in  aneurysms  of  the  abdom- 
inal aorta. 

4.  Non-specific  acute  mesaortitis  may  be  a 
definite  factor  in  causing  rupture  of  the  aorta 
particularly  when  superimposed  on  a pre-existing 
arteriosclerosis. 

5.  Rupture  of  the  abdominal  aorta  usually, 
though  not  always,  occurs  through  the  wall  of  an 
aneurysm. 

CASE  REPORTS 
CASE  I 

History:  Mr.  W.  B.  C.,  age  64,  had  been  quite  well 
until  about  24  hours  before  admission  to  the  Lirucoln 
General  Hospital,  October  15,  1934.  At  this  time  he 
was  seized  with  agonizing  pain  in  the  left  side  of 
the  abdomen  radiating  to  the  testicle  and  simulating 
in  every  respect  a severe  attack  of  renal  colic.  Mor- 
phine was  given  which  controlled  the  pain  fairly  well 
during  the  night  and  the  following  day  he  was  taken 
into  the  hospital  where  a K.  U.  B.  film  was  made. 
(See  Fig.  7).  No  calculus  was  seen  although  there 
was  a diffuse  density  throughout  the  left  abdomen. 
Shortly  after  leaving  the  X-ray  department  he  became 
pale,  short  of  breath  and  appeared  to  be  in  a state  of- 
shock.  The  B.  P.  was  50/?.  Following  this  the  blood 
pressure  never  became  higher  than  55  systolic  and  the 
patient  died  several  hours  later. 


Autopsy:  At  autopsy  a large  retroperitoneal  hem- 
orrhage was  found  just  to  the  left  of  the  abdominal 
aorta,  the  source  of  which  was  a rupture  of  a large 
saccular  aneurysm  which  measured  6 cm.  in  its  great- 
est diameter.  (See  Fig.  8).  The  mass  of  blood  clot 
displaced  the  descending  colon  to  the  left  and  the  kid- 
ney upward.  All  of  the  left  ureter  was  surrounded  by 
hemorrhagic  infiltration.  The  intima  of  the  aorta 
showed  a slight  amount  of  atherosclerosis  in  the 
thoracic  portion.  The  intima  of  the  abdominal  aorta 
showed  rather  marked  ulceration  and  large  intimal 
plaques.  The  autopsy  also  revealed  healed  pulmonary 
tuberculosis,  moderate  hypertrophy  of  the  heart,  coro- 
nary sclerosis,  arteriosclerosis  of  the  kidneys,  healed 
duodenal  ulcer,  diverticula  of  the  colon  and  fatty 
metamorphosis  of  the  liver. 

Sections  of  the  aorta  stained  with  hematoxylin  and 
eosin;  Masson’s  trichrome  stains,  Levaditi  stain  for 
spirochetes  showed  no  evidence  of  syphilis  but  marked 
intimal  and  medial  change  due  to  arteriosclerosis. 

CASE  II 

History:  Mrs.  A.  R.,  age  54,  was  admitted  to  the 
Bryan  Memorial  Hospital  August  1,  1930,  complain- 
ing of  pain  in  the  right  lower  abdomen  and  back. 
She  was  quite  well  until  about  three  days  before  ad- 
mission at  which  time  she  was  suddenly  seized  with 
"through  and  through  pain”  in  the  lower  abdomen  a 
little  to  the  right  of  the  midline.  This  pain  was  as- 
sociated with  nausea  and  vomiting.  There  was  no 
temperature.  The  pain  subsided  somewhat  until  the 
day  of  admission  at  which  time  she  was  again  sud- 
denly seized  with  severe  pain  in  the  right  lower  ab- 
domen which  radiated  to  the  inner  aspect  of  the  right 
leg  and  to  the  back.  There  was  no  urgency  or  fre- 
quency but  vomiting  occurred  repeatedly.  Physical 
examination  showed  some  enlargement  of  the  mass 
in  the  right  lower  abdomen  which  was  first  seen  about 
one  year  before  admission.  This  was  thought  at  that 
time  to  be  a retroperitoneal  sarcoma.  There  was  also 
some  cardiac  enlargement  and  a slight  systolic  bruit 
heard  over  the  apex.  The  urine  showed  nothing  of 
note  save  for  a trace  of  albumin.  The  W.B.C.  was 
8150  and  the  Hb.  82%.  Roentgenographic  studies  were 
made  of  the  K.  U.  B.  tract,  colon  and  lumbar  spine. 
(See  Fig.  9).  Early  erosion  of  the  anterior  surface 
of  the  bodies  of  the  vertebrae  was  seen  and  a marked 
tortuosity  of  the  aorta  with  calcification.  Both  the 
abdominal  and  back  pain  became  more  severe  and 
the  patient  died  on  the  second  day  after  admission. 

Autopsy:  When  the  peritoneal  cavity  was  opened 
two  saccular  aneurysms  were  found  in  the  abdominal 
aorta.  (See  Fig.  10).  One  of  these,  about  the  size  of 
a man’s  fist,  was  located  just  below  the  diaphragm, 
extending  to  the  right,  and  contained  a laminated 
thrombus.  This  one  was  not  ruptured.  The  other 
aneurysm  was  located  just  above  the  bifurcation  of 
the  aorta  and  also  extended  to  the  right.  There  was 
a rupture  in  the  posterior  wall  of  this  aneurysm 
through  which  hemorrhage  had  occurred  into  the 
retroperitoneal  space  and  secondarily  into  the  peri- 
toneal cavity.  This  retroperitoneal  hemorrhage  had 
surrounded  the  right  ileac  artery.  The  entire  aorta 
showed  marked  arteriosclerosis  with  ulceration  of  the 
intima,  large  intimal  plaques  and  calcification  within 
the  walls  of  the  aorta.  Ii>  p,ddition  to  the  above  de- 
scribed pathology  there  was  cardiac  hypertrophy,  and 
old  valve  defect  of  the  mitral  valve  with  a slight 
amount  of  stenosis. 

Sections  of  the  aorta  showed  marked  arterioscle- 
rosis with  large  areas  of  medial  necrosis,  lymphocytic 
infiltration,  intimal  thickening,  medial  calcification 
and  reduplication  of  the  elastic  tissue  fibers.  The 
sections  were  stained  with  H.  & E.,  Masson’s  tri- 
chrome stains,  Levaditi  stain  and  Verhoffs  elastic 
tissue  stain. 
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Kig  1 — Low  power  photomicrograph  showing  mucoid  degeneration  of  the  intima.  (Case  t\ 

^ of  the  elastic  tissue  aud  .n- 

terruption  of  the  internal  elastic  membrane  with  a calcium  plaaue.  (Case  III).  ^ . .. 

Fig  4 — power  photomicrograph  showing  marked  calcitim  deposit  and  reduplication  of  the  elastic  tissue.  (Case 
Fig  f, — Ix)w  power  photomicrograph  of  II.  & E.  stained  section  (jf  aorta  in  case  III  shoeing  acute  mc^aort  t s. 

Fig.  6 — High  j)Ower  photomicn-graph  of  media  of  aorta  in  case  XII  showing  reticular  hyperplasia. 


(Case  IV). 
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CASE  III 

History:  Mr.  A.  L.,  age  59,  was  admitted  to  the 
Lincoln  General  Hospital  July  1,  1935.  He  had  com- 
plained of  intermittent  dysuria,  frequency,  and  noc- 
turia for  several  years.  In  December,  1934,  he  con- 
tracted undulant  fever,  proven  serologically,  which 
confined  him  to  his  bed  for  a period  of  nine  weeks. 
The  agglutination  titer  of  his  serum  at  this  time  was 
1-200.  He  was  given  vaccine  at  this  time  with  fair 
response  though  was  unable  to  gain  strength  enough 
to  resume  work.  At  the  time  of  admission  there  was 
a daily  afternoon  fever,  the  peak  reaching  101  F. 
Physical  findings  at  this  time  showed  an  auricular 
fibrilation,  a slightly  generalized  tenderness  of  the 
entire  abdomen,  a blood  pressure  of  110/30  and  evi- 
dence of  recent  weight  loss.  Agglutination  for  undu- 
lant fever  showed  it  to  be  positive  in  a dilution  of 
1-200.  The  Widal,  Wassermann,  and  blood  cultures 


lapse,  the  blood  pressure  dropping  to  50/?.  At  one 
time  after  the  blood  pressure  began  to  rise  following 
cardiac  stimulants  the  pulsating  tumor  mass  disap- 
peared only  to  reappear  again  in  a few  hours.  Death 
occurred  very  suddenly  August  31,  nearly  two  months 
after  admission.  After  death,  when  the  body  was 
being-  moved  a large  amount  of  blood  was  passed  by 
mouth. 

Autopsy;  At  autopsy  a fusiform  aneurysm  of  the 
abdominal  aorta  was  found  at  the  bifurcation  extend- 
ing slightly  to  the  right  and  involving  about  5 cm. 
of  the  right  ileac  artery.  There  was  a perforation  in 
the  posterior  wall  of  the  aneurysm  through  which 
retroperitoneal  bleeding  had  occurred  which  produced 
a larger  tumor  mass.  (See  Pigs.  11  and  12).  At  the 
superior  margin  of  this  mass  the  transverse  portion 
of  the  duodenum  was  densly  adherant  and  there  was 
a perforation  through  the  wall  of  the  duodenum  from 


FIG.  12.  FIG.  7.  FIG.  9. 

Fig.  12 — Photograph  of  gross  specimen  showing  rupture  of  aneurysm  into  the  duodenum. 

Fig.  7 — Flat  film  of  abdomen  showing  diffuse  increased  density  due  to  massive  hemorrhage  into  retroperitoneal  space. 


I Fig.  9 — Film  of  lumbar  spine  made  in  the  lateral  position 

in  the  vertebral  bodies. 

I ■ 

j on  several  occasions  were  negative.  The  W.B.C.  was 

I 5100  and  there  was  a relative  lymphocytosis.  The 

I urine  showed  occasional  leukocytes.  Based  on  the 

j laboratory,  past  history  and  persistant  daily  temper- 

j ature  the  patient  was  thought  to  have  undulant  fever 

1 which  had  persisted  to  the  time  of  admission.  For 

j this  reason  intravenous  vaccine  was  started  in  doses 

ranging  from  50,000  to  100,000.  Three  doses  were 
I given,  each  causing  a marked  elevation  of  temperature 

j to  103-5  F.  At  the  end  of  three  days  of  this  therapy 

^ he  developed  what  appeared  to  be  a left  thrombo- 

; phlebitis  and  vaccine  therapy  was  discontinued.  The 

I leg  was  treated  with  local  ice  application  and  eleva- 

I tion  of  the  extremity  and  there  was  some  improve- 

ment at  the  end  of  10  days.  About  5 weeks  after 
admission  to  the  hospital  he  complained  of  dysuria, 
nocturia  and  frequency  and  a residual  urine  of  150  cc. 

^ was  found.  An  indwelling  catheter  was  instilled  and 

j the  urine  at  this  time  was  loaded  with  pus.  About 

i six  weeks  after  admission  he  first  complained  of  pain 

, in  the  right  flank.  Examination  revealed  rather  pro- 

I nounced  aortic  pulsation  but  no  definite  tumor  mass. 

■ Gradually,  however,  over  a period  of  days  a pulsating 

I tumor  mass  developed  and  was  easily  palpable  just 

I to  the  right  of  the  midline  and  slightly  below  the 

I level  of  the  umbilicus.  Cystoscopy  and  pyelography 

1 was  done  though  no  definite  pathology  was  demon- 

j strated  except  an  infected  bladder.  Two  days  before 

r death  the  patient  suddenly  went  into  a vascular  col- 


showing  calcification  of  the  aorta  and  early  compression  changes 

the  retroperitoneal  collection  of  blood.  The  duodenum, 
stomach,  esophagus,  and  upper  jejunum  were  filled 
with  fresh  blood.  The  fusiform  aneurysm  was  so 
situated  that  there  was  obstruction  to  the  venous 
return  flow  of  blood  from  the  left  lower  extremity 
and  it  was  this  obstruction  which  caused  the  clinical 
syndrome  of  thrombophlebitis.  In  addition  the  autopsy 
revealed  a far  advanced  pyelonephritis,  cloudy  swell- 
ing of  the  liver,  myocardium  and  chronic  cystitis. 

Many  sections  were  made  of  the  aorta  at  and  near 
the  location  of  the  fusiform  aneurysm.  These  sections 
were  stained  with  H.  & E.,  Masson’s  hemalum- 

erythrosin-saffron  stain,  Masson’s  iron-hematoxylin- 
light  green  stain,  and  Foot  and  Foot’s  silver  stain. 
In  addition  sections  were  also  stained  with  Verhoff’s 
elastic  tissue  stain.  All  of  the  sections  showed  marked 
arteriosclerosis  characterized  by  intimal  proliferation, 
medial  degeneration  and  calcification,  mucoid  degen- 
eration of  the  intima,  reduplication  and  fragmenta- 
tion of  the  elastica  and  atrophy  of  the  smooth  muscle 
of  the  media.  In  addition,  sections  of  the  aortic  wall 
made  at  the  point  of  rupture  show  an  acute  mesa- 
ortitis  with  leukocytic  infiltration,  necrosis,  and 
clumps  of  bacteria.  (See  Fig.  5).  Section  of  the  liver 
show  a diffuse  round  cell  infiltration  and  the  kidney 
shows  a typical  pyelonephritis.  The  myocardium 
showed  round  cell  infiltration  and  swelling  of  the 
muscle  fibers. 


II 
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CASE  IV 

History:  Mr.  C.  B.,  age  72,  was  admitted  to  the  St. 
Elizabeth  Hospital  February  2,  1937,  complaining  of 
pain,  weakness  and  swelling  of  the  ankles.  He  was 
perfectly  well  until  October  29,  1936,  at  which  time  a 
small  ulcerating  lesion  occurred  on  the  left  foot.  This 
was  opened  surgically  following  which  only  partial 
healing  took  place.  Aside  from  this  he  was  quite  well 
until  about  three  weeks  before  admission  to  the  hos- 
pital at  which  time  he  had  the  “flu,”  which  was  fol- 
lowed by  pneumonia.  He  failed  to  gain  strength 
after  this  and  was  admitted  with  the  above  com- 
plaints. Physical  examination  showed  the  chest  to  be 
clear  and  the  heart  sounds  distant.  The  liver  was 
just  beneath  the  costal  margin  and  there  was  pitting 
edema  of  both  ankles.  The  blood  pressure  was  125/75 
at  the  time  of  admission.  There  was  a thick  yellow- 
ish grey  coating  on  the  tongue  and  pharynx  and  a 
FIG.  10. 


larly  on  the  right  side.  Several  hours  before  death 
he  seemed  to  gradually  go  into  shock  from  which  he 
never  recovered. 

Autopsy:  When  the  peritoneal  cavity  was  opened  a 
general  fibrinous  peritonitis  was  found.  There  was 
perforation  of  the  cecum  at  several  points  due  to 
gangrene  of  the  wall.  When  the  gastro-intestinal 
tract  was  opened  the  mucosa  of  the  entire  colon  and 
the  lower  third  of  the  ileum  was  found  covered  by 
a thick  gi-ey-yellow  exudate.  Immediately  posterior 
to  the  stomach  was  a mass  which  displaced  the  stom- 
ach and  lower  end  of  the  esophagus  anteriorly.  This 
mass  was  found  to  be  a retroperitoneal  accumulation 
of  blood  which  was  the  result  of  a perforation  of  the 
aorta  at  a point  about  1 cm.  above  the  celiac  axis. 
There  was  no  evidence  of  an  aneurysm.  The  retro- 
peritoneal mass  displaced  the  left  adrenal  downward 
and  laterally.  In  addition  there  was  confluent  bron- 

FIG.  13. 


FIG.  11. 

definite  yeast  like  odor  to  the  breath.  An  x-ray  film 
of  the  chest  showed  what  was  thought  to  be  increased 
fibrosis  in  both  lungs.  The  W.B.C.  was  10,850  and 
R.B.C.  3,780,000.  The  Hb.  was  70%  and  the  differen- 
tial blood  count  showed  segmented  neutrophiles  78%, 
staff  neutrophiles  2%,  lymphocytes  16%,  monocytes 
2%  and  eosinophiles  2%.  Stained  smears  of  the 
sputum  were  negative  for  tuberculosis.  Cultures  of 
the  sputum  and  the  lesion  on  the  left  foot  showed 
Monilia  Albicans  in  pure  culture.  The  electrocardio- 
graphic study  showed  definite  evidence  of  myocardial 
damage  which  was  thought  to  be  due  to  a toxic  myo- 
cardium. Following  admission  his  course  was  essen- 
tially retrogressive.  At  times  there  was  mental  con- 
fusion. There  was  a low  grade  fever  never  becoming 
higher  than  100  F.  About  three  days  before  death  he 
complained  of  general  abdominal  pain  and  there  was 
rather  marked  tenderness  in  the  epigastrium,  particu- 


FIG.  8. 

chopneumonia,  cloudy  swelling  of  the  liver  and  kid- 
neys and  toxic  myocardium. 

All  of  the  sections  of  the  aorta  made  at  several 
points  showed  marked  arteriosclerosis  with  intimal 
thickening,  medial  degeneration,  medial  calcification, 
reduplication  of  the  elastic  fibers  and  mucoid  degen- 
eration of  the  intima  in  some  areas.  Sections  of  the 
tissue  taken  at  the  point  of  perforation  showed  an 
acute  mesaortitis  characterized  by  infiltration  with 
polymorphonuclear  leukocytes,  necrosis  and  bacterial 
clumps. 

CASE  V 

History:  Mr.  N.  C.  R.,  age  86,  was  first  seen  by  a 
physician  in  1927,  two  years  before  his  death.  At  this 
time  he  complained  of  vague  upper  abdominal  distress 
and  some  nausea.  Some  time  prior  to  this  he  had 
had  a prostatectomy.  About  three  months  before  con- 
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suiting  the  physician  he  began  to  have  intermittant 
sh^rp  pain  in  the  left  hip  region,  left  back  and  had 
some  nocturia.  Physical  examination  at  this  time 
showed  a moderate  cardiac  enlargement  and  a systolic 
murmur  heard  best  at  the  apex.  The  blood  pressure 
was  140/80  and  the  pulse  slow  and  regular.  In  the 
region  of  the  umbilicus  there  was  a tender  mass 
palpated  which  seemed  to  be  expansile  in  character. 
A diagnosis  of  abdominal  aneurysm  was  made  at  this 
time.  Following  this  he  was  not  seen  for  a period  of 
two  years  when  he  suffered  sudden  severe  pain  in 
the  left  abdomen  and  went  into  a state  of  shock.  The 
abdominal  pain  was  referred  to  the  heart  region  and 
to  the  back.  He  recovered  somewhat  from  this  first 
attack  and  shortly  afterward  suffered  another  in 
which  he  died. 

Autopsy:  At  autopsy  considerable  blood  was  found 
in  the  peritoneal  cavity  and  a large  retroperitoneal 
hemorrhage  just  to  the  left  of  the  abdominal  aorta. 
This  mass  of  blood  infiltrated  the  retroperitoneal  tis- 
sues to  the  left  of  the  aorta,  surrounded  the  left  kid- 
ney and  also  the  left  ureter.  Arising  from  a point 
about  2 cm.  below  the  celiac  axis  was  a large  saccular 
aneurysm  which  measured  15  cm.  in  the  largest  diam- 
eter. The  rupture  had  occurred  posteriorly  into  the 
letroperitoneal  space  which  in  turn  had  perforated  in 
the  peritoneal  space.  (See  Fig.  13).  There  was  also 
cardiac  hypertrophy,  coronary  sclerosis,  arterioscle- 
rosis of  the  kidneys,  multiple  diverticulo  of  the  small 
and  large  intestines  and  a hypernephroma  of  the  left 
kidney.  Sections  of  the  aorta  were  taken  at  various 
points  and  all  showed  marked  arteriosclerosis.  There 
was  medial  necrosis,  reduplication  of  the  elastic 
lamina,  intimal  thickening,  some  lymphocytic  infil- 
tration and  some  mucoid  degeneration  of  the  intima. 
Sections  of  the  kidney  tumor  showed  a typical  hyper- 
nephroma and  sections  of  the  heart  showed  rather 
marked  myocardial  fibrosis. 
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DISCUSSION 

DR.  JOHN  C.  SHARPE,  (Omaha):  There  are  two 
very  interesting  points  in  Dr.  Neely’s  excellent  pre- 
sentation of  this  subject  that  seem  to  me  to  be  worth 
while  emphasizing.  In  the  first  place,  that  these  ab- 
dominal aneurysms  must  be  considered  in  the  differ- 
ential diagnosis  of  any  atypical  abdominal  mass;  and 
second,  that  many  of  them  are  arteriosclerotic  and 
not  syphilitic  in  origin.  Both  of  these  facts  are  in 
accord  with  our  experience  at  the  University  Hos- 
pital. Naturally  we  are  more  interested  in  the  clin- 
ical diagnosis  than  after  they  reach  postmortem  table. 
(Shows  slides  of  3 cases). 

I should  like  to  ask  Dr.  Neely  if  he  has  found  any- 
thing of  diagnostic  value  in  these  cases  in  the  blood 
pressures  of  the  legs?  In  our  cases,  it  was  very  much 
lower  in  the  leg  than  in  the  arm.  Also,  I should  like 
to  ask  his  experience  in  the  radiographic  evidence  of 
bone  erosion.  From  our  x-rays  we  could  not  demon- 
strate any  erosion  of  the  lumbar  spine.  Whether  this 
was  due  to  the  type  of  aneurysm — saccular  or  fusi- 
form— or  due  to  the  location,  I do  not  know.  I should 
also  like  to  ask  why  the  intervertebral  discs  are 
spared  in  the  erosive  process. 

Again,  I would  like  to  commend  Dr.  Neely  for  gath- 
ering such  a comparatively  large  group  of  interesting 
cases,  and  emphasizing  the  etiological  factor. 

DR.  R.  G.  LEWIS,  (Omaha):  I should  like  to  com- 
pliment Dr.  Neely  for  his  excellent  presentation  of  a 
group  of  unusual  cases.  I had  the  privilege  of  see- 
ing two  cases  while  in  the  hospital,  one  of  which  was 
of  myocardial  failure  due  to  syphilitic  aortitis.  The 
aneurysm  was  recognized,  and  while  it  ruptured,  the 
pathoiogic  report  was  that  of  syphilitic  aortitis.  The 
second  case  was  a man  who  came  with  shock  and 
terrific  pain  in  the  left  back.  X-rays  taken  did  not 
disclose  calculus.  After  both  recognition  of  the  con- 
dition and  going  back  to  the  x-ray,  it  was  very  evi- 
dent. If  you  think  about  it,  it  should  be  recognized 
more  often. 

DR.  NEELY,  (closing) : In  regard  to  the  blood 
pressure,  it  was  found  to  be  iower  in  the  lower  ex- 
tremities than  in  the  upper  in  all  of  those  cases  where 
the  correct  diagnosis  was  made. 

So  far  as  the  x-ray  findings  are  concerned,  erosion 
of  the  vertebral  bodies  will  not  occur  unless  the  aneu- 
rysm forms  in  the  posterior  wall  of  the  aorta.  It  is 
in  these  cases  that  the  pain  is  very  excruciating  and 
usually  not  amenable  to  opiates.  I do  not  know  why 
the  intervertebral  disc  is  immune  from  erosion  but 
I do  know  that  it  is  one  of  the  diagnostic  points. 

I did  not  mean  to  create  the  impression  that  syphilis 
is  never  an  etiological  factor  in  the  formation  of  aneu- 
rysms of  the  abdominal  aorta,  but  is  very  rarely  so, 
in  fact  much  more  rarely  than  is  usually  assumed. 
As  pointed  out,  in  some  rather  large  series  of  cases 
published  the  only  evidence  that  syphilis  was  the  etio- 
logical factor  was  based  on  the  presence  of  a positive 
Wassermann  reaction.  It  must  be  remembered  that 
it  is  possible  for  an  arteriosclerotic  aneurysm  of  the 
abdominal  aorta  to  develop  in  spite  of  the  presence 
of  a positive  Wassermann  reaction. 

Histologically,  the  presence  of  perivascular  lymph- 
ocytes in  the  adventitia  does  not  necessarily  mean 
that  the  cellular  infiltration  is  due  to  syphiiis.  The 
case  which  Dr.  Lewis  described  was  undoubtedly  due 
to  syphilis  in  view  of  the  fact  that  there  was  also  a 
thoracic  aneurysm  and  other  findings  which  he  de- 
scribed. 

1 wish  to  thank  my  discussants. 


Doctor:  “Did  Johnnie  take  his  medicine  lik^  a 
man  ?”  ' 

Mother:  “Yes,  he  made  an  awful  fuss.” 

f--  ■ V, 
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The  cardiovascular  group,  -with  associated 
complications  of  the  respiratory  system,  includes 
by  far  the  majority  of  complications  following 
surgical  operation,  and  while  the  heart  itself  can- 
not be  considered  separately  from  the  cardiovas- 
cular system,  this  discussion  will  be  limited  to  an 
attempt  to  show  the  extent  to  which  the  heart 
affects  the  end  results,  in  surgery,  and  how  these 
effects  may  be  modified.  It  is  also  my  desire  to 
bring  to  your  attention  some  facts  and  opinions 
which  may  serve  to  aid  in  properly  evaluating 
the  element  of  risk  involved  in  operating  upon 
a patient  who  is  subject  to  disease  of  the  heart. 
The  not  infrequent  observation  of  a disastrous 
result  following  surgery  on  a patient  with  un- 
recognized or  disregarded  cardiac  disease  is  of 
itself  reason  enough  for  an  attempt  to  outline 
certain  factors  with  which  one  must  reckon  if  the 
mortality  rate  in  such  instances  is  to  be  further 
reduced. 

It  has  been  estimated  that  there  are  approxi- 
mately four  million  cardiacs  in  the  United  States, 
and  you  are  no  doubt  acquainted  with  the  fact 
that  heart  disease  is  the  leading  cause  of  death 
in  this  country.  These  facts  alone  warrant  fur- 
ther study  in  an  effort  to  learn  more  about  the 
part  played  by  heart  disease  in  surgical  mortal- 
ity. It  will  be  of  interest  to  show  the  experience 
of  various  operators  as  regards  their  end  results 
when  operating  upon  patients  with  diseased 
hearts  and  the  relative  frequency  of  heart  disease 
in  postoperative  deaths. 

T.\BLE  I— CARDIAC  INCIDENCE 

GROUP  DEATHS  CARDIACS  PRIMARY 

Lincoln  General  Hospital. .129  39  30.2%  18  14.0% 

Appendicitis  91  9 9.8%  4 4.3% 

Lancaster  Co.  Post-op. 

Post-mortems  327  106  32.4%  31  9.4% 

Billings  Hospital  77  8 7.7%  

Table  I presents  the  experience  of  Lincoln  sur- 
geons in  this  respect  as  revealed,  first  in  a study 
of  general  surgical  mortality  and  the  incidence 
of  heart  disease  in  surgical  patients  over  a five 
year  period  at  the  Lincoln  General  Hospital,  sec- 
ond in  the  findings  of  the  Lancaster  County  Med- 
ical Society’s  Appendicitis  Committee,  and  last, 
in  a survey  of  the  postmortem  records  in  our 
Society’s  museum ; I have  also  included  a small 
series  reported^^^  from  the  Billings  Hospital  in 
Chicago. 

♦Presented  before  the  annual  meeting.  Nebraska  State  Medical 
Association,  Omaha.  May  11-13,  1937. 
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TABLE  II— CARDIAC  MORTALITY 
GROUP  OPERATIONS  DEATHS  PRIMARY 

Peter  Bent  Brigham  Hosp.  434  60  13.8%  28  6.45% 

Uni.  of  Chicago 336  31  9.2%  6 1.78% 

IMunger  and  Hunger 23  6 26.  % 1 4.3  % 

Table  II  presents  a survey  of  mortality  in  pa- 
tients with  heart  disease  undergoing  surgery. 
The  remarkably  low  incidence  of  cardiac  mortal- 
ity in  the  Chicago  group,  as  reported  by  Hick- 
man, Livingstone  and  Davies^*\  is  indicative  of 
the  results  that  may  be  obtained  by  careful  pre- 
operative study.  These  deaths  occurred  in  the 
following  types  of  heart  disease ; 1 angina,  1 cor- 
onary occlusion,  1 decompensation,  and  3 hyper- 
tensives (all  of  whom  had  spinal  anesthesia). 

The  Peter  Bent  Brigham  Hospital  series  com- 
piled by  Levine^^)  and  his  collaborators  in  1930, 
roughly  parallels  the  experience  at  the  Massa- 
chusetts General  Hospital  as  reported  a year  earli- 
er by  Sprague^^®)  who  attributed  to  heart  dis- 
ease, 13%  of  170  postoperative  deaths. 

The  difference  in  mortality  rates  between  the 
Chicago  and  Boston  groups  is  partly  accounted 
for  by  the  fact  that  Levine  included  in  his  study 
those  patients  having  fatal  pulmonary  complica- 
tions as  a result  of  heart  disease.  The  figures 
compiled  from  our  own  series  cover  too  small  a 
group  from  which  to  draw  conclusions ; our  one 
primary  death  was  in  a patient  dying  of  myo- 
cardial failure,  following  gastro-enterostomy,  who 
showed  on  postmortem  examination  sufficient 
evidence  of  organic  heart  disease  to  force  the 
conclusion  that  a preoperative  electrocardio- 
graphic study  would  have  shown  us  warning 
signs. 

The  improvement  already  accomplished  by 
surgeons  in  the  handling  of  cardiac  risks  is  partly 
due  to  the  teachings  of  men  like  Ochsner  who 
said  “I  think  it  would  be  unfortunate  should  sur- 
geons receive  the  impression  that  patients  suffer- 
ing from  heart  disease  are  especially  safe.”  He 
said,  ‘T  believe  they  are  safe  because  they  are 
considered  especially  unsafe.”  Also,  certain  er- 
roneous conceptions  relative  to  the  danger  of 
operation,  and  the  danger  of  anesthesia,  have  in 
the  past  led  to  the  improper  handling  of  cardiacs 
needing  surgery.  One  all-too-common  error,  as 
shown  by  Herrmann^'^^  and  Purks^^^^  has  been 
the  tendency  to  attribute  unexpected  operative 
deaths  to  heart  failure,  when  failure  of  the  vas- 
cular system,  shock,  or  some  other  extra  cardiac 
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condition  was  to  blame.  The  conclusion  as  to  the 
cause  of  death  in  such  cases  was  justified  to  some 
extent  by  the  presence  of  tachycardia  and  fail- 
ing blood  pressure,  but  an  increase  in  the  fre- 
quency of  postmortem  examination  of  these  pa- 
tients has  given  us  a new  insight  into  the  actual 
pathology  involved  in  these  unexpected  deaths. 
This  new  knowledge  is  part  of  the  heritage  of 
«;he  surgeon  in  this  present  era  of  physiological 
surgery.  Its  effects  are  evidenced  by  a study  of 
mortality  rates,  which  shows,  over  the  years,  a 
steady  drop  in  the  percentage  of  postoperative 
deaths  which  can  be  directly  attributable  to  ac- 
tual disease  of  the  heart. 

The  most  important  consideration  of  the  sur- 
geon faced  with  operating  upon  a cardiac  is  a 
determination,  first  of  the  type  of  heart  disease, 
and  second,  its  severity.  Various  writers  have 
used  different  classifications  of  heart  disease  in 
reporting  their  results  in  this  type  of  case,  conse- 
quently it  is  difficult  to  make  exact  comparisons 
regarding  the  effect  of  various  anesthetics  and 
procedures  as  used  in  different  clinics.  There 
are  certain  general  considerations  however,  which 
apply  to  all  groups. 

TABLE  III— C.VRDIAC  OPER.\TIVE  RISK 


DIAGNOSIS  RISK 

Mitral  Regurgitation  None 

Mitral  Stenosis  None(?) 

Aortic  Regurgitation  (if  compensated) None 

Mild  Angina  Slight 

Auricular  Fibrillation  2%  inc. 

Auricular  Flutter  2%  inc. 

Hypertension  (if  no  renal  disease) 2-3%  inc. 

Arterial  Sclerotic  5%  inc. 

Heart  Block  Medium 

Coronary  Thrombosis  Severe 

Luetic  Aortitis  Severe 

Venous  Congestion  Severe 


Surgeons  have  not  yet  found  very  much  rea- 
son to  chang'e  the  standard  of  risk  as  first  pro- 
posed by  Lewis.  Table  III  shows  in  tabular  form 
an  outline  of  this  standard  as  recently  published 
by  Slot^^®\  It  is  generally  conceded,  as  indicated 
by  the  first  group  in  this  table  that  valvular  dis- 
ease carries  but  little  risk.  The  risk  in  the  hyper- 
tensive group  is  modified  somewhat  by  the  pres- 
ence or  absence  of  associated  renal  disease.  It  is 
shown  in  McQuiston  and  Allen’sVD  published 
■Study  on  350  cases  of  essential  hypertension  un- 
dergoing surgery  at  Rochester,  that  one-third  of 
the  deaths  occured  in  patients  with  associated 
renal  disease. 

Yet,  even  though  we  can  roughly  group  the 
different  types  of  cardiac  disorder  as  to  risk,  it 
would  be  unwise  were  we  to  fail  to  consider  each 
case  on  its  own  merits ; the  severity  of  heart  in- 
volvement in  each  case  injects  an  element  in  the 


evaluation  of  risk  which  does  not  readily  lend 
itself  to  classification.  In  the  final  analysis  then 
it  is  up  to  the  surgeon  with  the  use  of  every 
means  at  his  disposal  to  make  the  ultimate  deci- 
sion as  to  the  risk  involved  in  operating  upon 
his  particular  case. 

The  first  step  in  dealing  with  any  surgical  pa- 
tient in  whom  heart  disease  might  be  present  is 
the  taking  of  a careful  history;  this  is  made  espe- 
cially important  by  the  fact  that  latent  or  unsus- 
pected heart  disease  in  certain  instances  may  be 
discovered  only  in  this  manner,  since  physical  ex- 
amination and  laboratory  findings  may  be  quite 
normal ; while  on  the  other  hand  certain  cardiac 
findings  in  the  presence  of  a negative  history 
may  be  quite  insignificant.  Horine^®^  has  shown 
that  heart  disease  without  hypertrophy  or  clini- 
cally detectable  signs  may  e.xist  in  people  past  40, 
but  that  the  presence  of  such  disease  may  be  in- 
dicated by  a history  of  easy  fatigue  or  breathless- 
ness ; this  fact  has  often  been  confirmed  by  elec- 
trocardiography, relative  to  which  Rathe’s 
comparison  shows  that  cardiac  disability  found 
upon  physical  examination  is  usually  not  as  seri- 
ous from  the  standpoint  of  risk  as  is  the  latent 
finding  uncovered  only  by  the  electrocardiograph. 
On  the  other  hand  we  find  ColwelL'*^  asserting 
that  objective  signs  of  heart  disease  are  relatively 
more  important  than  subjective,  which  of  course 
in  reference  to  certain  types  of  heart  disease,  is 
quite  true. 

In  connection  with  the  taking  of  a careful  his- 
tory, the  importance  of  the  second  step,  physical 
examination,  is  not  to  be  disregarded,  as  in  this 
manner  more  exact  knowledge  is  obtained  rela- 
tive to,  the  character  of  arrhythmias,  the  size  of 
the  heart,  the  presence  of  valvular  defects,  and 
the  state  of  vascular  tension. 

IMost  surgeons  will  admit,  I believe,  the  truth 
of  Iloskins'^^®^  statement  that  arrhythmias  are 
easily  recognized  by  the  average  surgeon  but 
often  evaluated  by  him  with  difficulty.  Her- 
mann in  discussing  the  importance  of  the  find- 
ing of  arrhythmia,  expresses  the  opinion  that  dis- 
turbances of  rhythm  in  previously  symptomless 
cardiacs  are  of  far  less  significance  than  those  oc- 
curring in  patients  with  a history  of  chronic  em- 
barrassment of  the  heart. 

Other  important  steps  in  the  physical  examina- 
tion are  the  exercise  tolerance  test  and  an  exam- 
ination of  the  eye  grounds:  the  finding  of  scle- 
rosis in  the  retinal  vessels  being  indicative  of  a 
similar  condition  in  other  smaller  vessels,  as  the 
coronaries.  It  has  been  jiointed  out  by  MasoiR^^\ 
that  the  discovery  of  calloused  ])alms,  the  presence 
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of  which  indicate  a good  risk,  or  a history  of  a 
gain  in  weight,  which  is  indicative  of  increased 
risk,  are  both  helpful  diagnostic  signs. 

The  third  step,  laboratory  examination,  is  the 
means  of  finally  evaluating  the  relation  to  cardiac 
risk,  of,  positive  electrocardiographic  findings, 
abnormal  urinary  findings,  and  blood  changes 
or  metabolic  disturbances,  the  latter  being  of 
major  importance  in  the  study  of  the  thyro-toxic 
cardiac.  The  presence  of  renal  disease  as  evi- 
denced b}'  the  laboratory  examination  increases 
the  risk  in  cardiacs  considerably  as  is  shown  by 
a study(^)  which  determined  the  mortality  rate  in 
cardio-nephritis  to  be  three  times  as  great  as  the 
rate  in  heart  disease  without  nephritis,  which 
agrees  with  the  experience  at  Rochester^^^),  pre- 
viously quoted. 

Particularly  in  the  more  advanced  cardiac 
faced  with  major  surgery,  is  it  important  that 
the  surgeon  be  given  the  aid  of  the  internist  and 
anesthetist  in  evaluating  the  risk  involved ; Ash- 
ton(i)  jj.,  floes  not  believe  it  possible  for  any 
one  of  the  three  alone  to  evaluate  the  risk. 

Other  factors  than  heart  disease  itself  are  con- 
cerned in  the  cardiac  surgical  patient;  it  is  well 
known  that  certain  diseases  in  themselves  influ- 
ence directly  the  ability  of  the  heart  to.  withstand 
the  strain  of  operation,  particularly  gallbladder 
disease,  prostatic  disease,  carcinoma,  and  dia- 
betes. Butler,  Feeney  and  Levine^^^  report  500 
consecutive  cases  of  prostatic  surgery  in  which 
()2.  or  12.4%  presented  definite  evidence  of  myo- 
cardial failure ; the  mortality  in  this  group  was 
4.0%. 

The  two  most  common  diseases  associated  with 
postoperative  death  in  cardiacs  at  the  Lincoln 
General  Hospital  were  found  to  be  carcinoma 
and  prostatic  obstruction  ; conclusions  from  these 
findings  must  be  modified  however,  by  a consid- 
eration of  the  relatively  high  ratio  of  admissions 
to  the  hospital  of  patients  with  these  two  diseases. 

TABLE  IV— RISK  ACCORDING  TO  AGE 
(Lincoln  General  Hospital  Series) 


129  DEATHS  UNDER  50  OVER  50  TOTAI. 

No  heart  disease 40  50  90 

Primary  cause  .2  15  18 

Secondary  cause  3 18  21 

Totals 4G  83  129 


The  importance  of  age,  especially  the  hazard 
offered  by  surgery  on  any  patient  over  fifty  with 
heart  disease,  is  familiar  to  us  all.  Biern^^^  im- 
presses us  with  this  fact  by  his  statement  that  two- 
thirds  of  the  surgical  deaths  in  cardiacs  are  in 
patients  over  fifty,  and  that  the  patient  over  50 
has  14%  less  chance  to  recover  than  the  patient 


under  that  age.  Our  own  experience  is  shown 
by  Table  IV.  He  also  makes  the  illuminating 
commentary  that  unexpected  death  on  the  op- 
erating table  is  more  common  in  young  people 
without  heart  disease  than  in  older  persons  with 
heart  disease.  This  is  borne  out  by  Farnum^®\ 
who  states  that  true  cardiac  deaths  following  sur- 
gery are  much  less  common  than  generally  sup- 
posed. because  “Every  one  concerned  is  con- 
cerned" when  facing  the  prospect  of  surgery  on 
a known  cardiac. 

After  the  surgeon  has  determined  the  nature 
and  extent  of  heart  disease  present  in  his  patient, 
the  next  decision  to  be  made  is  whether  or  not 
the  result  to  be  obtained  from  surgery  is  of  more 
importance  to  the  patient  than  undergoing  the 
risk  of  operation  and  anesthesia.  Levine^^^  warns 
against  subjecting  grave  cardiacs  to  surgery  when 
a palliative  non-operative  procedure  might  suf- 
fice, unless  it  is  felt  that  the  life  expectancy  can 
be  increased. 

However  if  the  operation  is  to  be  undertaken 
the  selection  of  the  anesthetic  is  the  next  impor- 
tant step.  Most  of  us  feel  that  the  type  of  anes- 
thetic used  on  cardiac  cases  should  be  very  care- 
fully selected,  preferably  by  a welVtrained  anes- 
thetist, to  whom  the  surgeon  should  be  ready  to 
defer,  when  choosing  the  method  of  anesthesia 
to  employ.  Many  authors  express  very  definite 
ideas  regarding  the  type  of  anesthesia  to  select, 
though  Sprague^^®^  in  reviewing  his  series  pub- 
lished in  1929  found  no  significant  correlation  be- 
tween mortality  and  the  type  of  anesthesia. 
Rathe has  expressed  the  conviction  that  the 
selection  of  the  anesthetist  is  of  more  importance 
than  the  choice  of  anesthetic,  and  those  of  us 
who  have  been  obliged  to  operate  upon,  a strug- 
gling or  cyanotic  patient  will  be  inclined  to  agree 
with  him. 

As  a general  rule  a local  anesthetic  is  to  be 
preferred  when  it  is  sufficient  for  the  operation 
and  with  a patient  in  whom  too  great  apprehen- 
sion is  not  aroused  by  the  procedure ; congestive 
heart  failure  particularly  calls  for  local  anes- 
thesia. Apprehension  may  be  controlled  in  most 
instances  by  the  use  of  barbiturates  or  morphine 
if  not  contraindicated  by  the  heart  disease  pres- 
ent. As  regards  the  latter  drug,  however,  Far- 
num<®)  warns  against  its  use  in  arteriosclerotic 
heart  disease  where  he  feels  it  may  precipitate 
Cheyne-Stokes  respiration.  Another  precaution 
is  to  avoid  using  epinephrin  in  the  anesthetic  so- 
lution in  the  presence  of  coronary  disease  or  an 
anginal  syndrome. 

In  choosing  between  spinal  or  inhalation  anes- 
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thesia  we  may  be  guided  by  Frazier ’s(®>  experi- 
ence in  300  cases  each  of  spinal  and  gas-etber 
anesthesia,  resulting  in 

5.6%  pulmonary  complications  with  spinal  and  9% 
with  gas-ether. 

2.3%  circulatory  collapse  with  spinal  and  1.3%  with 
gas-ether. 

12  deaths  with  spinal  and  13  with  gas-ether. 

We  may  abide  by  the  frequently  expressed 
opinion  that  a heart  which  tolerates  the  stress  and 
strain  of  ordinary  living  without  decompensation, 
will  not  fail  under  a properly  administered  anes- 
thetic, but  we  must  heed  the  warning^ that  pa- 
tients having  syphilitic  or  coronary  heart  disease 
are  exceptions  to  this  rule. 

It  is  our  experience  in  common  with  others^*) 
that  the  patient  with  heart  disease  is  not  tolerant 
of  asphyxia  or  a lack  of  oxygen  such  as  is  often 
experienced  with  nitrous  o.xide-oxygen  anes- 
thesia ; on  the  other  hand,  we  have  been  led  to 
believe  by  recent  experience  with  cyclopropane, 
that  its  use  is  especially  indicated  in  heart  cases 
because  of  the  high  degree  of  oxygenation  under 
which  anesthesia  can  be  accomplished. 

Finally  in  regard  to  anesthesia,  I would  recom- 
mend attention  to  the  third  of  Schleich’s  Postu- 
lates(®\  formulated  in  1897,  which  advocates  that 
with  general  anesthesia,  which  is  unavoidable, 
the  case  should  be  handled  as  one  of  the  few  for 
whom  the  anesthetic  was  especially  dangerous. 

The  treatment  of  cardiac  complications  after 
operation  will  not  be  discussed  except  to  say  that 
the  old  adages  which  refer  to  “stitches  in  time,” 
“ounce  of  prevention,”  “Locking  the  barn  door,” 
etc.,  may  all  be  applied  to  the  problem  of  prophy- 
laxis which  is  so  important  in  the  prevention  of 
cardiac  breakdown  in  surgical  patients. 

CONCLUSIONS 

1.  Cardiac  disease  is  a factor,  either  primar- 
ily or  secondarily,  in  30%  of  the  surgical  deaths 
coming  to  autopsy  in  Lancaster  County. 

2.  General  surgical  mortality  in  the  presence 
of  heart  disease  varies  from  10%  to  14%. 

3.  Heart  disease  when  accompanying  carci- 
noma or  prostatic  obstruction  forms  a serious 
surgical  risk. 

4.  Advanced  age  greatly  increases  the  risk  in 
operations  upon  cardiac  patients ; the  same  is 
true  of  renal  disease. 

5.  The  choice  of  anesthetist  is  as  important 
as  the  choice  of  anesthesia ; cyclopropane,  proper- 
ly administered  decreases  the  risk. 

6.  The  cardiac  patient  becomes  a better  risk 
if  considered  as  a bad  risk. 
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DISCUSSION 

DR.  HERBERT  DAVIS  (Omaha):  When  Dr.  Mun- 
ger  asked  me  if  I would  discuss  his  paper,  I was  a 
little  at  a loss,  being  a surgeon,  as  to  what  to  say. 
Finally  I went  through  the  records  of  my  cases  since 
January,  1933,  to  see  what  cases  have  died  of  heart 
disease  following  operation.  Of  my  personal  major 
operations  since  1933,  the  total  came  to  exactly  1100. 
The  number  that  could  possibly  be  said  to  have  died 
of  heart  disease  six — a little  less  than  one-half  of  one 
per  cent.  Three  were  in  elderly  people  without  known 
intrinsic  heart  disease,  and  all  had  carcinoma  and 
long  operations.  One  was  a rectal  resection  who  died 
on  the  operating  table  after  I had  worked  for  two 
hours.  The  pulse  had  been  fine  up  to  within  thirty 
seconds  of  the  time  her  heart  stopped.  She  was  in  a 
prone  position  with  head  down,  and  was  a little  obese. 
That  position  causes  that  occasionally.  One  was 
aged  62,  with  carcinoma  of  the  pancreas,  and  one, 
86,  with  carcinoma  of  the  stomach.  The  latter  insisted 
upon  an  operation.  He  got  along  perfectly  for  several 
days  and  then  got  weak  and  died. 

This  year  I have  had  three  interesting  cases  in 
this  line.  One  was  a definitely  known  coronary 
thrombosis  case,  with  cyanosis  and  terrific  gallblad- 
der attacks.  She  was  in  charge  of  one  of  our  leading 
internists.  He  felt  it  was  worth  taking  the  risk, 
after  talking  it  over  with  the  family.  Much  to  our 
surprise,  she  got  along  very  well  for  ten  days.  She 
was  up  and  about.  On  the  seventeenth  postoperative 
day  she  had  a sudden  attack,  possibly  a pulmonary 
embolus,  and  was  dead  within  a minute  or  two. 
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Another  case  was  that  of  a woman  of  seventy,  with 
complete  intestinal  obstruction,  heart  failure,  and 
marked  edema.  There  was  a question  whether  to 
let  her  die  of  the  heart  complication  or  the  intestinal 
obstruction.  We  operated  after  a little  improvement; 
relieved  the  obstruction,  which  was  due  to  a kink  in 
the  bowel,  from  an  adhesion.  The  bowel  floated  on 
the  ascitic  fluid  and  was  pulled  in  one  spot  by  the 
adhesion.  After  evacuating  the  fluid,  the  kink  was 
relieved.  She  was  irrational  when  I saw  her  first. 
On  digitalis  the  edema  cleared  up,  and  for  four  days 
she  looked  well.  Then  her  general  condition  grew 
worse,  exhaustion  caused  death  on  the  sixth  post- 
operative day. 

Another  was  a case  of  auricular  fibrillation  which 
developed  an  embolus  of  the  popliteal  artery.  An 
embolotomy  was  impossible  as  she  did  not  call  her 
doctor  until  the  next  day.  She  developed  a dry  gan- 
grene. We  amputated,  with  low  spinal  anesthesia,  at 
the  knee.  For  24  hours  she  got  along  fine.  She  did 
not  want  to  get  well.  She  died  two  days  post- 
operative. with  no  fever. 


Summing  up,  out  of  1100  cases,  there  was  not  a 
single  unexpected  postoperative  cardiac  death.  By 
thoroughly  examining  our  cases  preoperatively,  these 
sudden  heart  deaths  can  be  practically  avoided.  If 
you  have  a definite  cardiac  case,  your  question  as  to 
whether  or  not  to  operate  depends  upon  whether  sur- 
gery is  imperative. 

DR.  HUNGER  (closing):  Referring  to  Dr.  Davis' 
postoperative  complication  with  pulmonary  throm- 
bosis, a recent  paper  read  at  the  Kansas  City  South- 
west Clinical  Society  reviewed  these  cases  at  the  Re- 
search hospital.  There  were  26  cases,  and  in  every 
one  there  was  demonstrated  pre-existing  cardiovascu- 
lar pathology  of  some  type.  We  advise  the  electro- 
cardiograph in  doubtful  cases.  However,  a recent 
case  was  presented  at  pathological  conference,  who 
died  following  a prostatic  resection;  he  had  had  nor- 
mal electrocardiogram  previous  to  his  operation,  but 
at  postmortem  showed  definite  heart  findings. 

I think  Dr.  Davis’  statistics  will  show  what  can  be 
done  with  proper  evaluation  of  cardiac  risks  before 
operating  upon  people  with  heart  disease. 


INSULIN  HYPOGLYCEMIC  SHOCK  THERAPY  IN  THE  PSYCHOSES 
RESULTS  OBTAINED  IN  25  CASES* 

A.  E.  BENNETT,  M.  D.,  and  PAUL  T.  CASH,  M.  D., 

Omaha. 


For  the  past  ten  years  insulin  has  been  used  as 
an  aid  in  overcoming  undernutrition  in  psychotic 
patients.  Coincident  with  the  usual  weight  gain 
of  two  to  three  pounds  per  week  in  undernourish- 
ed patients,  improvement  in  the  psychotic  condi- 
tion was  frequently  noted.  This  improvement  in 
the  mental  status  was  noted  with  the  use  of  small 
doses  of  insulin  and  insulin  shock  was  definitely 
avoided.  Results  obtained  in  twenty-five  under- 
nourished psychiatric  patients  with  insulin  by  this 
method  compared  with  twenty-five  cases  not  re- 
ceiving insulin  was  reported  by  one  of  (A.  E. 

\Ve  concluded  that  this  form  of  therapy 
was  a valuable  aid  in  the  general  psychiatric 
treatment  program.  It  tended  to  make  the  pa- 
tients more  accessible  to  receive  other  therapy  and 
shortened  convalescence. 

Recently  through  deliberate  insulin  hypo- 
glycemic shock  induction  dramatic  results  have 
been  observed  especially  in  the  schizophrenic 
psychoses.  This  method  was  developed  by  Dr.  M. 
Sakel  of  Vienna^^P  As  a result  of  his  observa- 
tions that  withdrawal  symptoms  of  morphine  ad- 
diction were  somewhat  relieved  by  insulin  and  a 
quieting  occurred  in  motor  restlessness,  he  experi- 
mented very  courageously  upon  other  psychotic 
conditions.  Soon  he  determined  that  marked 
benefit  occurred  in  the  most  difficult  schizo- 
phrenic reaction  types.  The  introduction  of  this 
method  of  treatment  in  America  came  largely  as  a 
result  of  Dr.  Bernard  Glueck’s^^^  interest.  Rap- 
idly following  these  reports,  psychiatric  clinics 

*From  the  Psychiatric  Department  of  the  Bishop  Clarkson 
Memorial  Hospital,  Omaha.  Nebraska.  Read  before  the  Tri- 
County  Medical  Society,  Fremont,  Nebraska,  June  1,  1937. 


throughout  the  land  have  taken  up  this  unusual 
method  of  treatment. 

TECHNIC  OF  TREATMENT 

The  aim  is  to  place  the  patient  into  a state  of 
hypoglycemia  each  day  by  the  adntinistration  of 
insulin.  Insulin  is  given  each  morning  at  6 
o’clock  starting  with  an  initial  dose  of  20  units. 
Food  is  withheld  and  the  patient  kept  quietly  in 
bed  until  about  10  a.  m.  when  150  gms.  of  glu- 
cose in  fruit  juice  is  given  by  mouth.  At  12 
o’clock  a regular  meal  is  given  and  the  patient  is 
permitted  to  carry  out  the  usual  ward  routine. 
The  dosage  of  insulin  is  stepped  up  each  day  5 to 
10  units  depending  upon  the  size  of  the  previous 
reaction  until  shock  dose  is  reached.  The  treat- 
ment is  carried  out  6 days  a week  with  a rest 
period  on  Sunday.  Magnesium  sulphate  is  given 
every  morning.  Some  clinics  also  routinely 
digitalize  the  patients  before  the  shock  phase  is 
reached. 

The  second  phase  or  coma  stage  is  usually 
reached  in  about  one  week’s  time.  Gradual  in- 
creasing signs  of  hypoglycemia  appear  during  this 
week  which  consist  of  salivation,  profuse  sweat- 
ing (wet  shock),  yawning,  restlessness  and 
tremors.  Later  there  often  appear  clonic  twitch- 
ings  of  the  body  and  extremities.  The  patient  ex- 
periences a drowsy,  warm  sensation  and  at  times 
paresthesia  in  the  hands  and  about  the  mouth. 
Coma  is  reached  when  the  patient  is  no  longer 
able  to  drink  and  cannot  be  aroused.  The  amount 
of  insulin  required  to  carry  the  patient  into  shock 
varies  greatly  from  20  units  to  over  200  units. 
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Most  patients  develop  shock  from  70  to  120  units 
of  insulin. 

The  coma  phase  of  treatment  is  the  important 
period.  Experienced  nursing  personnel  is  an  ab- 
solute requisite  for  the  successful  management  ol 
this  period  or  fatalities  may  occur.  The  treat- 
ment room  must  be  equipped  with  an  emergency 
tray  containing  emergency  materials  such  as  glu- 
cose to  be  given  intravenously  or  by  nasal  tulie, 
adrenalin,  coramin,  pitressin  and  atropine  as 
cardiorespiratory  stimulants,  also  various  sizes  of 
syringes,  aspirator,  stomach  tube,  mouth  gag,  etc. 

Oxygen  and  carbon  dioxide  for  inhalation  in 
pulmonary  edema  are  at  times  necessary.  If  the 
patient  goes  into  collapse  the  nurse  is  instructed 
to  give  adrenalin,  pitressin  or  atropine  immedi- 
ately until  the  physician  can  arrive  when  20  c.  c. 
of  50  per  cent  glucose  is  given  intravenously.  In 
this  coma  phase  as  the  patient  passes  into  deep- 
ening coma,  the  normal  reflexes  are  abolished 
and  pathologic  reflexes  appear.  Involuntary 
twitchings  occur  and  occasional  transitory  hemi- 
paresis  appears. 

The  patient  is  left  in  this  state  of  coma  from 
one  to  two  hours.  Extremely  close  observation 
is  necessary.  Careful  record  of  the  physical  and 
mental  state  of  the  patient  is  observed,  the  pulse, 
temperature  and  respirations  are  recorded  every 
15  minutes.  Irregularity  of  the  pulse,  marked 
bradycardia  40-35  per  minute  or  tachycardia  140- 
150  per  minute,  stertorous  breathing,  Cheyne- 
Stokes,  or  bronchospastic  respiration,  call  for 
termination  of  shock.  Dry  shock  is  unfavorable, 
usually  precedes  convulsions  and  should  be 
terminated. 

As  a rule,  the  temperature  drops  several  de- 
grees. If  the  temperature  starts  up  the  shock  is 
terminated  immediately;  we  consider  febrile  re- 
actions as  undesirable.  During  the  coma,  saliva- 
tion must  be  watched  and  the  patient’s  head  turn- 
ed to  one  side  to  avoid  insufflation.  Pulmonary 
edema  is  a definite  danger.  Severe  convulsive 
seizures  are  also  an  immediate  indication  for  term- 
ination of  the  coma  with  glucose. 

After  the  patient  has  received  his  glucose 
then  a cheerful  atmosphere  is  encouraged.  The 
patient  is  not  questioned  about  his  illness.  The 
mood  reaction  present  at  this  time  tends  to  persist 
throughout  the  day  and  a hopeful  optimistic  re- 
action is  desirable.  Either  as  the  patient  passes 
into  coma  or  comes  out,  he  tends  to  react  the  be- 
havior trends  which  have  a distinct  bearing  on  the 
content  of  the  psychosis.  The  most  difficult  point 
in  the  entire  treatment  is  the  determination  of  the 
point  at  which  to  terminate  the  shock.  This  de- 


pends upon  experience  and  varies  with  the  indi- 
vidual patient’s  physical  condition.  The  question 
of  the  number  of  shocks  required  is  difficult  to 
determine.  When  the  patient’s  ward  behavior  be- 
comes normal  and  evidence  of  disappearance  of 
abnormal  mood  reactions,  delusions  and  hal- 
lucinations occur,  this  phase  of  treatment  is  dis- 
continued. As  a rule  from  20  to  GO  coma  shocks 
are  necessary.  It  is  necessary  to  observe  patients 
closely  throughout  the  day  in  their  normal  activi- 
ties for  the  appearance  of  secondary  hypoglycemic 
reactions.  If  seen,  more  glucose  is  given. 

The  third  phase  of  treatment  refers  to  the  rest 
periods  given  each  week.  At  times  an  increased 
sensitivity  to  insulin  occurs  and  several  days  rest 
are  necessary.  The  dosage  of  insulin  may  be 
lowered  5 to  10  units  at  a time  as  the  patient  de- 
velops deep  shock  comas.  If  this  is  not  watched, 
patients  may  develop  a persistent  stupor  state 
similar  to  a lethargic  encephalitic  picture. 

The  fourth  phase  of  treatment  occurs  after  a 
remission  of  the  mental  symptoms.  Here  insulin 
is  administered  in  small  doses  of  ten  to  twenty 
units  each  day  followed  by  glucose  in  two  hours. 
This  is  continued  until  the  patient  is  discharged. 

PHYSIO-PSYCHOLOGIC  CHANGES  DURING 
TREATMENT 

In  coma,  the  patient’s  blood  sugar  may  reach 
as  low  as  25  mgm.  per  100  c.c.  During  coma 
there  is  a marked  lowering  of  the  blood  chlorides 
(excess  perspiration)  and  an  increase  in  calcium 
and  phosphorus.  The  adrenalin  content  in  the 
blood  stream  is  increased.  The  body  temperature 
may  drop  as  low  as  92  by  rectum,  while  the  pulse 
rate  usually  increases  to  120  or  130.  At  times 
it  may  drop  to  as  low  as  45  per  minute.  There  is 
usually  a rise  in  the  systolic  and  slight  fall  in  the 
diastolic  pressures.  Some  minor  electrocardio- 
graphic changes  occur  but  these  are  always  re- 
versible. 

During  treatment  prior  to  coma  or  upon  com- 
ing out  of  shock  the  patient  presents  a labile  mood 
and  is  more  accessible,  often  reaching  for  and 
clinging  to  nearby  attendants.  The  patient  pre- 
sents an  increased  degree  of  suggestiblity. 
Pyschic  traumata  are  to  be  avoided  during  this 
time  and  psychic  probing  is  not  carried  out.  A 
cheerful  atmosphere  is  maintained  and  this  period 
of  transference  utilized  to  suggest  recoverability 
to  the  ]iatient.  Attempts  are  made  to  maintain  this 
euphoric  reaction  throughout  the  day.  Gradually 
these  periods  lengthen  and  in  between  treatments, 
the  patient  presents  a more  accessible  attitude  for 
psychotherapy.  We  have  been  impressed  by  the 
apparent  personality  changes  in  many  patients 
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from  treatment.  Patients  presenting  excited,  or 
tension  states  relax  and  become  calm,  stating  they 
have  “no  worries — nothing  bothers  them.”  Quiet 
shut-in  types  become  more  ambitious  and  inter- 
ested in  ward  activities.  In  some  respects  this 
change  is  comparable  to  the  change  in  personality 
type  after  organic  brain  diseases  such  as  epidemic 
encephalitis  or  cerebral  trauma.  Possibly  the 
treatment  produces  a chemical  encephalitic  reac- 
tion. 

MECHANISM  OF  RECOVERY 

Little  is  known  as  to  the  method  of  recovery. 
Dr.  Sakel  offers  three  hypothetical  possibilities : 

1.  That  the  insulin  puts  a barrier  between  the  cell 
and  external  stimuli  thus  putting  the  cell  at  com- 
plete rest.  By  eliminating  the  pathological  re- 
cently-established cell  pathways  the  original 
normally  conditioned  pathways  have  a chance  to 
reestablish  themselves.  The  more  recent  phylo- 
genetic acquisition  reflexes  go  out  first  in  shock. 

2.  The  profund  shock  upon  the  cell  may  actually 
eliminate  the  recently  established  pathological 
pathways  and  in  the  course  of  recovery  only  the 
older,  well  established  pre-psychotic  pathways  be- 
come reanimated.  3.  A general  detoxication  of 
the  entire  organism  through  the  effect  of  insulin 
on  the  general  metabolic  processes.  The  remark- 
able weight  gain  usually  seen  following  treat- 
ment is  evidence  of  the  nonspecific  effect  of 
treatment. 

INDICATIONS  FOR  TREATMENT 
The  principal  indication  for  this  type  of  therap}^ 
is  the  schizophrenic  reaction  type.  The  best  re- 
sults up  to  date  have  been  reported  in  the  acute 
catatonic  excitement  states  and  paranoidal  states. 
The  stuporous,  depressed  and  hebephrenic  types 
have  not  shown  improvement  equal  to  the  first 
two.  Certain  obsessive  compulsive  and  anxiety 
tension  states  have  also  shown  improvement.  A 
few  manic  excitement  states  have  been  improved. 
The  profound  depressive  reactions  have  been  dis- 
appointing. 

CONTRAINDICATIONS  TO  TREATMENT 
1.  Individual  sensitivity  to  insulin.  2.  Older 
patients  if  arteriosclerotic  or  show  evidence  of 
cardiovascular  insufficiency.  3.  Systemic  disease 
acute  or  chronic.  4.  Dry  shock  or  severe  epi- 
leptic seizures. 

THERAPEUTIC  RESULTS 
In  Sakel’s  latest  report  in  300  cases^"*^  80-90 
per  cent  of  acute  cases  of  less  than  six  months 
duration  complete  full  remission  occurred.  In 
patients  having  the  psychosis  over  one  and  a half 
years  about  40-50  per  cent  recovered.  In  pa- 


tients having  the  disease  several  years  with  ap- 
parently a hopeless  prognosis,  about  37  percent 
have  made  at  least  a social  recovery  and  17  per 
cent  a complete  recovery.  These  percentages  of 
recovery  in  a disease  that  formerly  only  carried 
a remission  rate  of  less  than  10  per  cent  are  cer- 
tainly striking. 

Statistics  were  reported  by  Dr.  Ross  from  the 
state  hospitals  of  New  York  up  to  April  24,  1937 
at  the  1937  meeting  of  the  American  Psychiatric 
Association.  Treatment  had  been  completed  in 
38  patients  with  an  ominous  type  of  schizophrenia 
at  Harlem  V'alley  Hospital.  31  per  cent  appar- 
ently recovered;  10  per  cent  much  improved;  31 
per  cent  improved  and  20  per  cent  unimproved. 
In  all  other  hospitals  of  New  York  State,  Ross  re- 
ported 280  under  treatment ; 89  completed  treat- 
ments ; 32  per  cent  recovered ; 21  per  cent  much 
improved  ; 20  per  cent  improved  and  24  per  cent 
unimproved.  There  have  been  three  treatment 
deaths  in  the  New  York  series. 

PERSONAL  RESULTS 

In  the  Bishop  Clarkson  Memorial  Psychiatric 
Department*  we  have  completed  a course  of  in- 
sulin shock  therapy  upon  21  of  25  private  pa- 
tients with  various  types  of  psychotic  reactions. 
Four  patients  are  still  under  treatment.  The  re- 
sults in  these  cases  are  summarized  in  Table  I. 

Seventeen  of  the  25  patients  were  essentially 
schizophrenic  reaction  types.  Four  patients  had 
profound  depressive  psychoses.  Two  patients 
were  essentially  manic  types.  Two  marked 
psychoneurotic  states.  Nine  patients  recovered 
completely  and  returned  to  full  occupational 
status  with  good  insight.  Seven  of  these  were 
essentially  schizophrenic  reactions,  one  mixed 
manic  state,  and  one  chonic  anxiety  invalid  state. 
Eight  patients  made  social  recoveries  and  return- 
ed home  much  improved  but  lacking  in  full  in- 
sight, still  showing  some  delusional  trends  or 
slight  oddities  of  behavior ; one  of  these  relapsed 
and  returned  for  more  treatment.  Six  of  these 
were  schizophrenic,  one  chronic  hypomanic  state 
of  paranoid  type  and  one  depression.  Four  pa- 
tients were  improved  but  still  under  treatment 
with  outcome  uncertain.  Four  patients  were  un- 
improved by  insulin  shock  therapy — three  were 
severe  depressive  psychoses  and  one  manic  state. 
In  practicaly  all  of  our  recovered  patients,  a 
weight  gain  of  at  least  ten  pounds  occurred  from 
insulin  therapy  suggesting  a generalized  metabolic 
reaction. 

*We  are  indebted  to  the  Eli  Lilly  and  Co.  Research  Depart- 
ment for  their  generous  contribution  of  insulin  to  carry  on  our 
investigations. 
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The  three  following  case  reports  are  illustrative 
examples  of  the  recovered  group : 

Case  1.  Diagnosis — Acute  Catatonic  Schizophrenia: 
Mr.  R.  S.,  age  17,  was  admitted  to  the  Clarkson  hos- 
pital on  February  23,  1937.  Following  an  unpleasant 
home  experience  with  a foster  father  and  subsequent 
confinement  in  the  State  reform  school,  the  patient 
had  made  his  home  with  an  uncle.  The  patient  felt 
disgraced  over  his  referm  school  experience,  worried 
over  high  school  studies  and  his  inability  to  obtain 
outside  work.  After  a period  of  sleeplessness  he  be- 
gan to  imagine  that  people  were  talking  about  him. 
Usually  the  voices  were  very  critical  of  his  mistakes. 


shock  doses  of  70  units  were  reached  and  the  patient 
received  20  days  of  insulin  treatment  with  eight 
severe  hypoglycemic  shocks.  After  about  one  week  of 
shock  therapy  he  became  more  accessible.  His  periods 
of  abnormal  activity  gradually  diminished  and  the 
hallucinatory  experiences  were  no  longer  mentioned. 
After  about  four  shocks  he  began  to  care  for  his 
clothing,  was  able  to  eat  with  other  patients  and  be- 
gan occupational  activities.  For  a short  period,  the 
patient  appeared  hypomanic  and  very  friendly  to 
everyone.  Gradually  his  behavior  returned  to  normal. 
He  developed  full  and  complete  insight  into  his  fan- 
tastic ideas,  and  worked  out  a future  occupational 
and  social  program  with  the  psychiatrist.  He  was 


TABLE  I. 


Case 

Age 

Type  of 
Psychosis 

Duration 

Hospital 

Stay 

Usual 

Prog- 

nosis 

Days 

Treat- 

ment 

No. 

Comas 

Weight 

Gain 

Lbs. 

Result 

1. 

Mrs.  K. 

23 

Paranoid  Schizo. 

6 weeks 

2 months 

fair 

25 

16 

20 

Full  Recovery 

2. 

Mrs.  P. 

40 

Paranoid  Schizo. 

3 years 

1V2 

poor 

37 

22 

10 

Full  Recovery 

3. 

Mrs.  E. 

31 

Schizo-manic 

2 months 

11/2 

“ 

good 

7 

2 

(loss) 

Full  Recovery 

4. 

Mr.  S. 

17 

Catatonic  Schizo. 

2 weeks 

U/4 

fair 

20 

8 

23 

Full  Recovery 

5. 

Mrs.  T. 

34 

Paranoid  Schizo. 

2 years 

21/2 

“ 

poor 

14 

6 

16 

Full  Recovery 

6. 

Miss  O. 

35 

Hebeph.  Schizo. 

4 weeks 

1 

“ 

poor 

22 

10 

2 

Social  Recovery 

7. 

Mr.  S. 

32 

Catatonic  Schizo. 

12  weeks 

1V4 

“ 

good 

33 

10 

11 

Full  Recovery 

8. 

Mrs.  S. 

36 

Anx-hyst.  Psychoneur. 

6 years 

11/2 

fair 

27 

12 

13 

Full  Recovery 

9. 

Miss  K. 

17 

Paranoid  Schizo. 

4 months 

1V2 

fair 

29 

9 

13 

Full  Recovery 

10. 

Mrs.  K. 

29 

Paranoid  Schizo. 

4 weeks 

7 

poor 

120 

59 

5 

Social  Recovery 

11. 

Miss  Z. 

19 

Manic  Dep. 

5 months 

6 

fair 

26 

17 

32 

Unchanged 

12. 

Mr.  B. 

23 

Simple  Schizo. 

2 years 

3 

“ 

poor 

90 

51 

12 

Social  Recovery 

13. 

Mr.  N. 

20 

Hebeph.  Schizo. 

1 week 

2 

poor 

60 

40 

13 

Full  Recovery 

14. 

Mr.  S. 

30 

Paranoid  Schizo. 

1 year 

2 

<< 

fair 

50 

35 

19 

Social  Recovery 

15. 

Mrs.  T. 

44 

Paranoid  Schizo. 

IV2  years 

21/2 

<« 

poor 

50 

17 

14 

Social  Recovery 

16. 

Mr.  M. 

22 

Simple  Schizo. 

2 years 

4 

poor 

100 

51 

9 

Social  Recovery 

17. 

Mr.  S. 

56 

Inv.  Dep. 

2 years 

4 

poor 

55 

27 

6 

Unchanged 

18. 

Mrs.  J. 

40 

Manic-dep. 

2 yjears 

IV4 

fair 

32 

20 

9 

Social  Recovery 

19. 

Mrs.  S. 

44 

Manic-dep. 

6 months 

IV4. 

good 

15 

5 

2 

Unchanged 

20. 

Miss  M. 

49 

Inv'.  Dep. 

6 months 

V2 

4( 

fair 

13 

3 

4 

Improved 

21. 

Miss  N. 

29 

Paranoid  Schizo. 

1 year 

41/2 

(( 

poor 

27 

19 

30 

Social  Recovery 

22. 

Miss  S. 

31 

Paranoid  Schizo. 

1 year 

poor 

21 

10 

10 

Improved  in  Hosp. 

23. 

Mrs.  F. 

45 

Inv.  Dep. 

6 months 

poor 

8 

0 

3 

Unchanged  in  Hosp. 

24. 

Mrs.  N. 

62 

Psychasthenia 

12  years 

poor 

26 

13 

17 

Improved  in  Hosp. 

25. 

Mr.  G. 

24 

Catatonic  Schizo. 

4 years 

poor 

20 

8 

0 

Improved  in  Hosp. 

The 

patient 

became  very  restless 

and 

destructive. 

dismissed 

just 

five 

weeks  after 

admission  having 

such 

as  tearing  off  his  clothing.  During 

one  of  these 

gained  24 

pounds  in 

weight.  At 

the  present  time  he 

periods,  the 
plane  trips. 

patient  imagined  he 

was 

taking  aero- 

is 

his 

working  full 
last  year  in 

time  and  planning  on  returning  to 
high  school. 

Upon  admission,  the  physical  status  was  normal 
except  for  undernutrition.  He  was  uncooperative  and 
practically  mute.  The  following  day  the  patient  ges- 
tured, postured  and  grimaced  considerably.  Increased 
salivation  was  present.  His  behavior  varied  from  in- 
activity to  over-activity  in  which  he  would  jump 
out  of  bed,  lay  about  on  the  floor  and  and  tear  off 
all  his  clothing.  The  stream  of  talk  was  of  salad 
type.  For  example:  “That’s  no  apple,  mud  or  any- 
thing you  let  me  have  it  for.  My  guns  won’t  cross 
anyone.  Let  that  one  go  and  everything  goes  to 
the  devil — pull  the  trigger — that’s  T.  N.  T.  in  that 
hole — its  coming  out — see  that  red  heart — that’s  the 
flying  red  horse  tavern.”  The  mood  reaction  was  not 
consistent.  At  times  he  was  very  seclusive,  retarded 
and  appeared  depressed.  At  other  times  so  noisy 
and  destructive  as  to  require  seclusion.  There  were 
definite  ideas  of  reference  and  auditory  hallucina- 
tions. He  spoke  of  various  people  talking  about  him, 
felt  he  was  under  some  sort  of  supernatural  control. 
At  times  he  spoke  of  having  unsual  power;  that  he 
could  accomplish  great  things  with  radio,  x-rays, 
etc. 

After  six  days  observation  in  which  the  patient 
showed  no  tendency  to  spontaneous  improvement 
from  nursing  care,  hydrotherapy  to  control  excited 
periods,  forced  feeding  and  general  psychiatric  treat- 
ment, insulin  shock  therapy  was  begun.  In  ten  days. 


COMMENT 

This  patient  was  an  excellent  example  of  an 
acute  psychotic  reaction  that  was  essentially 
catatonic  hut  with  some  manic-like  features.  The 
prognosis  in  his  case  was  fair ; recovery  could  be 
expected  but  ordinarily,  hospital  treatment  would 
have  been  prolonged.  The  rapidity  of  his  recov- 
ery under  insulin  shock  therapy  impressed  every- 
one in  attendance  and  undoubtedly  changed 
the  course  of  the  psychosis  to  full  recovery.  The 
pronounced  weight  gain  with  the  treatment 
changed  the  boy  from  an  immature  asthenic  type 
into  a youngster  that  looked  his  age  upon  dis- 
missal. 

Case  2.  Diagnosis — Acute  Catatonic  Excitement: 
Mr.  P.  S.,  age  32,  was  admitted  to  Clarkson  Psychi- 
atric department  on  February  28th,  1937. 

The  patient  had  three  previous  breakdowns  similar 
to  the  present  attack  in  which  recovery  had  occurred 
in  about  3-4  months’  time.  The  present  illness  be- 
gan in  .lanuary,  1936,  with  worry  over  farm  finances 
and  illness  of  his  child.  He  began  to  work  with  a 
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perpetual  motion  machine.  At  the  same  time  he 
imagined  doctors  and  nurses  (he  had  known  during 
previous  confinements)  were  trying  to  steal  his  in- 
vention and  spoke  of  people  reading  his  mind. 
About  one  week  before  admission  he  stated  a voice 
told  him  people  were  trying  to  get  his  invention.  He 
thought  he  would  go  blind  or  be  destroyed.  At  times, 
he  spoke  of  having  a mental  breakdown  and  devel- 
oped undue  religious  interests. 

Upon  admission,  the  physical  status  was  normal. 
In  his  behavior  at  first  he  was  resistive,  negativistic 
and  suspicious.  Upon  occasions  he  would  attack 
nurses.  At  other  times  was  silly,  postured  and  very 
erotic,  exposed  himself,  refused  to  keep  on  clothing 
and  required  seclusion.  The  mood  was  that  of  mild 
elation.  Usually  the  stream  of  talk  was  very  pro- 
ductive and  expansive.  He  showed  distractability 
but  never  true  flight  ideas.  Example;  “A  picture 
just  came  to  my  mind.  Somebody  was  hung  in  the 
bottom  of  the  sea.  The  Germans  are  about  to  save 
them  in  some  kind  of  a body.  A water  wheel — that’s 
the  kind  of  a machine  I figured  out.  They  must  read 
my  mind.  It  seemed  at  times  like  he  was  true  God. 
They  cheated  me  on  my  plans  and  broadcast  them. 
They  stole  them  and  sold  them  for  big  money.  I 
thought  I would  die.” 

No  true  hallucinations  were  observed  but  ideas  of 
reference,  such  as  people  stealing  his  plans  and  read- 
ing his  mind,  were  prominent.  Grandiose  ideas  of 
his  inventive  genius  and  delusion  of  wife  infidelity 
were  mixed  with  religious  and  erotic  ideas,  all  sug- 
gesting a manic-like  reaction. 

The  patient  was  a difficult  nursing  problem  and 
insulin  shock  therapy  w'as  begun  at  once.  Shock 
doses  of  120  units  were  reached  within  one  week.  The 
patient  received  insulin  therapy  33  days  and  had  10 
severe  shock  coma  reactions. 

Within  two  weeks  after  shock  therapy  was  begun 
his  behavior  became  more  nearly  normal,  the  excited 
phases  disappeared  and  between  treatments,  he  was 
able  to  carry  on  occupational  activity.  Preceding 
each  coma,  the  patient  at  first  carried  on  bizarre 
manic-like  activity.  These  periods  gradually  disap- 
peared. The  patient  gained  11  pounds  in  weight. 

Five  weeks  after  admission,  the  patient  was  dis- 
missed with  good  insight,  fully  recovered.  Since  dis- 
missal, he  has  carried  on  normal  activity  of  farm 
work. 

COMMENT 

Under  insulin  shock  therapy  this  acute  marked 
e.xcitement  state  that  was  essentially  a mixed 
manic  and  catatonic  reaction  was  promptly  re- 
lieved. The  patient  made  a full  and  complete 
recovery  within  five  weeks.  Three  previous  hos- 
pital experiences  had  lasted  about  three  months 
each. 

Case  3.  Diagnosis — Acute  Paranoidal  S c h i z o- 
phrenia;  Mrs.  G.  T.,  age  34,  brought  to  the  Clarkson 
Psychiatric  department  on  February  15,  1937. 

The  patient  had  a fairly  normal  developmental 
history  until  marriage.  Following  this  she  had 
marked  fears  of  pregnancy  and  an  incomplete  sexual 
adjustment.  After  both  pregnancies,  she  had  short 
periods  of  marked  anxiety.  Following  an  illegal  abor- 
tion three  years  before,  she  began  to  worry  about 
the  neighbors  and  gradually  developed  ideas  that 
Catholics  were  against  her  because  they  knew  of 
her  abortion  and  felt  she  was  being  plotted  against. 
About  one  month  before  admission  she  accused  her 
husband  of  wanting  to  get  rid  of  her  and  thought 
people  came  into  the  house  at  night  time.  She  con- 
stantly demanded  her  husband  to  leave  his  work 
and  stay  with  her.  She  refused  to  eat,  lost  weight. 


was  unable  to  sleep  and  roamed  about  the  house 
looking  for  enemies.  She  accused  her  doctor  of  try- 
ing to  poison  her  and  refused  medication.  The  pa- 
tient was  forcibly  brought  to  the  hospital. 

Upon  admission,  the  patient  showed  an  extreme 
panic  of  fear.  The  physical  status  was  normal  except 
for  undernutrition.  The  mental  reaction  was  that  of 
an  acute  paranoidal  panic  with  projections  of  suspi- 
cious fears  upon  all  attendants.  Ideas  of  reference 
about  Catholics,  husband,  and  neighbors  were  the 
prominent  delusions. 

Insulin  shock  therapy  was  begun  at  once.  Shock 
coma  was  reached  upon  65  units.  The  patient  was 
under  insulin  treatment  only  two  weeks  and  received 
but  six  shock  comas.  After  reaching  a euphoric  hypo- 
manic-like  state,  shock  treatment  was  discontinued. 
She  developed  a marked  transference  to  nurses  and 
doctors  and  became'  very  cooperative.  The  remainder 
of  the  treatment  consisted  of  reeducative  psycho- 
therapy and  an  occupational  regime.  She  was  dis- 
missed fully  recovered  in  ten  weeks,  with  a weight 
gain  of  16  pounds.  The  patient  has  made  a normal 
home  adjustment  since  that  time. 

COMMENT 

Tills  patient  had  an  acute  paranoidal  state  that, 
under  older  treatment,  would  have  represented  a 
difficult  therapeutic  problem.  A partial  recovery 
under  prolonged  psychotherapy  would  have  been 
possible.  Insulin  shock  therapy  changed  the 
course  of  the  psychosis  quickly,  producing  a hypo- 
manic  state  and  then  full  recovery  within  a short 
time. 

• SUMMARY 

Insulin,  in  small  non-shock  doses,  is  a valuable 
therapeutic  aid  in  improving  psychiatric  malnu- 
trition states.  Improvement  in  the  mental  state 
occurs  coincident  with  the  weight  gain. 

The  introduction  of  hypoglycemic  shock 
therapy  by  Sakel  opens  up  a new  method  of 
treatment  in  severe  psychoses.  The  technic  and 
methods  of  management  have  been  described.  The 
present  status  of  the  indications,  dangers  and  com- 
plications of  the  treatment  have  also  been  de- 
scribed. 

The  literature  reports  of  cases  that  have  com- 
pleted treatment  up  to  date,  indicate  80  percent 
improvement  can  be  expected  in  very  early  schizo- 
phrenic psychoses ; 40-50  per  cent  improvement 
occurs  in  the  prolonged  psychoses. 

In  our  21  completed  cases  with  various 
psychoses,  15  were  schizophrenic,  3 depressive,  2 
manic  and  one  psychoneurotic  states.  Nine  pa- 
tients, or  42  per  cent  recovered  completely.  Eight 
patients  or  38  per  cent  made  good  social  re- 
coveries, but  lacked  full  insight.  A total  of  80 
per  cent  obtained  marked  improvement  in  their 
psychotic  states  from  shock  therapy.  Four  pa- 
tients showed  no  improvement  from  shock 
therapy. 

CONCLUSION 

We  have  previously  demonstrated  that  the  gen- 
eral non-specific  metabolic  stimulating  effect  of 
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small  non-shock  doses  of  insulin  produces  a 
marked  weight  gain  in  malnourished  psychiatric 
patients.  Coincident  with  this  weight  gain,  men- 
tal improvement  usually  occurs. 

The  introduction  of  insulin  hypoglycemic 
shock  therapy  in  the  severe  psychoses  offers  a 
promising  new  method  treatment.  It  seems  to 
change  the  course  of  schizophrenic  psychoses 
quickly  toward  recovery  in  at  least  50  percent  of 
the  cases. 

This  method  of  treatment  is  very  hazardous  re- 
quiring expert  medical  supervision  equal  to  any 
therapeutic  procedure  in  medicine.  It  should  only 
be  administered  under  efficient  psychiatric  nurs- 
ing supervision. 
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SECOND  REPORT  ON 

THE  TREATMENT  OE  HAY  FEVER,  VASOMOTOR  REIINITIS  AND 
ALLERGIC  CASES  WITH  ZINC  IONIZATION 

PHILIP  L.  ROMONEK,  M.  D.,  P.  A.  C.  S., 

Omaha. 


Ionization  or  iontophoresis  has  been  used  for 
the  past  thirty  years  in  the  diseases  of  ear,  nose, 
and  throat.  One  of  the  first  references  to  its 
use  was  by  BaberH),  published  in  1898.  He 
treated  a case  of  hydrorrhea  of  the  nose,  which 
was  most  likely  of  an  allergic  reaction,  and  ob- 
tained good  results.  In  1927  Demetriades^^)  of 
the  Vienna  Ear,  Nose,  and  Throat  Clinic  report- 
ed that  ionization  of  the  nasal  mucosa,  using  a 
weak  galvanic  current  and  a calcium  electrolyte, 
gave  relief  in  seasonal  and  perennial  nasal  aller- 
gy. He  termed  the  word  “iontophoresis”  as  he 
believed  it  was  the  attempt  to  pass  certain  drugs 
or  chemicals  through  the  skin  or  mucosa  by 
means  of  a direct  current.  He  believed  that  the 
positive  charged  metallic  ions  which  were  driven 
into  the  nasal  mucosa,  desensitized  the  nerve  end- 
ings and  made  them  less  susceptible  to  irritation 
by  allergens. 

Warwickl^),  in  1934,  employing  the  principles 
of  ionization  by  galvanism,  reported  a large 
series  of  cases  in  which  he  obtained  complete  re- 
lief for  one  season  or  more  in  80%  of  the  pa- 
tients treated  for  hay  fever,  broncho-spasm  as- 
sociated with  hay  fever,  vasomotor  rhinitis  and 
hyperaesthetic  rhinitis. 

Forty-three  users  of  the  Warwick^^)  method 
report  the  following  results  out  of  a total  of  905 
cases. 

100%  relief  379  cases 

90-99%  relief  62  cases 

80-89%  relief  66  cases 

70-79%  relief  43  cases 

50-69%  relief  69  cases 


Less  than  50%  relief  30  cases 

No  relief  83  cases 


173  cases  received  relief  but  percentage  not  indicated. 

In  my  series  of  56  cases,  over  a period  of 
three  years,  including  cases  treated  for  hay 
fever,  allergy,  hyperaesthetic  and  vasomotor 
rhinitis,  I can  report  the  following  results. 

Complete  relief  48  cases  or  85% 

Less  than  50%  relief  6 cases  or  12% 

No  relief  2 cases  or  3% 

I.  Allergic  group,  9 cases. 

8 patients  with  very  good  results  or  88%. 

1 patient  with  no  relief  or  12%. 

Of  these  nine  cases,  two  were  complicated 
with  asthma,  two  reacted  to  wheat  and  flour,  the 
other  five  from  causes  not  identified. 

II.  Vasomotor  rhinitis,  7 cases. 

5 patients  with  complete  relief  or  71%. 

2 patients  with  fair  or  no  relief  or  29%. 

III.  Hyperaesthetic  rhinitis,  12  cases. 

11  patients  with  complete  relief  or  91%. 

1 patient  with  no  relief  or  9%. 

IV.  Asthma  (unknown  origin),  2 cases. 

1 patient  with  good  results  or  50%. 

1 patient  with  no  relief  or  50%. 

V.  Hay  fever  with  and  without  asthma,  25  cases. 

23  patients  with  complete  relief  or  92%. 

2 patients  with  no  relief  or  8%. 

I considered  a case  “complete  relief”  when  the 
sneeezing  and  lacrimation  stopped,  the  nasal 
swelling  was  reduced,  and  the  profuse  discharge 
dried  up.  Relieving  the  hay  fever  in  many  of 
my  cases  has  also  relieved  the  asthma  associated 
with  the  hay  fever. 

It  may  be  interesting  to  state  that  all  my  hay 
fever  cases  have  had  serum  treatments  in  the 
past  and  were  very  much  discouraged  with  tlie 
results.  It  may  also  be  interesting  to  relate  that 
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two-thirds  of  these  patients  were  referred  to  me 
by  former  zinc  ionized  patients  who  had  previ- 
ously tried  all  sorts  of  hay  fever  treatments, 
were  very  discouraged,  and  had  by  this  time  be- 
come very  skeptical  about  ever  getting  relief. 
The  other  third  was  referred  by  physicians  who 
were  eager  to  get  relief  for  their  patient  after 
the  serum  treatments  began  to  discourage  them. 

I have  no  fault  to  find  with  the  serum  treat- 
ment for  I am  well  aware  that  there  are  a num- 
ber of  hay  fever  patients  that  react  beautifully 
to  it  and  have  received  considerable  benefit 
from  it. 

Zinc  iontophoresis  is  suggested  for  the  fail- 
ures after  trying  the  serum  and  other  treatments. 
I also  believe  that  it  is  to  the  advantage  of  the 
patient  to  have  as  few  treatments  as  possible  in 
order  to  secure  results.  I use  only  two  treat- 
ments to  the  nose,  one  on  each  side.  This  cer- 
tainly is  much  preferred  to  twelve  or  more 
treatments  as  given  with  other  methods. 

In  two  patients  in  my  series  I have  had  to 
repeat  the  zinc  treatment.  In  case  (1),  the  pa- 
tient was  relieved  for  several  weeks  and  then 
the  treatment  had  to  be  repeated.  In  case  (10), 
an  allergic  patient  had  complete  relief  with  re- 
turn of  a loss  of  smell  with  which  she  had  been 
troubled  for  several  years.  One  year  later,  June, 
1037,  she  gave  birth  to  her  second  child,  follow- 
ing which  she  again  lost  her  smell,  began  sneez- 
ing every  morning,  and  had  considerable  nasal 
blockage.  I gave  her  another  zinc  ionization  to 
both  sides  in  July,  1037,  and  she  has  reported 
that  her  sneezing  has  stopped,  nasal  blockage 
has  cleared  up,  and  her  smell  and  taste  are 
again  returning. 

PATHOLOGY 

McMahon^'*)  reported  that  ionization  in  dogs 
produced  a fibrosis  of  the  sub-epithelial  tissue 
with  marked  hyperplastic  bone  changes.  Also 
that  the  epithelial  changes  in  the  nose  consisted 
of  a primary  destruction  of  cells  with  a later  re- 
turn to  normal. 

Boling(^\  working  in  the  Department  of 
Otology  at  Washington  University,  reported  that 
following  ionization  of  the  sheep’s  nose  there 
was  a complete  regeneration  of  the  ciliated 
epithelium.  Wenner  has  made  the  same  observa- 
tion in  cats.  In  the  human  subject,  probably  be- 
cause of  the  fact  that  we  are  dealing  with 
chronic  inflammation  of  the  mucous  membrane 
in  the  beginning,  we  have  always  found  areas  of 
persistent  squamous  cells  following  the  ionization. 
After  ionization  the  cells  that  were  regenerated 
were  studied  by  Miss  Pfingsten.  She  compared 


their  activity  (the  cilia  of  the  normal  cells  and 
also  the  length  of  the  time  that  the  cilia  beat  ) 
when  kept  in  nutrient  solution  in  the  culture 
chambers  following  removal.  The  activity  and 
the  length  of  the  time  that  they  beat  were  prac- 
tically the  same  in  the  normal  and  in  the  regen- 
erated ciliated  cells.  The  absorption  of  drugs  by 
the  mucosa  was  not  affected  by  ionization. 

Alden^®)  reports  that  a middle  turbinate  re- 
moved four  months  after  the  last  ionization 
showed  a fibrosis  had  taken  place  in  the  sub- 
epithelial  layer.  The  ciliated  layer  of  the  mucosa 
was  intact  and  normal  in  every  respect.  The 
glandular  structures  were  entirely  normal. 

I have  carefully  watched  the  nasal  mucosa, 
during  these  three  years,  for  any  marked  atro- 
phy, extreme  dryness,  or  other  bad  effects  as 
advocated  by  those  who  are  adverse  to  the  meth- 
od. None  of  my  patients  have  as  yet  complained. 
Some  felt  a decided  dryness  for  the  first  two 
weeks  following  which  the  nasal  mucosa  gradu- 
ally assumed  its  normal  appearance  and  func- 
tion. I have  had  several  patients  complain  of  a 
temporary  loss  of  smell ; however,  this  did  not 
last  more  than  a few  days. 

Following  the  ionization,  a thick  gray  exudate 
covers  the  nasal  mucosa.  This  falls  off  or  can 
be  removed  in  twenty-four  to  forty-eight  hours. 

INSTRUMENTORIUM 

There  are  various  machines  on  the  market 
that  generate  galvanic  current.  I prefer  the 
machine  advocated  by  Warwick.  This  machine 
provides ; 

First — the  g'eneration  of  a type  of  current 
with  the  frequency  and  voltage  of  such  charac- 
teristics that  the  treatment  will  be  given  with 
the  least  discomfort  and  with  the  assurance  of 
the  same  results  as  obtained  by  Dr.  Warwick. 

Second — to  assure  accurate  measurement  of 
the  current  passing  through  the  nasal  mem- 
branes. 

Third — to  assure  accurate  timing  of  the  treat- 
ment and  termination  of  treatment  at  the  pre- 
scribed time. 

Fourth — assurance  that  full  current  cannot 
be  turned  on  and  off  instantly,  which  would  re- 
sult in  a disagreeable  shock  to  the  patient. 

Fifth — that  it  will  be  impossible  for  line  cur- 
rent (usually  110  volt  alternating)  to  come  in 
contact  with  the  patient  through  short  circuits, 
detached  or  broken  wires,  corrosion,  or  other 
means. 

One  can  use  a less  expensive  galvanic  battery 
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set  up  as  suggested  and  outlined  by  MacFar- 
land^^)  ; however,  it  should  have  meters  so  that 
one  may  know  how  many  ohms,  volts,  and  milli- 
amperes  one  is  using. 

An  electrode  composed  of  !)T.1%  zinc,  1.9% 
tin,  and  1%  cadmium,  has  been  made  available. 
The  best  electrolyte  in  use  now  is  zinc  sulphate 
S.92  gr.  (0.58  gm),  stannic  chloride  1.43  gr. 
(0.0!)  gm),  and  cadmium  chloride  0.45  gr.  (0.3 
gm),  to  the  ounce  (30  c.  c.).  It  is  better  to 
have  the  electrode  of  the  same  metals  as  the 
salts  in  the  electroylte,  for  the  acid  radical  will 
attack  the  electrode  and  form  more  ions  of  the 
same  sort. 

TECHNIQUE 

In  adults.  I treat  one  nasal  cavity  at  a time. 
There  is  considerable  reaction  the  first  night  and 
1 have  found  that  the  patient  appreciates  this 
consideration.  He  always  comes  back  for  the 
other  side  because  he  feels  so  much  better  from 
his  first  treatment  that  he  will  return  for  the 
second  treatment  a few  days  later.  I use  10% 
cocaine  solution  with  a solution  of  neo-syne- 
]ihrin  placed  on  thin  cotton  strips  ^<2  inch 

wide  and  3 inches  long  to  anesthetize  and  shrink 
the  membrane.  This  is  packed  around  the  mid- 
dle inferior  meatus  and  left  in  for  10  to  15  min- 
utes. The  cotton  strips  are  then  removed  and 
are  replaced  by  other  thin  cotton  strips  soaked 
in  zinc,  cadmium  and  tin  solution.  One  can  use 
zinc  sulphate  1 % solution  and  also  obtain  good 
results.  It  is  very  essential  that  the  thin  cotton 
strips  are  j)laced  well  back  post-nasally  and  up 
as  high  as  possible. 

I place  my  patient  on  a table  with  the  head 
well  back  so  that  gravity  helps  to  distribute  my 
electrolyte  around  the  ethmoidal  cells.  Next  the 
arm  cuff,  separated  from  the  skin  by  a pad  satur- 
ated with  saline  solution,  is  placed  on  the  fore- 
arm on  the  same  side  as  the  nasal  cavity  to  be 
treated.  This  helps  lower  the  resistance  of  the 
skin  as  the  ohm  meter  reading  to  be  satisfactory 
should  read  between  2,000  and  3,000.  The  nega- 
tive pole  is  then  connected  to  the  arm  cuff.  The 
]iositive  pole  is  then  connected  or  held  so  that 
it  connects  with  the  cotton  strips  in  the  nasal 
cavity.  The  resistance  of  the  current  is  tested 
and  if  it  registers  2,000  or  3,000  ohms,  the  cur- 
rent is  gradually  turned  on  until  10  to  12  milli- 
amperes  are  carried.  The  patient  is  watched  very 
carefully.  The  treatment  is  given  for  from  10  to 
15  minutes.  If  for  any  reason  you  have  to  stop, 
turn  the  ammeter  dial  slowly  back  to  zero  be- 
fore removing  the  positive  electrode  in  order  to 
])revent  an  electrical  shock  to  your  patient.  The 
])atient  will  complain  of  a metallic  taste  and  tem- 


porary salivation  but  no  other  disagreeable  symp- 
toms. After  the  packing  is  removed,  a white  or 
grayish  exudate  may  be  observed  on  the  turbin- 
ates and  septal  membranes. 

After  twenty-four  hours,  heavy  grayish  or 
whitish  membrane  can  be  seen  clinging  tightly 
to  the  mucosa  and  usually  bridges  across  from 
the  septum  to  the  lateral  wall  of  the  nose.  This 
membrane  should  not  be  disturbed  until  the  third 
day,  when  it  either  comes  off  itself  or  can  be 
easily  pulled  out  en  masse.  Immediately  follow- 
ing the  expulsion  of  the  membrane,  the  nasal 
mucosa  is  found  to  be  reddened  and  quite  sensi- 
tive but  this  condition  subsides  very  rapidly  and 
by  the  end  of  the  week  the  membranes  appear 
to  be  normal.  I suggest  a bland  oil  to  be  used 
as  a spray. 

REPORT  OF  CASES 

Ca.se  1.  Mr.  E.  E.  \V.,  age  40,  manager  of  a down- 
town shoe  store,  had  severe  attack  of  hay  fever 
every  year  for  twelve  years,  coming  on  August  15. 
Tested  plus  to  ragweed.  Used  specific  serums  for 
several  years  with  no  relief.  Patient  extremely 
nervous.  Gave  first  zinc  iontophoresis  on  August  12, 
1936,  to  the  left  nasal  cavity  and  on  August  14,  1936, 
to  the  right  nasal  cavity.  Patient  had  several  weeks 
of  relief  and  then  his  hay  fever  symptoms  returned. 
He  had  a second  treatment  to  both  nasal  cavities 
and  was  again  relieved  for  a few  weeks.  The  pa- 
tient never  returned.  However,  follow  up  reports  dis- 
closed that  he  was  ^till  troubled  with  hay  fever  dur- 
ing the  balance  of  the  season.  No  relief. 

Case  2.  Mrs.  C.  T.,  age  35,  housewife,  sneezing 
three  to  ten  times  every  morning.  Alternating  nasal 
blockage  and  loss  of  smell.  Patient  had  submucous 
resection  on  August  3,  1936.  which  helped  the  nasal 
blockage  but  the  sneezin.g  continued.  Zinc  ionization 
given  to  right  nasal  cavity  on  October  12,  1936,  and 
to  left  nasal  cavity  on  October  14,  1936.  Relief  for 
several  weeks  and  then  sneezing  returned.  Patient 
referred  to  laboratory  for  skin  tests  and  treatment. 
Last  report  from  patient,  no  relief. 

Case  3.  Mr.  E.  C.,  age  42,  manager  of  a large 
film  concern,  had  severe  attack  of  seasonal  hay 
fever  with  asthma,  was  quite  miserable,  could  not 
think,  dictate,  or  carry  on  his  work.  Had  tried  out 
all  other  treatments.  Including  serum  for  hay  fever, 
with  very  discouraging  results.  The  first  day  in 
office  was  given  adrenalin  hypodermically  to  relieve 
severe  asthmatic  attack.  The  ionization  was  per- 
formed September  16.  1935,  in  the  right  nasal  cavitj" 
and  again  on  September  21,  1935,  in  the  left  nasal 
cavity.  The  patient  was  relieved  of  symptoms  so 
that  he  did  not  have  to  take  any  more  treatments 
that  year. 

Case  4.  ,J.  Me.,  boy  age  6,  sniffling,  sneezing, 
very  nervous,  constantly  blowing  nose,  difficulty  to 
breathe.  Tonsils  and  adenoids  removed.  X-ray  of 
sinuses  three  plus.  Series  of  nasal  treatments  given 
child  for  several  months  with  slight  improvement. 
Ionization  given  to  right  nasal  c.avity  on  October  10, 
1935,  and  to  left  nasal  cav'ity  October  24,  1935. 
Marked  improvement  for  seven  months  and  then 
similar  symptoms  began  returning.  Another  ioniza- 
tion treatment  given  May  25,  1936.  Since  then,  sneez- 
ing has  stopped,  breathing  clear,  and  his  general 
health  has  improved. 

Case  5.  Miss  D.  A.  R.,  age  26,  private  secretary, 
hay  fever  nine  years.  Skin  tests  showed  react ioii  to 
hops  and  hemp.  Had  tried  serum  treatments  sev- 
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eral  years  with  poor  results.  Zinz  ionization  given 
to  right  nasal  cavity  on  August  24,  1936,  and  to 
left  nasal  cavity  on  August  25,  1936.  My  last  report 
on  the  case  was  on  September  8,  1936,  complete  relief. 

Case  6.  Sr.  O.  C.,  age  40,  hospital  superintendent, 
hay  fever  for  past  six  years.  Zinc  ionization  applied 
on  August  13,  1936,  and  August  15,  1936.  Complete 
relief  for  the  season. 

Case  7.  Mrs.  E.  S.,  age  40.  hospital  secretary,  hay 
fever  with  asthma.  Reacts  to  ragweed.  Zinc  ioniza- 
tion given  on  August  21,  1936,  and  on  August  24,  1936. 
Complete  relief  from  hay  fever.  Slight  symptoms  of 
asthma  for  the  rest  of  the  season. 

Case  8.  Mrs.  M.  S.,  age  33,  hospital  secretary,  hay 
fever  for  three  years.  Reacts  to  ragweed.  Had  serum 
treatments  with  no  relief.  Zinc  ionization  to  left 
nasal  cavity  on  August  13,  1936,  and  to  right  nasal 
cavity  on  August  17,  1936.  Complete  relief  for  the 
season. 

Case  9.  Mr.  B.  A.,  age  19,  student,  hay  fev'er,  very 
severe.  Zinc  ionization  to  right  nasal  cavity  on 
August  17,  1936,  and  to  left  nasal  cavity  on  August 
20,  1936.  Reported  on  September  3 that  hay  fever 
symptoms  were  entirely  relieved  for  the  rest  of  the 
season. 

Case  10.  IMrs.  D.  L.  T.,  age  26,  housewife,  sneez- 
ing every  day  three  to  fourteen  times,  alternating 
nasal  blockage,  loss  of  smell  and  taste.  Duration  three 
years.  Tried  serums  and  various  medications  with 
no  relief.  On  September  16,  1936,  zinc  ionization  giv- 
en to  left  nasal  cavity  and  on  September  18.  1936, 
to  right  nasal  cavity.  Complete  relief,  smell  and 
taste  returned.  Relief  lasted  for  one  year.  This  year 
gave  birth  to  second  child,  ether  anesthetic.  Two 
days  following  sneezing  returned  and  noticed  a loss 
of  smell  and  taste.  Second  ionization  given  on  July  7 
and  9.  1937.  Again  received  complete  relief,  sneez- 
ing stopped,  smell  and  taste  returning. 

Case  11.  Mr.  E.  C.  R.,  age  38,  manager  of  a coal 
company,  hay  fever,  reacts  to  ragweed,  begins  August 
15  to  18.  Duration  fifteen  years.  Has  had  serum 
treatments.  Zinc  ionization  given  on  August  27, 
1936,  to  right  nasal  cavity  and  on  August  28,  1936,  to 
left  nasal  cavity.  Complete  relief  from  all  symptoms. 

Case  12.  jMr.  L.  S..  age  48,  assistant  superintend- 
ent of  schools,  hay  fever  for  many  years.  Had  serum 
treatments  with  poor  results.  Zinc  ionization  on  Aug. 
25,  1936,  and  on  August  26.  1936.  Complete  relief  for 
the  season. 

Case  13.  Miss  B.  S.,  age  30,  secretary,  hay  fever 
began  two  years  ago  following  nasal  cold.  Skin 
tests  show  reaction  to  Russian  thistle.  Had  serum 


treatments  last  year  with  poor  results.  Zinc  ioniza- 
tion given  for  fifteen  minutes  on  June  29,  1937,  and 
again  on  July  2,  1937.  Complete  relief  from  all  hay 
fever  symptoms. 

Case  14.  Miss  .B.  W.,  age  28,  secretary,  hay  fever 
for  many  years.  Serum  treatments  for  five  years 
with  no  relief.  Zinc  ionization  given  to  left  nasal 
cavity  on  June  19,  1937,  and  to  right  nasal  cavity  on 
June  21,  1937.  Complete  relief  from  all  symptoms. 

Case  15.  Mr.  E.  W.  K.,  age  40,  theater  manager, 
hay  fever  and  asthma.  Duration  nine  years.  Asthma 
so  severe  that  patient  has  to  quit  work,  loses  as 
much  as  thirty  pounds  during  season.  Has  gone  to 
other  climate  several  times  for  relief.  Skin  tests 
showed  reaction  to  tuna  fish,  orris  root,  lambs’  quar- 
ters, pigweed,  Russian  thistle  and  kochla.  Zinc  ioni- 
zation to  right  nasal  cavity  on  July  5,  1937,  and  to 
left  nasal  cavity  on  July  12,  1937.  Hay  fever  symp- 
toms completely  relieved  to  date. 

The  histories  of  the  other  cases  run  similarly.  The 
patients  showed  a typical  clinical  and  pathological 
picture  of  vasomotor  rhinitis,  allergy  or  hay  fever. 

Alden(6)  states  that  about  fifty  percent  of  these 
patients  are  free  of  symptoms  during  the  second 
season.  He  also  states  that  when  the  treatment  is 
given  prior  to  the  beginning  of  the  pollen  season, 
about  half  of  the  patients  appear  to  be  completely 
protected.  WarwlckO)  advocates  better  results  when 
the  zinc  ionto])horesis  is  given  after  the  first  symp- 
toms of  hay  fever  appear.  That  is  the  technique  I 
have  carried  out. 

CONCLUSION 

1 . Zinc  iontophoresis  has  "iven  me  complete 
relief  in  -48  out  of  56  cases  of  hay  fever,  allergy, 
hyperaesthetic  and  vasomotor  rhinitis. 

2.  Zinc  iontophoresis,  following  the  tech- 
nique of  Warwick,  has  given  me  complete  relief 
in  23  out  of  25  cases  of  hay  fever,  with  and  with- 
out asthma. 

3.  Clinical  observation  of  the  nasal  mucosa 
lias  thus  far  shown  no  evidence  of  permanent 
nasal  damage. 

■4.  In  my  estimation  this  is  the  most  success- 
ful hay  fever  treatment  that  has  been  presented 
thus  far. 

(Bibliography  in  Reprints). 
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Many  intere.sting  angles  in  the  differential 
diagnosis  of  infections  of  the  puerperium  are  il- 
lustrated by  the  following  case  report.  A careful 
search  of  the  literature  reveals  no  similar  case  of 
pyourachus  following  childbirth.  The  patient’s 
condition,  considered  due  to  a puerperal  sepsis, 
was  so  treated ; the  true  cause  was  not  suspected 
until  localization  of  infection  at  the  umbilicus, 
some  five  weeks  after  delivery.  .After  surgical 
treatment  of  the  abscess,  the  patient  began  at 
once  to  improve  and  made  a successful  recovery. 


CASE  REPORT 

Mrs.  V.  Q.,  housewife,  grav.  V,  age  23  (Disp.  No. 
41291,  Hosp.  No.  35050),  was  delivered  May  4,  1931, 
through  the  outpatient  delivery  service  of  the  Uni- 
versity of  Nebraska,  of  a live  female  child  weighing 
6%  pounds.  Labor  of  six  hours  and  spontaneous  de- 
livery were  uneventful;  during  labor  rectal  rather 
than  vaginal  examinations  were  resorted  to. 

Immediately  after  delivery,  the  patient  complained 
of  a sense  of  chilliness;  the  second  day  her  tempera- 
ture rose  to  103.4  F„  accompanied  by  a definite  chill; 
septic  temperature  continued  for  a week's  time.  The 
uterus,  apparently  not  contracted,  was  five  fingers’ 
breadth  above  the  symphisis;  a foul  smelling  lochia 
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was  present.  The  lower  portion  of  the  abdomen  was 
tender  upon  pressure,  but  gave  no  definite  evidence 
of  peritonitis.  Treatment  at  home  of  elevation  of  the 
head,  ergot,  and  small  doses  of  quinine  did  not  pro- 
duce improvement.  The  patient  was  admitted  on 
her  eighth  iiostpartum  day  to  the  University  Hospital. 

Upon  entrance,  her  temperature  was  104.2  F.,  pulse 
128,  respiration  28,  hemoglobin  70%,  HBC  3,800,000, 
IVBC  12,600,  poly  80%.  Blood  culture  was  negative 


after,  hot  %%  lysol  douches  were  given  twice  a day, 
with  marked  improvement.  At  the  end  of  this  time 
the  patient  complained  of  intense  abdominal  pain  and 
soreness,  localized  next  day  about  the  umbilicus, 
which  was  becoming  quite  red,  very  edematous,  and 
constantly  more  painful. 

An  incision  made  in  the  much  swollen  and  reddened 
umbilicus  released  a pint  of  green  pus  under  pressure, 
a culture  of  which  showed  hemolytic  streptococci. 


Fig.  1 — Anteroposterior  view  of  sinus  tract  after  injection  of  lipiodol  solution. 
Fig.  2 — Lateral  view  of  sinus  tract  after  injection  with  lipiodol  solution. 


and  remained  so  throughout  hospitalization;  blood 
sedimentation  time  was  rapid;  blood  Wassermann 
negative;  blood  classification  type  III.  A tentative 
diagnosis  of  puerpal  sepsis  was  made. 

A transfusion  of  250  cc.  of  citrated  blood  on  the 
second  and  third  days  of  hospitalization  was  followed 
by  a chill  and  rise  of  temperature  to  10G.4  F.  and 
106.6  F.  respectively;  the  third  transfusion,  given  next 
day,  was  followed  by  reduction  of  temperature  to  104.6 
F.  with  a slight  chill.  A fourth  transfusion  the  fol- 
lowing day  was  attempted  but  not  carried  out  because 
the  patient's  veins  were  thrombosed  from  previous 
transfusions.  The  patient  felt  better,  but  continued  to 
run  a septic  course  of  temperature.  The  lochia  was 
greatly  decreased  in  amount.  Normet’s  solution  was 
given  by  hypodermoclysis,  because  of  thrombosed 
veins.  She  continued  to  be  quite  cyanotic,  with  an 
irregular  pulse  which  at  times  ran  between  130  and 
140  per  minute.  Three  days  after  the  third  transfu- 
sion the  WBC  was  12,500;  poly  22%. 

A fourth  transfusion  of  250  cc.  of  citrated  blood, 
given  a week  after  the  third,  was  followed  by  a severe 
chill  and  marked  cyanosis.  Her  pulse,  barely  per- 
ceptible at  the  wrist  and  indicating  a moribund  con- 
dition, came  back  gradually  and  her  temperature  rose 
to  106.4  F’.  Following  this  rise,  her  temperature  began 
gradually  to  subside;  a pelvic  examination  four  days 
after  the  last  transfusion  showed  no  evidence  of  an 
abscess  beginning  to  ‘point,’  although  a pelvic  cellu- 
litis was  s\ispected.  Intramuscular  injection  of  5 cc. 
of  whole  sterile  milk  every  other  day  was  followed 
by  a moderate  rise  in  temperature.  For  5 days  there- 


Marked  relief  followed,  together  with  a decided  drop 
in  temperature.  The  abscess  continued  to  drain. 

One  week  after  incision  the  sinus  tract  was  inject- 
ed with  lipiodol,  and  x-ray  studies  were  made,  the  re- 
port of  which  follows:  “An  injection  of  the  sinus, 
opening  at  the  umbilicus,  was  carried  out  under 
fluoroscopic  observation.  The  tract  passed  posterior- 
ly and  to  the  left  about  2%  inches,  where  it  entered  a 
pool  of  irregular  contour  which  passed  across  the  ab- 
domen toward  the  left.  A tract  extended  posteriorly 
from  this  sacculation  to  the  left  about  3 inches  and 
then  superiorly  about  6 inches  where  it  passes  along 
the  inner  wall  of  the  abdomen  apparently  anterior  to 
the  ascending  colon.  The  tract  appears  to  be  pri- 
marily intra-abdominal.  Only  about  one  ounce  of  a 
lipiodol-oil  mixture  was  injected  which  did  not  com- 
pletely fill  the  cavity.”  (Figures  1 and  2). 

The  patient  was  operated  on  June  17,  1931;  a 3- 
inch  incision  was  made  extending  downward  about 
inch  below  the  umbilical  ring.  A large  walled  off 
extraperitoneal  cavity  containing  4 or  5 ounces  of 
pus  was  found  extending  laterally  and  inferiorally;  no 
communication  with  the  bladder  could  be  demonstrat- 
ed. This  cavity  was  washed  out  with  sterile  water 
and  three  gauze  drains  soaked  in  olive  oil  and  glycer- 
ine were  placed  in  the  cavity.  Relief  of  pain  followed 
surgery,  with  profuse  drainage  for  three  weeks.  The 
patient  was  dismissed  from  the  hospital  ,Iuly  12,  1931, 
sixty-three  days  after  her  admittance.  Her  wound 
was  dressed  in  the  dispensary  following  this  and  ex- 
cept for  a postoperative  hernia  following  her  surgery, 
she  has  remained  well. 


PRIMARY  CARCINOMA  OF  THE  JEJUNUM— CASE  REPORT 

GEORGE  H.  MISKO,  M.  D., 

Lincoln. 


Case  record:  Mrs.  M.  M.,  occupation  housewife, 

German,  age  61,  female,  widow. 

Present  complaint  (March  1,  1936):  Nausea,  vomit- 
ing, cramp-like  pain  in  left  side  of  abdomen,  to  left 
umbilicus. 

Present  illness:  In  July,  1935,  had  a similar  com- 
plaint of  pain  and  vomiting,  but  this  occurred  only 
once  at  that  time.  Nine  days  ago  again  began  with 
pain  in  left  abdomen,  nausea  and  vomiting,  severe  in 
character.  Has  occurred  eveiy  second  day  since  then. 
Has  at  times  a bulging  in  the  left  abdomen  which 
forms  then  melts  away.  Formation  of  this  bulging 
is  accompanied  with  cramp-like  pain.  These  attacks 
have  occurred  at  varying  intervals.  Present  illness 
began  February  18.  1936,  but  was  attended  at  home 
until  March  1,  1936. 

Past  history:  Appendectomy,  uterine  suspension  in 
1927.  Surgical  drainage  gallbladder  1927.  Has  had 
five  children. 

Family  histoiy:  Father  died  at  60.  cause  unknown. 
Jlother  died  at  age  54.  pneumonia.  Brothers  three 
living  and  well.  One  brother  died  of  appendicitis. 
One  sister  died  in  infancy,  cause  unknown. 

Examination:  Height  5 ft.  11  in.,  weight  140  pounds, 
nutrition  good.  Temperature  98.6,  pulse  120;  blood 
pressure,  systolic  120,  diastolic  80. 

Head  and  neck:  Eyes  react  to  light  and  distance, 
eye  grounds  are  normal.  Nose,  sinuses  and  antra 
are  normal.  Thyroid,  normal  size,  smooth,  no  glandu- 
lar enlargement. 

Thorax:  Normal  shape,  expansion  is  symmetrical. 

Lungs:  Are  normal  to  inspection,  palpation,  percus- 
sion, ausculation. 

Heart:  Normal  size,  shape  and  position,  rhythm 

regular,  tones  are  strong.  No  valvular  defects. 

Abdomen:  On  inspection  there  is  a bulging  of  a 
haid  mass  in  the  left  side  of  the  abdomen.  This  can 
be  seen  and  felt  to  form  and  disappear.  This  mass 
is  hard,  size  of  large  orange,  smooth  and  tender,  and 
causes  cramp-like  pains.  The  epigastrium  is  tender 
on  ijressure. 

Genito-urinary:  Small,  atrophied  uterus,  no  path- 
ology of  tubes  or  ovaries. 

Proctoscopic  and  rectal:  Normal  lumen. 

Extremities:  Normal  reflexes,  no  edema. 

Tentative  diagnosis:  1,  gallbladder  disease;  2,  je- 
junal obstruction,  prol;able  malignancy. 

Special  examination:  Laboratory:  March  1,  1936. 

Blood:  R.B.C.  4,110,000,  leukocytes  8,400,  hemoglobin 
659<-.  Normal  differential  count. 

March  2,  1936.  Blood;  Hemoglobin  70>^,  10.2  gm., 
leukocytes  5,600  per  c.  mm.,  blood  urea  nitrogen  13.7 
mg.,  blood  urea  29.43  mg. 

Urine;  Voided  specimen  3 ounces.  Color  amber, 
appearance  sli.ghtly  cloudy,  reaction  slightly  acid, 
Sp.  Gr.  1.026,  albumin  slight  trace,  sugar  0,  diacetic 
acid  0,  casts  0,  pus  cells  4 per  H.P. 

B.M.H.:  Plus  3. 

Stomach  analysis:  Fractional  test  meal,  shows  a 
marked  hypochlorhydria,  no  blood. 

Working  diagnosis;  Paitial  obstruction  of  bowel, 
with  possible  gallbladder  pathology. 

Electrocardiogram:  P-R  interval  0.12  a high  nor- 
mal. Considerable  muscle  tremor,  deep  Q wave. 
These  signs  suggest  myocaidial  damage. 

Crampton  index;  March  1,  1936,  5.  March  3,  1936, 
10.  March  8.  1936,  85. 

Roentgen  report:  March  3,  1936.  Gastro-intestinal 
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study;  Lungs;  Healthy.  Heart:  Normal.  G.  I.  tract: 
Intestinal  stasis-jejunal  obstruction-carcinoma  highly 
probable. 

Chest:  Fluoroscopic  examination  shows  the  lungs 
healthy  and  the  heart  normal. 

Cholecystography:  Previously  reported  at  office. 

No  function.  History  of  drainage. 

G.  I.  tiact:  Oesophagus:  Contour  regular,  peristal- 
sis not  remarkable. 

Stomach;  Steer  horn  in  type;  hypertonic.  Pressure 
on  the  distended  walls  revealed  no  evidence  of  inci- 
sures, ulcer  craters,  filling  defects  or  other  pathology. 
There  was  a residue  (2  plus)  at  the  end  of  3 and  5 
hours  indicating  stasis  beyond  the  stomach. 

Small  intestine:  The  caj)  was  full  and  complete; 
the  duodenal  curve  regular  but  dilated.  The  dilata- 
tion extended  to  the  distal  portion  of  the  jejunum. 
This  dilatation  was  demonstrable  at  the  end  of  10 
minutes,  30  minutes,  3 hours,  5 hours,  and  24  hours. 
At  the  end  of  the  dilated  area  there  is  definite  filling 
defect  which  has  all  the  chai-acteristics  of  carcinoma. 
This  is  palpable  and  the  dilatation  proximal  to  it  is 
palpable  and  traceable  on  inspection.  The  obstruction 
is  incomplete. 

Large  intestine:  At  the  end  of  5 hours  no  barium 
has  entered  the  colon.  At  the  end  of  24  hours  about 
one-third  of  the  meal  is  in  the  colon.  The  remainder 
is  retained  in  the  jejunum  and  ileum.  A warm  barium 
clysma  consisting  of  3 pints  was  administered  slowly 
under  fluoroscopic  control.  This  entered  readily  and 
soon  filled  the  entire  colonic  tract.  There  are  no 
demonstrable  signs  of  diverticula,  ulcer  craters,  filling 
defects  or  other  pathology  in  the  colon.  The  appen- 
dix was  not  visualized. 

Summary:  Our  examination  reveals  an  intestinal 
stasis-jejunal  obstruction,  incomplete.  Carcinoma  is 
highly  probable. 

Pathological  report:  March  10,  1936.  Gross:  Portion 
of  jejunum:  27  cm.  long.  About  the  middle  there  is  a 
constriction,  on  one  side  of  which  the  wall  is  dilated 
to  about  three  times  the  diameter  of  the  other. 
Peritoneal  surface  at  the  constriction  shows  a thick, 
white,  plaque-like  growth  for  a few  mm.  on  either 
side.  On  the  longitudinal  section,  the  constriction  is 
found  to  be  thickened  into  the  lumen  of  the  bowel 
forming  a thick  collar  around  the  constriction. 

March  14,  1936.  Microscopic:  Portion  of  jejunum: 
There  is  adenomatous  hyperplasia  of  the  mucous 
membrane,  extending  through  the  entire  wall  with 
moderate  amount  of  fibrous  tissue  and  a very  small 
amount  of  acute  inflammatory  reaction.  The  gland 
type  of  structure  is  fairly  well  adhered  to.  There  are 
small  areas  of  atypical  massing  of  the  epithelial  cells. 

Mesenteric  nodule;  It  consists  principally  of  con- 
nective tissue  with  a few  very  small  foci  of  lymphoid 
tissue  remaining.  Malignant  metastases  are  numer- 
ous. 

Pathological:  Adenocarcinoma  of  the  jejunum. 

Diagnosis:  1 — Carcinoma  jejunum  primary. 

Surgeon  report:  Preoperative;  carcinoma  jejunum. 

Postoperative;  Carcinoma  jejunum. 

Findings:  Hard,  white,  stenosing  mass  in  jejunum 
two  feet  below  the  ligament  of  Treitz.  Lymph-node 
in  mesentery  size  of  a walnut.  Chronic  obstruction 
of  jejunum. 

What  was  done:  Resection  of  mass  in  jejunum  and 
associated  enlarged  nodes.  Side  to  side  anastomosis 
of  jejunal  ends. 

Immediate  postoperative  condition:  Good. 

Treatment;  Referred  to  surgeon,  for  removal  of 


Volume  22 
Number  10 


CARCINOMA  OF  THE  JEJUNUM:  MISKO 


393 


portion  of  jejunum  which  is  obstructed.  However, 
before  this  was  done,  received  medical  care  and  prep- 
aration for  surgery. 

Progress:  After  examination  and  roentgen  study 
and  with  the  administration  of  glucose  solution,  salt, 
morphine  and  sedatives,  began  to  feel  better.  Use  of 
digitalis  increased  the  general  heart  strength,  vaso- 
motor tone  and  blood  pressure.  Was  operated  on 
March  9,  1936,  spinal  block  anesthesia,  with  generous 
narcosis  before  operating.  Postoperative  period  was 
uneventful:  and  made  a gradual  recovery  and  was 
released  from  the  hospital  on  March  29,  1936. 

Resume  and  follow-up:  This  case  is  interesting, 
because  it  brings  out  several  important  points.  When 
I first  saw  this  lady,  at  home  about  a week  before 
she  was  admitted  to  the  hospital,  her  chief  complaint 
was  of  nausea  and  vomiting,  and  indefinite  abdominal 
pain,  not  well  localized,  but  tenderness  in  the  epi- 
gastrium, so  much  so  that  in  spite  of  a history  of 
gallbladder  removal,  the  dye  for  gallbladder  visualiza- 
tion was  given  with  negative  results.  I then  contacted 
her  former  surgeon,  who  stated  only  drainage  was 
done  at  that  time. 

One  month  previous  to  the  time  I saw  her  she  had 
been  given  a gastro-intestinal  roentgen  examination 
by  one  of  our  best  x-ray  men  in  Omaha,  she  was 
sent  in  only  with  a request  for  a gastro-intestinal 
examination,  with  no  history  or  report  of  her  illness. 
This  man  gave  her  a report  of  a normally  functioning 
gastro-intestinal  tract,  no  abnormalities  found.  Not 
until  she  had  been  in  the  hospital  for  a few  days  did 
her  symptoms  localize  on  the  left  side,  and  it  was 
then  on  examining  the  abdomen  one  morning  that  I 
found  the  tumor  mass,  and  during  the  time  I was 
examining  it,  it  merely  melted  away  to  occur  again 
in  three  to  four  minutes.  With  this  discovery  I re- 
ported to  the  roentgen  department,  telling  of  this 
occurrence.  The  routine  of  gastro-intestinal  exam- 
ination was  changed  and  the  partial  obstruction  of 
the  jejunum  was  revealed.  This  emphasizes  the  im- 
portance of  reporting  the  physical  examination  to  the 
roentgen  department. 

The  low  Crampton  index,  loss  of  fluids,  etc.,  pre- 
vented operating  for  several  days.  Digitalis  was  given 
in  appropriate  dosages  to  elevate  the  index  to  85.  She 
was  then  operated  upon.  A lateral  anastomosis  was 
done  and  the  diseased  portion  of  the  jejunum  and  its 
mesentery  were  removed.  One  or  two  small  glands 
were  involved  in  the  mesentery.  After  leaving  the 
hospital  she  had  a secondary  anemia  which  responded 
to  iron  therapy.  She  feels  well  now,  has  gained  in 
weight.  So  far  we  have  been  unable  to  find  any  evi- 
dence of  metastasis,  or  new  growth.  Fifteen  months 
have  now  passed  since  the  growth  was  removed. 

Carcinoma  in  the  small  intestine  is  rare  and, 
according  to  most  authorities,  carcinoma  in  the 
jejunum  is  extremely  rare.  Harris  and  Rosen- 
blum  quote  41.883  necropsies  in  the  Vienna  Gen- 
eral Hospital,  which  included  343  cases  of  intes- 
tinal carcinoma,  not  one  case  of  carcinoma  of  the 
jejunum  was  noted. 

Baron  stated  that  8 per  cent  of  total  carcinomas 
occur  in  the  gastro-intestinal  tract ; 4 per  cent 
of  this  number  occur  in  the  small  intestine  and 
the  most  common  site  is  in  the  duodenum,  next 
the  illeum  and  rarely  in  the  jejunum.  On  the 
other  hand  the  reports  from  the  Mayo  Clinic  by 
Rankin  and  Donald  show  the  incidence  of  carci- 
noma of  the  small  intestines  as  0.0(12  per  cent  of 
all  the  carcinomas  of  the  gastro-intestinal  tract. 


THE  LOCKE-STEP 

“It  seems  incredible  that  any  manipulation  so  brief, 
so  boiled  down  to  its  bare  essentials,  can  have  any 
genuine  therapeutic  value  . . . Feet!  Feet!  Feet! 

Two  thousand  or  more  crippled  feet  crying  for  aid 
and  calling  for  two  treatments  a day  . . . Dr.  Locke’s 
manipulations  appear  to  bring  relief  in  many  diseases 
other  than  arthritis — diseases  which  are  commonly 
called  incurable.” 

Rex  Beach:  The  Pain-Killer  Revisited, 
Cosmopolitan  Magazine,  October,  1934. 
If  you’re  ailing  with  arthritis. 

If  you’re  bothered  with  bursitis. 

It’s  your  feet 
That  he  will  treat. 

If  your  heart  is  all  a-flutter. 

If  you  can’t  eat  bread  and  butter. 

Both  your  feet. 

He  will  treat. 

If  your  nerves  are  all  a-tingle. 

Join  the  crowds  that  northward  mingle: 

Watch  him  pick  out  just  a single 
Spot  to  treat. 

Tout  de  suite. 

That’s  the  feet. 

Rather  neat? 

If  your  goiter  bursts  your  collar. 

Hand  him  but  a single  dollar. 

And  he’ll  treat— 

Sure — your  feet. 

Are  your  symptoms  diabetic? 

He  will  use  his  hands  magnetic — 

Quite  complete — 

On  your  feet. 

If  your  hemoglobin’s  minus. 

If  your  aches  and  paints  are  spinous. 

If  your  trouble  is  your  sinus. 

He  will  treat 
Just  the  feet. 

Tout  de  suite. 

Shades  of  Mesmer,  Still,  and  Palmer! 

Could  the  healing  art  be  calmer 
Than  to  treat 
Merely  feet? 

For  the  sick  man,  blind  man,  lame  man. 

Never  will  be  quite  the  same  man. 

Once  the  feet 

And  strong  hands  meet. 

Be  you  wise  man,  saint,  or  duffer. 

Why  use  methods  cruder,  rougher? 

Never  mind  from  what  you  suffer. 

Let  him  treat. 

With  skill  replete. 

Both  your  feet. 

Tout  de  suite.  — L.  J.  B. 

— J.A.M.A. 


“Doctor,”  said  the  sick  man,  “the  other  doc- 
tors seem  to  differ  from  you  in  their  diagnosis 
of  the  case.” 

“I  know,”  replied  the  physician  cheerfully, 
“but  the  postmortem  will  show  that  I was  right.” 
— Bee-Hive. 


SUCCESS 

“How  is  your  doctor  son  getting  on  in  his 
practise?” 

“Excellent!}’ — he  is  now  occasionally  able  to 
tell  a patient  there  is  nothing  wrong  with  him.” 
— Philadelphia  Evening  Bulletin. 
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PRESENT  OPINION  ON 
SULPHANILIMIDE 

Perhaps  no  proposed  remedy,  since  diphtheria 
antitoxin  was  introduced — certainly,  not  since 
insulin  came  along — has  captured  the  imagina- 
tion of  the  medical  profession  like  sulphanilimide 
has  within  recent  months.  Probably  most  phy- 
sicians having  had  the  opportunity  have  used 
sulphanilimide  in  streptococcic  infections. 

The  International  Medical  Digest,  for  August, 
1937  abstracts  several  articles  on  the  experimen- 
tal and  clinical  use  of  suphanilimide  and  fur- 
nishes an  editorial  on  the  toxicity  of  the  drug. 
Branham.  Rosenthal  et  al  (Public  Health  Re- 
ports, May  21  and  May  28,  1937)  as  a result  of 
experiments  on  mice,  suggest  the  superiority  of 
combined  drug  and  serum  therapy  as  more  ef- 
fective than  drug  therapy  alone.  They  have  pre- 
pared a new  compound  di-sulphanilimide  which 
on  trial  seemed  slightly  more  effective  and  but 
one-fifth  as  toxic  as  sulphanilimide.  Prontosil 
proved  more  effective  by  mouth  than  by  sub- 
cutaneous injection. 

Breen  and  Taylor  (Lancet,  June  5,  1937)  re- 
port 4G  cases  of  clinical  erysipelas,  35  of  which 
were  treated  with  prontosil.  After  48  hours  33 
had  regressed,  one  had  spread  and  one  remain- 
ed stationary.  In  all  but  two  cases  the  drug 
was  administered  per  orem,  prontosil  album  be- 
ing used.  “It  appears  that  prontosil  is  of  un- 


doubted value  in  the  treatment  of  erysipelas. 

The  drug  is  best  administered  by  mouth.  It  may 
be  expected  to  produce  results  in  about  48 
hours — when  about  GO  grains  has  been  admin- 
istered.” 

In  Bang’s  Disease,  Berger  and  Schnetz 
(Medizinische  Klinik,  April  30,  1937)  tried 
prontosil  in  a case  resistent  to  neosalvarsan. 
From  the  fourth  day  the  temperatures  began  to 
move  within  normal  limits.  After  being  with- 
out abnormal  temperature  for  one  week  patient  ' 
was  discharged  with  instructions  to  take  pron- 
tosil tablets  for  two  more  weeks. 

Editorial  comment  in  the  Digest  calls  atten- 
tion to  the  fact  that  when  too  large  or  too  long 
continued  doses  are  administered,  marked  jaun- 
dice and  fever  may  be  produced  and  there  may 
be  decrease  in  the  carbon  dioxide  combining 
power  of  the  blood,  evidenced  by  rapid  breathing. 
Cases  are  reported  in  which  death  has  occurred. 

This  brings  up  the  question  whether  sul- 
phanilimide entirely  fulfills  the  fundamental  re- 
quirements of  a chemotherapeutic  agent.  Rea- 
soning by  analogy,  the  use  of  quinine  and  the  ar- 
senicals  are  cited.  Severe  toxic  effects  some- 
times result  from  the  use  of  both.  “No  one  ' 
would  be  willing  to  abandon  the  use  of  quinine 
in  malaria  or  of  arsenic  in  syphilis  because  of  1 
these  occasional  deleterious  effects.  The  same 
thing  may  be  said  of  sulphanilimide.  Sul-  |- 
phanilimide  very  definitely  has  merit  and  we  i 
hope  that  it  will  not  be  one  of  those  measures  s'" 
which  will  be  condemned  because  of  over-en- 
thusiasm and  indiscrimination.” 

Sulphanilimide  is  given  orally.  It  is  indicated 
in  treatment  of  puerperal  fever ; post-abortion 
septicemia ; erysipelas ; complications  of  scarlet 
fever;  influenza;  nasal,  post  nasal  and  throat  in 
volvements  of  hemolytic  streptococcal  origin,  in-  1 
eluding  septic  sore  throat,  otitis  media,  cellulitis, 
and  perhaps  also  in  pneumonia  and  cerebro-  | 
spinal  meningitis.  Initial  dosage  is  three  tab- 
lets  every  four  hours,  for  one  day  or  longer,  de- 
pending upon  the  patient’s  condition.  The  dose 
may  then  be  reduced  to  one  tablet  every  four  || 
hours  until  recovery.  i;; 


BUT  THAT  WAS  ’WAY  BACK 

Doctor : “What  was  the  most  you  ever 

weighed  ?” 

Patient:  “154  pounds.” 

Doctor : “And  what  was  the  least  you  ever 
weighed?” 

Patient : “8^  pounds.” — Grit. 
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DR.  GEORGE  H.  SIMMONS 

One  of  Nebraska’s  honored  former  physicians 
and  one  of  America’s  great  men  of  organized 
medicine  “has  wrapped  the  drapery  of  his  conch 
about  him  and  lay  down  to  pleasant  dreams.’’ 

Dr.  George  H.  Simmons,  Editor  and  General 
Manager  Emeritus  of  The  Journal  of  the  Amer- 
ican Medical  Association,  died  in  Chicago,  Sep- 
tember 1,  1937,  following  an  operation. 

Doctor  Simmons  was  born  in  Moreton,  Eng- 
land, Jan.  2,  1852.  He  came  to  the  Ehiited  States 
in  1870,  and  studied  at  Tabor  College  in  Iowa 
in  1871  and  1872  and  at  the  I'niversity  of  Ne- 
braska from  1872  to  1876.  He  received  his 
M.  D.  degree  from  the  Hahnemann  Medical 
College,  Chicago,  in  1882  and  was  awarded  the 
M.  D.  degree  by  Rush  Medical  College,  follow- 
ing additional  study,  in  1892.  In  1884,  previous 
to  his  study  at  Rush  Medical  College,  he  served 
in  the  Rotunda  Hospital  in  Dublin.  From  1884 
to  1899  he  practiced  medicine  in  Lincoln.  In 
1896  he  established  the  Western  Medical  Re- 
view, acting  as  its  editor,  and  from  1895  to  1899 
he  was  secretary  of  the  Nebraska  State  Medical 
Society  and  also  secretary  of  the  Western 
Surgical  and  Gynecological  Society.  During  this 
early  period  of  his  development  he  gave  indica- 
tions of  the  editorial  genius  which  was  later  to 
bring  him  world-wide  fame.  While  a freshman 
in  the  University  of  Nebraska  he  won  an  im- 
portant prize  for  an  essay  on  the  sheep  industry. 
At  this  time  he  was  acting  editor  of  the  Nebraska 
Farmer,  assistant  city  editor  of  the  Nebraska 
State  Journal  and  field  correspondent  of  the 
Omaha  Republican  and  the  Kansas  City  Journal. 
With  these  odd  jobs  he  aided  in  paying  his  way 
through  the  university  and  the  medical  school, 
and  he  developed  a taste  for  the  use  of  printer’s 
ink  which  followed  him  throughout  his  life. 

In  1899,  when  the  Board  of  Trustees  of  the 
American  Medical  Association  was  in  search  of 
a secretary  for  the  organization  and  an  editor  for 
its  periodicals,  a number  of  leading  figures  in 
the  medical,  literary  and  political  world  were 
given  consideration.  They  ap])eared  before  the 
Board  of  Trustees,  many  of  them  with  strong 
endorsements.  After  long  consideration  the 
Board  of  Trustees  chose  Dr.  George  H.  Simmons 
for  the  position  of  General  Secretary,  which  he 
filled  from  1899  to  1911,  and  of  editor,  which 
he  occupied  until  1924.  In  1901  he  became  also 
general  manager.  Before  its  reorganization  in 
1901  the  American  Medical  Association  was  not 
a truly  representative  body,  and  the  method  of 
administration  of  its  professional  affairs  and  its 


business  were,  to  say  the  least,  disorganized. 
When  Doctor  Simmons  became  Secretary  in 
1899  he  initiated  the  movement  whicli  led  to  the 
appointment  of  a committee  of  which  Dr.  J.  N. 
McCormack  of  Kentucky  was  chairman  and  he 
secretary  to  consider  ways  and  means  of  reor- 
ganization. At  the  meeting  of  the  Association 
in  St.  Paul  in  1901  the  general  principles  and 
policies  outlined  in  the  Constitution  and  By- 


GEORGE  H.  SIMMONS 


Laws  presented  by  that  committee  were  adopted. 
The  present  plan  of  organization  of  the  Amer- 
ican Medical  Association  is  largely  due  to  the 
work  of  that  committee. 

The  Journal  of  the  American  Medical  Asso- 
ciation was  established  in  1883.  When  Doctor 
Simmons  took  over  the  editorial  supervision  and 
management,  its  total  subscription  list  was  ap- 
proximately  ten  thousand.  From  that  time  it 
showed  continuous  improvement.  Furthermore, 
under  his  leadership  it  became  a significant 
weapon  in  the  initiation  and  progress  of  great 
movements  for  the  advancement  of  medical 
education  and  medical  science.  In  1901  The 
Journal  began  the  annual  publication  of  informa- 
tion concerning  the  medical  schools  of  the 
country.  In  1903  it  undertook  publication  of 
the  results  of  the  examinations  of  graduates  in 
medicine  for  licensure  by  state  examining  boards. 
The  next  step  was  the  organization  of  tW  Conn- 
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cil  on  Medical  Education  and  Hospitals  in  1905. 
At  the  same  time  the  Council  on  Pharmacy  and 
Chemistry  was  developed,  and  in  association 
with  it  the  chemical  laboratory  and  the  Depart- 
ment of  Propaganda  for  Reform,  which  even- 
tually became  the  Bureau  of  Investigation. 
Thereafter  came  other  councils  and  departments 
which  were  logically  an  outgrowth  of  the  de- 
velopments that  have  been  mentioned.  In  the 
field  of  publication  The  Journal  was  supple- 
mented by  the  American  Medical  Directory, 
which  was  an  outgrowth  of  the  Biographic  De- 
partment ; the  various  Archives : of  Internal 
Medicine,  of  Neurology  and  Psychiatry,  of  Der- 
matology and  Syphilology  and  of  Surgery ; the 
American  Journal  of  Diseases  of  Children,  and 
many  other  publications.  It  occurred  to  Doctor 
Simmons  to  begin  publication  of  a quarterly 
cumulative  index  of  leading  medical  publications 
as  a means  of  providing  physicians  with  up-to- 
the-minute  references  to  medical  periodical  liter- 
ature in  an  easily  accessible  form.  The  success 
of  this  publication  was  so  great  that  it  eventually 
was  combined  with  the  Index  Medicus  into  the 
Quarterly  Cumulative  Index  Medicus.  Hygeia, 
too,  was  initiated  under  Doctor  Simmons’  leader- 
ship as  General  Manager.  To  tell  the  story  of 
Doctor  Simmons’  services  in  the  period  from 
1899  to  1924  is,  in  fact,  to  tell  the  history  of  the 
American  Medical  Association  in  that  same 
period. 

As  an  editor.  Dr.  George  H.  Simmons  was 
alert  and  fearless.  His  attacks  on  quackery  and 
fraud  in  the  field  of  medicine  brought  on  his  un- 
wearying head  and  shoulders  the  counter  attacks 
of  those  who  saw  their  unscrupulous  exploita- 
tion exposed  and  their  incomes  discontinued.  It 
was  his  policy  never  to  reply  to  any  of  the  per- 
sonal attacks  made  on  him  in  the  course  of  his 
service.  Innumerable  medical  writers  could 
testify  to  the  manner  in  which  he  devoted  him- 
self personally  to  the  education  of  younger  men 
in  editorial  technic. 

In  1924  he  resigned  as  Editor  and  General 
Manager  of  the  American  Medical  Association 
and  became  Editor  and  General  Manager 
Emeritus.  At  that  time  a number  of  leaders  in 
American  medicine  arranged  for  the  painting 
of  his  portrait,  which  was  presented  to  him  at 
a testimonial  banquet  in  Chicago  on  June  9,  1924. 
Hundreds  of  physicians  attended,  Nebraska  be- 
ing represented  by  Dr.  B.  B.  Davis,  Omaha,  Dr. 
F.  A.  Long,  Madison,  and  Dr.  A.  R.  Mitchell, 
Lincoln,  and  he  received  messages  of  apprecia- 
tion and  congratulations  from  all  over  the  world. 

This,  then,  is  briefly  the  record  of  Dr.  George 


H.  Simmons  as  an  executive  and  an  adminis- 
trator. His  woik  for  the  American  Medical  As- 
sociation was  characterized  by  intelligence,  un- 
selfishness, initiative  and  righteousness.  In  his 
personal  life  he  had  his  share  of  physical  and 
mental  suffering.  He  weathered  storms  of  un- 
just criticism  and  false  characterization  of  his 
administration.  He  devoted  himself  almost  ob- 
jectively and  completely  devoid  of  personal  in- 
terest to  the  public  career  which  he  had  chosen. 
Unquestionably  he  was  the  greatest  factor  in  his 
generation  in  the  development  of  the  American 
Medical  Association  and  the  profession  that  it 
represents. 

After  his  retirement  he  traveled  extensively 
for  several  years.  Since  that  time  he  has  re- 
sided in  Hollywood,  Florida,  but  has  spent 
some  time  every  other  year  in  Great  Britain  and 
in  the  intervening  years  in  Chicago,  frequently 
coming  to  the  headquarters  office  and  making 
available  to  his  successors  the  experience  of  years 
and  the  brilliant  insight  which  he  brought  into 
medical  problems.  The  medical  profession  of 
the  United  States  owes  him  a debt  which  it  could 
never  pay  and  which  he  never  wished  to  collect. 


THE  OMAHA  MID-WEST  CLINICS  JUST 
TWO  WEEKS  AHEAD 

The  feast  of  good  things  provided  by  the 
Omaha  Mid-West  Clinics  October,  October  17, 
18,  19,  20,  21,  22,  at  the  Paxton  Hotel,  Omaha, 
must  be  experienced  to  be  appreciated.  The 
guest  talent  published  in  the  September  Journal, 
need  not  be  repeated.  Suffice  it  to  say  that  Dr. 
Thomas  Parran,  Surgeon  General  of  the  United 
States  Public  Health  Service  will  talk  to  an  open 
meeting  at  the  City  Auditorium,  at  8 p.  m.,  Oc- 
tober 17,  his  subject  being  “Syphilis  and  the 
Public  Health.”  This  officially  brings  the  prob- 
lem of  syphilis  out  in  the  open,  in  Nebraska. 

Panel  clinics  will  be  given  at  the  Paxton,  Fri- 
day, October  22,  from  3 a.  m.  to  1 p.  m.  as  fol- 
lows : 

1.  Poliomyelitis. 

2.  Medical  and  Surgical  Complications  of 
Pregnancy. 

3.  Dyspepsia  and  Biliousness. 

4.  Modern  Diagnosis  and  Treatment  of 
Gonorrhea. 

Tuesday  evening  there  will  be  an  entertain- 
ment after  ten  o’clock. 

Programs  giving  details  of  the  Clinics  in  full 
will  be  sent  to  the  profession  shortly. 
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These  clinics  have  been  growing  in  importance 
each  successive  year  and  it  is  safe  to  say  that 
the  forthcoming  meeting  will  out-strip  those 
gone  before.  So,  “Pack  up  your  troubles  in  the 
old  kit  bag”  etc. 


THE  ELKHORN  VALLEY  MEETING 

The  Elkhorn  \^alley  IMedical  Society,  which 
for  forty-one  years  has  continuously  justified  its 
existence,  held  its  annual  meeting  at  the  Norfolk 
Country  club,  August  20,  with  seventy-five  phy- 
sicians in  attendance. 

Dr.  A.  J.  Schwedhelm,  Norfolk,  presented  a 
paper  on  “Cancer  of  the  Rectum  and  Sigmoid,” 
outlining  the  present  methods  of  handling  the 
disease  and  citing  numerous  authorities  for  the 
faith  that  is  in  him. 

Dr.  W.  H.  Taylor,  Omaha  obstetrician,  spoke 
on  “Prevention  and  Repair  of  Injuries  of  the 
Genital  Tract”  covering  the  subject  as  onlv  a 
teacher  and  specialist  can. 

Dr.  H.  E.  Eggers,  Omaha  pathologist,  gave 
a preliminary  report  of  his  studies  and  experi- 
ments in  cancer  therapy  with  Tetramethylar- 
sonium  Gluconate.  The  work  is  very  interest- 
ing and  Dr.  Eggers  is  to  be  highly  commended 
for  his  efforts  whatever  the  outcome  mav  be. 

Dr.  W.  R.  Hamsa,  Omaha  orthopedist,  gave 
a fine  lecture  on  “Office  Treatment  of  Common 
Foot  Disabilities.” 

The  “Use  of  Sulphanamide  and  Prontosil” 
was  ably  discussed  by  Dr.  A.  E.  Brown  of  the 
Mayo  clinic.  The  new  drug  seems  to  be  well 
established  in  most  forms  of  streptococcic  infec- 
tions, as  for  instance  results  are  good  in  Hem- 
olytic streptococcus.  Pneumococcus,  Gonococcus, 
Meningococcus,  Urinary  tract  infections,  except 
Streptococcus  fecalis.  Alkaline  urine  best.  Of 
no  value  in  subacute  bacterial  endocarditis,  arth- 
ritis, rheumatic  fever.  Large  initial  doses  im- 
portant 75  to  90  grains  the  first  day.  Watch  for 
severe  reaction.  In  case  of  severe  reactions  with- 
draw the  drug,  force  fluids,  and  give  transfusion. 

Dr.  H.  N.  Morrow,  Fremont,  was  elected 
president  and  Dr.  C.  A.  Hoefer,  Wisner,  vice 
president.  Dr.  E.  L.  Brush,  Norfolk,  was  re- 
elected secretary-treasurer. 


Professor  Kranz : “What  did  you  find  out 
about  the  salivary  glands?” 

Stude : “I  couldn't  find  out  a thing.  Profes- 
sor ; they're  too  darn  secretive.” — Purple  Parrot. 


“YOUR  DIET  AND  YOUR  HEALTH” 

Lbider  the  authorship  of  Dr.  Morris  Fishbein 
and  with  the  above  title  a new  book  has  appear- 
ed. The  medical  world  has  long  known  of  the 
versatility  of  Doctor  Fishbein,  but  many  will  be 
surprised  to  find  him  an  authority  on  Diets. 
Science  mixed  with  Sense  might  be  used  as  a 
sub-title  of  the  book  for  such  it  is. 

Dr.  Fishbein  in  the  first  part  of  the  book  pays 
his  respects  to  the  food  faddists : Some  believe 
that  the  eating  of  whole  wheat  bread  in  large 
amounts  is  of  the  greatest  importance  to  health ; 
others  insist  that  vast  quantities  of  fruit  must 
be  eaten  ; some  oppose  acids  and  some  alkalis : 
some  oppose  the  mixing  of  acids  and  alkalis  and 
others  oppose  the  mixing  of  proteins  and 
starches.  \’egetarians  attach  undue  evils  to  the 
eating  of  meats.  The  meat  eaters  indulge  in 
sarcasm  concerning  the  intimate  relationship  be- 
tween the  anthropoid  apes  and  human  beings 
who  live  principally  on  nuts.  If  people  realized 
that  the  human  body  is  constructed  to  utilize 
various  foods  without  much  trouble  and  that  it 
gets  along  best  on  a varied  diet,  food  faddists 
would  not  be  so  common. 

Moderation  in  all  kinds  of  food  is  preached. 
Meat  does  not  cause  high  blood  pressure,  the 
roughage  idea  is  foolish,  but  indigestable  residue 
is  needed.  Beer  and  malted  milk  as  milk  pro- 
ducers for  nursing  mothers,  is  debunked — and 
so  on  through  the  book  of  298  pages.  Topics  con- 
sidered in  chapters  include.  Your  Calories;  Cost 
of  Food ; Hunger  and  Appetite ; Digestion ; De- 
bunking Diets  ; Peculiar  Schools  of  ' Dieting ; 
Protien  ; Carbohydrate  ; Fats  ; Water  ; IMineral 
Salts;  Vitamins;  Facts  about  Food;  Diets  for 
Children ; Special  Diets ; Food  Sensitiveness ; 
Diets  in  Disease  Conditions ; Milk  and  Milk  Pro- 
ducts; Bread;  Meat;  Fish;  \Vgetables ; Fruits; 
Miscellaneous  Foods. 


THE  ^lAN  OF  FIFTY 

On  May  8,  in  the  Saturday  Evening  Post,  un- 
der the  heading,  “After  Fifty  the  Hills  Get  High- 
er” appeared  the  following  statement,  typical  of 
the  messages  of  this  campaign  ; 

“Up  to  now  you’ve  been  taking  the  easier 
grades  of  life  on  ‘high.’  Natural  momentum  was 
enough — you  could  breeze  along  competently. 

“But  after  fifty  . . . you  must  go  a little  slower 
and  take  more  precautions  . . . what  are  the  lia- 
bilities of  these  later  years?  ?ifust  they  always 
be  inevitable,  heart  and  kidney  trouble,  high  blood 
pressure,  diabetes,  hardening  of  the  arteries? 
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“Fortunately  for  all  men  of  fifty,  medical  sci- 
ence has  made  great  progress  lately  in  dealing 
with  these  conditions.  Today  your  doctor  . . . 
can  often  sliow  you  liow  to  make  a detour  around 
troubles  which  were  once  considered  unavoidable. 

“.  . . So  see  your  doctor  and  ask  for  a complete 
check-up — even  if  you  feel  perfectly  well  . . . and 
once  you  have  started,  continue  to  see  him  at  rea- 
sonable intervals.  That  is  the  best  way  to  be 
sure  of  getting  the  most  out  of  your  life  after 
fifty." 

Commenting  on  this  series  of  messages,  one 
physician  wrote:  "This  campaign  is  scientifically 
accurate,  and  ethically  correct.  I believe  that  these 
reprints  have  achieved  the  difficult  goal  of  stimu- 
lating the  reader  to  action  without  producing 
alarm.  I was  particularly  impressed  with  the  re- 
straint with  which  this  was  done.  It  would  have 
been  so  easy  to  have  flaunted  alarming  headlines. 
That  he  avoided  them  is  a credit  to  the  intelligence 
and  restraint  of  the  copy  writer.  The  effective- 
ness of  this  material  cannot  be  doubted.  Physi- 
cians reading  these  texts  will  realize  this  group 
represents  the  possibilities  of  preventive  medicine. 
To  be  sure,  physicians  have  always  known  of 
this,  but  these  pictures  and  paragraphs  make  it 
so  clear  and  so  vivid,  that  many  a doctor  will  be 
forcefully  reminded  of  what  a fruitful  field  he 
has  been  neglecting,  and  what  interesting  work 
remains  to  be  done.” 

All  of  which  is  interesting  reading  and  should 
put  us  on  guard. 


BILATERAL  ECTOPIC  PREGNANCY 
Extra-uterine  pregnancy  is  seen  and  operated 
frequently  enough  that  it  is  no  longer  a clinical 
monstrosity  but  the  case  of  bilateral  tubal  preg- 
nancy is  much  more  rare.  Unilateral  tubal  preg- 
nancy is  not  uncommonly  accompanied  by  intra- 
uterine pregnancy.  Novak  in  1926  reported  276 
such  cases  in  the  literature.  Parry  found  22 
such  cases  in  500  tubal  pregnancies,  but  it  is 
much  more  infrequent  that  twin  tubal  pregnancy 
is  found,  both  sometimes  in  the  same  tube,  while 
others  show  one  in  each  tube  at  the  same  period 
of  gestation.  James  and  Lafferty  found  103  ex- 
tr-uterine  pregnancies  and  no  bilateral  tubal  and 
one  tubal  associated  with  intra-uterine  pregnancy 
in  7,478  patients  admitted.  Falk  and  Rosenblum 
in  an  analysis  of  313  cases  of  extra-uterine  preg- 
nancy at  Harlem  Hospital,  reported  in  1936, 
found  6 instances  in  which  the  diagnosis  of  bi- 
lateral tubal  pregnancy  was  made  at  operation, 
but  in  none  of  them  was  there  microscopic  evi- 
dence to  support  the  diagnosis.  Benjamin  Ten- 


ney, Jr.,  in  150  cases  of  tubal  pregnancy  at  the 
Boston  City  Hospital  reported  one  single  ovum 
twin  ectopic  but  no  bilateral  twin  tubal  preg- 
nancies. 

— Montgomery,  K-C,  M.  .1.,  ,Iuly,  1937. 


PROVE  ANYTHING  BY  STATISTICS 

On  another  occasion  we  have  taken  courage 
to  say  one  can  prove  anything  by  statistics.  Re- 
cently statistics  were  broadcast  to  show  that 
there  is  less  major  crime  since  prohibition  went 
out  than  there  was  in  a similar  period  of  the 
prohibition  era.  ■ Comes  another  statement  to  the 
effect  that  fifty  thousand  cases  of  alcoholism  ad- 
mitted to  the  Boston  City  hospital  since  its  start 
in  1864  were  studied.  One  finding  was  that 
while  more  cases  were  admitted  to  the  hospital 
during  prohibition  than  ever  before,  the  number 
has  increased  still  further  since  repeal. 

The  findings,  authors  of  the  study  say,  indi- 
cate that  alcoholism  is  a disease  that  requires 
treatment  as  a major  scientific  problem. 

The  reader  will  take  his  choice. 


AMERICAN  MEDICINE:  EXPERT  TESTI- 
^lONY  OUT  OF  COURT— IX,  X 

STATE  MEDICINE 

This  chapter  deals  with  state  medicine  in  the 
thoroughgoing  sense — i.e.,  government  paid  and 
controlled  doctors. 

The  views  in  favor  of  state  medicine  in  this 
sense  rest  on  the  premise  that  there  can  be  no 
real  distinction  between  public  health  and  private 
health ; that  abuses  in  the  present  system  such  as 
fee  splitting  can  be  remedied  only  by  state 
medicine ; that  state  medicine,  whether  or  not  de- 
sirable, is  coming. 

The  views  opposing  state  medicine  object  to 
socializing  medicine  in  an  otherwise  capitalistic 
system ; express  fear  of  political  control ; express 
distrust  of  governmental  efficiency;  fear  jeopar- 
dizing research,  destroying  the  doctor-patient 
relation. 

State  medicine  in  Sweden  is  briefly  touched 
upon. 

HEALTH  INSURANCE 

The  view's  on  this  chapter  range  all  the  way 
from  those  that  regard  general  compulsory  in- 
surance as  the  answer  to  present  problems  to 
those  that  consider  the  principle  of  insurance 
in  any  form  entirely  inapplicable  to  the  subject 
of  health. 

One  group  feels  that  only  compulsory  insur- 


Volume  2id 
Number  10 


EDITORIAL 


399 


ance  can  possibly  meet  the  situation  and  that 
every  one  should  he  compelled  to  save  for 
medical  care. 

General  objections  to  the  theory  of  insurance 
include  the  feeling  that  it  always  has  a demoral- 
izing effect  on  patients — and  on  doctors — i.e., 
both  the  givers  and  the  receivers  of  services  so 
arranged  for ; that  it  is  not  suited  to  American 
institutions,  and  that  it  offers  no  help  to  the  in- 
digent. the  care  of  whom  constitutes  a grave  part 
of  the  present  need. 

Objections  to  insurance,  in  the  more  concrete 
discussion,  include  its  assumed  deteriorating  ef- 
fect on  the  quality  of  medical  care,  its  limited 
coverage,  its  cost. 

The  need  for  further  study  is  stressed  by  those 
inclined  to  favor  and  those  inclined  to  disapprove 
compulsory  insurance. 

Workmen’s  compensation  laws  are  reviewed 
brieflv,  with  reports  on  good  and  also  upon  un- 
desirable results.  Mention  is  made  of  the  recent 
changes  in  the  workmen’s  compensation  law  of 
New  York  state. 

As  to  voluntary  insurance:  the  view  is  gener- 
allv  heM  that  there  can  be  no  reasonable  objec- 
tion to  individuals’  and  groups’  insuring  them- 
selves as  they  see  fit.  Few  seem  to  feel  how- 
ever that  voluntary  insurance  furnishes  a suf- 
ficient answer  to  present  difficulties  since  it  is 
admitted  that  those  most  in  need  of  insurance 
either  will  not  arrange  to  take  it  or  cannot  pay 
the  premiums. 

Hospital  insurance  is  rather  fullv  discussed 
and  detailed  accounts  are  given  of  hospital  plans 
in  operation  in  six  places. 

Both  those  that  look  favorably  upon  the  more 
extensive  development  of  hospital  insurance  and 
those  more  dubious  about  it  agree  that  it  seems 
to  furnish  one  kind  of  answer  to  the  present 
financial  crisis  of  the  hospitals,  and  also  to  the 
problem  caused  by  the  inability  of  the  low  in- 
come group  to  meet  the  cost  of  hospitalization 
especially.  Those  that  believe,  however,  that  in 
the  long  run  tax  support  will  be  needed  for  hos- 
pitals feel  that  the  hospital  insurance  movement 
may  obscure  for  a time  what  they  regard  as  the 
really  permanent  solution. 

Points  that  emerge,  as  in  need  of  particular 
consideration,  from  recent  experimentation  in 
hospital  insurance  include;  the  lack  of  physical 
examination,  the  inclusion  of  x-ray.  laboratory 
and  other  special  services,  the  question  of  rates 
and  reserves,  the  possibility  of  modification  of 
hospital  insurance  plans  for  rural  districts,  the 


need  of  determining  essential  costs  in  hospital 
service,  the  need  of  reviewing  the  question  of 
rates  for  dependents,  the  relation  to  diagnostic 
and  therapeutic  facilities,  and  to  preventive 
measures. 

Of  course  the  moot  question  of  including 
medical  care  in  the  insurance  arrangement  recurs 
in  the  reference  to  some  of  the  above  points,  and 
throughout  the  discussion  generally. 

This  section  concludes  with  a discussion  of 
contract  practice,  a statement  of  the  arguments 
for  and  again.st  industrial  group  medicine,  and 
illustrations  of  various  forms  of  industrial  group 
medicine  and  of  contract  practice. 


AS  OTHERS  SEE  US— 

THE  POWER  OF  ONE  WOMAN 

Thousands  of  Nebraska  women  petitioned  the 
unicameral  legislature  in  behalf  of  legislation  they 
believed  would  be  good  for  Nebraska.  The  wise 
legislators  paid  no  attention  to  the  petitions. 

But  when  Margaret  Sanger,  foremost  advocate 
of  human  birth  control,  petitioned  the  unicameral 
f through  her  co-workers),  well — the  unicameral 
hastened  to  act,  and  thus  it  comes  about  that  Ne- 
braska is  one  of  the  first  states  in  the  union  to  of- 
ficially recognize  the  right  of  licensed  drug  stores 
to  do  the  birth-controlling  business  in  Nebraska. 

In  another  column  on  this  page  appears  a Ere- 
mont  Tribune  editorial  story  about  Mrs.  Sanger’s 
Nebraska  victory,  with  statement  of  the  provi- 
sions of  the  new  Nebraska  birth-control  law.  Ac- 
cording to  Editor  Hammond,  the  new  legislative 
act  legalizes  the  sale  in  this  state  of  something 
by  the  name  of  “prophylactics.”  I don’t  know 
what  it  is.  but  Doctor  Hammond  intimates  that 
as  a birth-controller  it  has  as  much  control  as 
Bob  Eeller  has  of  a baseball.  The  doctor-editor 
of  the  Lincoln  Journal  says  the  bill  which  the 
unicameralites  swallowed  without  looking  was 
listed  as  an  effort  to  stamp  out  venereal  diseases. 
Its  unicameral  friends  admit  that  one  of  its  chief 
virtues  is  its  sureshot  power  as  a contraceptive. 

The  bill  gives  Nebraska  druggists  a monopol}^ 
of  the  trade  in  “prophylactics.”  Retail  druggists 
may  only  secure  a supply  from  a licen.sed  whole- 
sale druggi.st,  who  must  pay  $o0  for  his  license. 
Retail  dru'>g'sts  will  pay  only  a $5  licen.se  fee. 

Progress  marches  on.  and  the  banner  of  Ne- 
braska is  now  at  the  head  of  the  progressive  birth- 
control  marchers. 

Once  again  has  been  demonstrated  the  vast 
power  of  one  woman  over  manv  men.  Under 
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this  new  law  the  old-fashioned  way  of  “multiply- 
ing and  replenishing”  the  human  race  has  been 
done  away.  Henceforth  the  multiplying  and  re- 
plenishing will  be  regulated  by  unicameral  pro- 
phylactics. 

Progress  marches  on. 

Under  sufficient  lobby  pressure  our  unicamer- 
al, progressive  always,  may  soon  pass  a bill  to 
legalize  the  sale  of  some  contraption  guaranteed 
to  add  at  birth  time  a certain  monkey  appendage 
to  the  bodies  of  human  offspring.” 


POLIOMYELITIS  IN  O.AIAH.V 

Up  to  the  time  of  this  writing  there  have  been 
106  cases  of  poliomyelitis  reported  to  the  Healtn 
Department  of  the  City  of  Omaha,  with  20  deaths. 
The  disease  made  its  appearance  in  the  Stock- 
yards  district  on  the  South  Side,  remained  con- 
centrated there  for  several  weeks,  after  which 
time  it  began  to  travel  northward  of  the  city.  At 
present,  53%  of  the  cases  reported  reside  north 
of  Dodge  Street.  The  Health  Commissioner, 
realizing  the  gravity  of  the  epidemic,  called  into 
council  the  Pediatric  group  and  the  representa- 
tives of  the  Omaha-Douglas  County  Aledical  So- 
ciety late  in  August  to  confer  on  the  situation. 
The  problem  discussed  at  this  meeting  was  the 
nature  of  the  cases  until  then  reported.  There 
were  some  60  cases  on  record  at  the  Health  De- 
partment, with  many  of  the  records  showing  in- 
definiteness of  the  diagnosis.  The  Health  Com- 
missioner felt  that  some  of  the  cases  reported 
were  not  poliomyelitis.  Incidentally,  while  the  dis- 
ease is  conventionally  one  of  childhood,  none  of 
the  pediatricians,  with  the  exception  of  one,  had 
reported  such  cases.  The  reason  for  that  resided 
undoubtedly  in  the  fact  that  the  locale  of  the  out- 
break was  limited  to  families,  who  as  a rule,  do 
not  employ  pediatricians.  Since  then,  however, 
the  epidemic  has  been  more  or  less  generalized 
and  has  run  true  to  type.  There  is  a goodly  per- 
centage of  bulbar  cases  which  ended  fatally,  the 
mortality  at  this  time  running  around  23%. 

At  a meeting  held  on  the  31st  of  August,  the 
effectiveness  of  the  treatment  in  this  disease  was 
discussed.  It  was  pretty  well  agreed  that  the  con- 
valescent serum  is  of  little  value  in  the  treatment 
once  paralysis  had  set  in.  Its  effectiveness  in  the 
pre-paralytic  stage  also  is  open  to  question.  How- 
ever, in  view  of  the  ineffectiveness  of  any  other 
procedure,  the  group  agreed  that  little  harm  can 
be  done  by  its  use. 

At  this  meeting  it  was  recommended  to  the 
Health  Commissioner  that  schools  be  kept  closed 


until  such  time  as  the  danger  of  the  epidemic  has 
waned. 

The  prophylactic  treatment  with  picric  acid  and 
zinc  sulphate  sprays  also  received  attention.  It 
was  the  concensus  of  opinion  of  the  group  that  as 
yet  there  is  no  weighty  evidence  that  the  sprays 
recommended  are  without  danger,  or  that  they 
afford  a logical  procedure  in  the  checking  of  the 
epidemic.  At  a recent  meeting  of  the  faculty 
of  the  University  of  Nebraska  Aledical  College, 
a similar  opinion  was  handed  down  by  the  faculty 
of  this  school.  It  was  agreed,  however,  that  the 
experiment  is  worth  a trial.  Its  use  experimental- 
ly, however,  should  be  preceded  by  a waiver  on 
the  part  of  the  patient  or  his  guardian,  bearing  in 
mind  the  medico-legal  responsibility  attached  to 
the  spray. 


POLIOAIYELITIS  SERUM  CENTER 

Six  depots  for  the  prompt  distribution  of  con- 
valescent serum  have  been  established  by  the  com- 
mittee in  charge  of  the  same  as  follows:  Dr. 
Floyd  Clarke,  Omaha,  Chairman ; Dr.  W.  C. 
Harvey,  Gering;  Dr.  J.  Alarshall  Neely,  Lincoln; 
Dr.  Geo.  B.  Salter,  Norfolk;  Dr.  E.  A.  Watson, 
Grand  Island ; Dr.  E.  G.  Stevenson,  North  Platte. 

The  committee  members  have  on  hand,  not  one 
20  c.c.  vial,  but  60  c.c.  or  3-20  c.c.  vials,  enough 
for  preliminary  treatment  of  the  ordinary  case. 
The  men  mentioned  as  committee  members  are  to 
have  complete  charge  of  the  distribution  of  the 
serum  in  their  vicinity.  Serum  will  be  sent  to 
these  committee  members  only  upon  their  re- 
quest, in  other  words,  these  depots  are  established 
so  that  it  will  not  be  necessary  to  go  so  far  for 
the  serum  nor  necessarily  contact  Omaha. 


WORKING  FOR  NOTHING  AND 
BOARDING  ONE’S  SELF 
In  an  article  under  the  above  title  by  Floyd 
Burrows,  in  the  Netc  York  State  Journal  of 
Medicine,  September  15,  1937,  we  find  this  point- 
ed statement : Why  should  all  these  doctors,  an- 
nually, year  in  and  year  out,  give  millions  and 
millions  worth  of  expense-exacting  service  for 
nothing?  Why  should  they  care  for  all  the  in- 
digent free  of  charge?  Why  should  not  the  cost 
be  distributed  by  taxation  pro  rata  on  the  popula- 
tion at  large  and  not  on  the  shoulders  of  one 
class?  Why  should  they  be  good  fellows  like 
this  and  in  addition  be  expected  to  subscribe  to 
every  charity,  church,  hospital,  bazaar,  commun- 
ity chest  and  what  not?  Why  after  they  have 
done  all  this,  should  they  be  obliged  also  to  pay 
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their  proportionate  taxation  in  support  of  every 
elemosynary  affair  in  our  government  set-up? 

Why,  I ask  you?  Well  I will  tell  you  in  plain 
words — doctors  head  the  sucker  list! 


EDITORIAL  PARAGRAPHS 

Cancer  research  at  Yale  Lhiiversity  has  been 
endowed  by  a ten  million  dollar  gift. 

Statistics  show  that  there  are  about  20,000  sui- 
cides in  the  United  States  annually. 

The  Pennsylvania  Legislature  has  enacted  a 
law  limiting  the  speed  on  the  highway  to  fifty 
miles  an  hour  or  lower. 

Owing  to  complaints  and  irritations  since 
1935,  the  Ohio  Medical  Society  has  discontinued 
Medical  Defense  as  of  June  15,  1937. 

A cultist  in  out-state  Nebraska  is  said  to  have 
confessed  to  forty-one  abortions.  The  way  of 
the  transgressor  is  hard,  or  should  be. 

This  is  to  advise  the  next  basic  science  ex- 
amination will  be  given  October  5-6,  State 
House,  Lincoln.  All  applications  must  be  on  file 
at  least  15  days  prior  to  date  of  examination. 

One  of  the  principal  ambitions  of  the  Division 
of  Health  and  Science  of  the  1939  Golden  Gate 
International  Exposition,  which  will  be  held  on 
the  world’s  largest  man-made  island  in  San  Fran- 
cisco Bay,  is  to  take  the  mystery  out  of  medicine. 

Mr.  George  Crownhart,  secretary  of  the  Wis- 
consin Medical  Society  is  being  acclaimed  as  the 
successful,  sole  opponent  of  the  proposed  health 
insurance  bill  in  the  legislature,  favored  by  num- 
erous and  varied  interests.  The  bill  was  defeated 
60  to  24.  All  honor  to  George ! 

Alfalfa,  hitherto  only  known  as  cattle  fodder, 
has  been  found  by  South  African  biologists  to 
make  an  excellent  and  palatable  vegetable  for 
human  beings.  So  important  is  the  discovery 
that  large-scale  experiments  are  proceeding  for 
the  purpose  of  adapting  it  to  use  in  the  dietary 
of  native  workers  in  the  gold  mines  of  the  Wit- 
water  srand. 

Through  the  generosity  of  an  anonymous 
Omaha  woman  the  Red  Cross  has  become  the 
owner  of  a so-called  “iron  lung,” — a Drinker 
Respirator.  A fund  is  being  raised  to  purchase 
an  additional  one.  One  marvels  that  Omaha  has 
up  to  this  time  been  without  this  wonderful  life- 
saving device. 

The  first  West  Coast  meeting  of  the  American 
Academy  of  Orthopaedic  Surgeons  will  be  held 


on  January  16-20,  1938  at  the  Hotel  Biltmore, 
Los  Angeles.  Special  trains  will  be  run  with 
stop-overs  at  Santa  Fe,  the  Grand  Canyon,  San 
Francsico  and  other  points.  For  further  infor- 
mation write  to  Robert  L.  Lewin,  Hotel  Bilt- 
more, Los  Angeles,  California. 

By  the  will  of  the  late  Mrs.  Emily  J.  Moore, 
Lincoln,  the  Lincoln  General  Hospital,  will  re- 
ceive $200,000  in  cash  and  the  income  from  the 
residue  of  an  estate  valued  at  more  than  one  and 
one-half  million.  A free  hospital  is  to  be  con- 
structed on  the  General  hospital  grounds.  It  will 
be  recalled  that  the  present  General  hospital  was 
largely  financed  by  the  late  R.  E.  Moore. 

What  the  man  past  thirty-five  thinks  of  the 
American  Association  of  Applied  and  Profes- 
sional Psychology  at  the  University  of  Minnesota 
would  not  look  good  in  print.  That  organiza- 
tion, according  to  a press  report,  has  come  to  the 
conclusion  that  at  and  above  thirty-five  a man’s 
reflexes  begin  to  slow  up  and  he  loses  split 
seconds  applying  the  brake  and  steering  around 
curves  and  is  therefore  not  fit  to  drive  a car. 

Regimented  medicine  will  be  well  distributed, 
inadecfuate  medical  care.  It  will  be  political 
medicine  which  will  be  costly  to  life,  happiness 
and  comfort.  The  actual  taxation  costs  of 
poltically  regimented  medicine  are  beyond  the 
ability  of  a people  to  carry  on  with  such  a folly. 
Regimented  medicine  is  bad  medicine,  and  it  will 
march  us  into  totalitarism.  There  is  adequate 
medical  care  where  there  is  adequate  apprecia- 
tion of  its  merits  by  the  profession  and  the 
clientele — E.  H.  Skinner  in  K-C,  M.  J. 

Eradication  of  tuberculosis  as  a human  epi- 
demic can  be  brought  about  only  through  meth- 
ods of  precision.  Recognizing  the  open  case  is 
highly  important,  but  it  is  not  enough.  Already 
that  case  has  done  his  bit  to  keep  the  epidemic 
alive  by  spreading  his  disease  to  others.  No 
passive  measures  will  suffice.  An  aggressive 
hunt  for  the  occult  spreader  is  essential.  To  be 
productive,  the  search  must  be  directed  to  those 
groups  showing  high  rates  of  infection.  One  of 
these  groups  is  our  increasing  army  of  transients. 

Five  thousand  Ontario  children  under  14  were 
treated  in  a vast  clinical  test,  with  the  Beet  zinc 
sulphate  nasal  spray — the  most  hopeful  preven- 
tive measure  yet  discovered  in  the  war  aaginst 
infantile  paralysis.  Fighting  an  outbreak  which 
has  made  increasing  inroads  since  June,  and 
which  was  not  expected  to  reach  its  peak  until 
the  third  week  in  September,  Ontario  hospitals 
and  clinics  gave  this  preventive  treatment  free  to 
children — at  the  rate  of  1,000  a day.  Tabulation 


402 


OBITU ARIES-AUXILIARY  NEWS  NOTES 


Nebr.  S.  M.  Jour. 
October,  1937 


of  results  is  not  available  as  this  Journal  goes  to 
press.  Chicago  rhinologists  have  undertaken  a 
similar  survev. 


OBITUARIES 

Peter  Harold  Salter,  Norfolk,  Neb.;  native  of 
Ottawa,  Can.;  Trinity  Medical  College,  Toronto,  1884; 
Licentiate  of  the  Royal  College  of  Physicians  and 
Surgeons,  Edinburgh,  1885;  ship  surgeon  in  the  East 


PETER  HAROLD  SALTER 


Indian  passenger  service  for  one  year  after  leaving 
Edinburgh;  in  practice  at  Port  Hope,  Can.;  the  follow- 
ing three  years;  located  in  Norfolk  since  1889;  division 
surgeon,  Chicago  and  Northwestern  railroad  for 
forty-five  years;  one  of  the  outstanding  out-state 
surgeons  of  Nebraska;  major,  medical  corps,  during 
the  World  war;  member  Nebraska  State  Medical  As- 
sociation almost  fifty  years,  sometime  councilor  of 
the  fourth  councilor  district,  and  president,  1910- 
1911;  one  of  the  founders  and  fellow  of  the  Amer- 
ican College  of  Surgeons;  co-founder  in  1896,  with 
Dr.  F.  A.  Long,  of  the  Elkhorn  Valley  Medical  So- 
ciety and  one  of  the  early  presidents  of  that  so- 
ciety; founder  of  the  Norfolk  General  Hospital  (now 
the  Lady  of  Lourdes  Hospital) ; a man  much  interest- 
ed in  all  welfare  and  civic  activities  in  the  com- 
munity; one  of  the  most  lovable  of  men;  active  in 
professional  activties  to  the  last — having  performed 
an  hysterectomy  the  day  before  his  death;  died  Sep- 
tember 17,  1937,  of  angina  pectoris,  aged  seventy-five 
years. 

A wife,  a daughter  and  two  sons — one  Dr.  George 
Salter,  Norfolk, — survive. 

William  R.  Talboy,  Newcastle,  Nebr.;  Sioux  City 
Medical  College,  1893;  member,  Nebraska  State 
Medical  Association;  practitioner  at  Newcastle  over 
forty  years;  state  representative  from  his  district 
to  the  Nebraska  state  legislature,  in  1925;  sometime 
mayor  of  his  home  town;  for  twenty-five  years, 
member  of  the  board  of  education;  sometime  coroner 
of  Dixon  county;  sometime  president  of  the  Five 


Counties  Medical  society;  a man  of  affairs,  having 
large  land  holdings  in  Dixon  county;  died  September 
6,  1937,  aged  seventy-two  years. 

A widow,  three  daughters  and  a son  survive. 

Theodore  P.  Livingston,  Plattsmouth,  Neb.;  Omaha 
Medical  College,  1888;  in  practice  at  Plattsmouth 
since  graduation;  chief  surgeon  of  the  Burlington 
Lines  in  Nebraska  from  1888  to  1906;  rated  by  his 
friends  as  a doctor  whose  only  interest  in  life  were 
medicine  and  a sympathetic  understanding  of  his 
patients’  problems;  son  of  the  late  Dr.  R.  R.  Living- 
ston one  of  the  founders  of  the  Omaha  Medical 
College  and  a famous  soldier  and  General  of  the 
Civil  War;  former  member,  Nebraska  State  Medical 
Association;  died  September  7,  1937,  aged  seventy- 
three  years. 

A daughter  and  a son  (Dr.  Robert  Ramsey  Living- 
ston,) survive. 

Frank  J.  Schleier,  Omaha;  native  of  Wisconsin; 
Creighton  University  Medical  School,  Omaha,  1904; 
at  different  times,  police  surgeon,  county  physician, 
physician  to  the  fire  department;  member  Nebraska 
State  Medical  Association;  died  September  11,  1937, 
aged  sixty-one  years. 

His  wife  survives. 

George  P.  Shidler,  Torrace,  Calif.;  native  of  York, 
Nebr.,  and  son  of  the  late  pioneer  physician.  Dr. 
George  W.  Shidler;  Northwestern  University  Medical 
School,  1907;  practitioner  at  York,  from  date  of  grad- 
uation until  1923  when  he  moved  to  California;  for- 
mer member,  Nebraska  State  Medical  Association; 
died  suddenly  early  in  September,  1937,  aged  fifty- 
seven  years. 

His  wife  and  four  sons  survive. 


AUXILIARY  NEWS  NOTES 

The  members  of  the  Board  of  the  Nebraska  State 
Medical  Auxiliary  were  the  guests  of  their  president, 
Mrs.  E.  E.  Farnsworth,  at  the  Yancey  Hotel  in  Grand 
Island,  Thursday,  September  9th. 

The  meeting  was  opened  at  eleven  o'clock  when 
Mrs.  E.  E.  Farnsworth  greeted  our  two  honored 
guests,  Mrs.  Augustus  S.  Kech,  of  Altoona,  Pennsyl- 
vania, the  National  President,  and  our  own  Mrs.  C. 
C.  Tomlinson  of  Omaha,  Nebraska,  National  Presi- 
dent-elect. 

Following  the  President's  very  instructive  discus- 
sion of  the  plans  and  aims  of  the  Auxiliary  for  the 
coming  year,  reports  were  given  by  committee  chair- 
man and  the  following  county  presidents;  Douglas 
County;  Mrs.  Olin  Cameron  of  Omaha,  who  outlined 
a very  worthwhile  program  which  included  the 
furnishing  of  poliomyelitis  serum  for  their  county. 
Lancaster  County;  Mrs.  Allan  Campbell  of  Lin- 
coln; an  instructive  series  of  meetings  have  been 
planned,  also  early  preparations  for  the  State  meet- 
ing in  Lincoln.  Tri-County,  No.  1;  Mrs.  Howard 
Royer  of  Grand  Island;  A splendid  program  is  in 
store  for  this  county  and  they  are  very  happy  to 
have  the  State  President  to  guide  them.  Tri- 
County,  No.  2;  Mrs.  A.  J.  Cameron  of  Herman; 
Hygeia  in  every  Doctor’s  office  and  school  is  their 
goal.  Tri-County  No.  3:  Mrs.  D.  L.  Abbot  of  Sid- 

ney: We  are  very  proud  of  this  new  Auxiliary  which 
includes  Cheyenne,  Kimball  and  Deuel  counties.  They 
are  the  only  group  that  have  had  meetings  during 
the  summer  and  they  are  very  enthused  over  their 
future  plans. 

Following  the  business  meeting,  a delightful 
luncheon  was  served,  after  which  Mrs.  Augustus 
S.  Kech,  the  National  President,  discussed  in  a most 
interesting  and  inspirational  manner,  the  work  be- 
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ing  done  by  the  Auxiliaries  throughout  the  United 
States  and  thereby  pointing  the  way  to  new  and 
constructive  opportunities  for  service  in  our  State. 

— i\Irs.  C.  Fred  Ferciot, 

Press  and  Publicity  Chairman. 


THE  TEN  COMMANDMENTS  FOR 
THE  DOCTOR’S  WIFE 

She  must  NOT  know  the  meaning  of  the  word 
“jealous.” 

She  must  never  gossip. 

She  must  run  a cafeteria,  serving  meals  at  all 
hours  for  her  husband. 

She  must  be — like  Caesar’s  wife — above  reproach. 

She  must  have  self-reliance  and  self-control. 

She  must  be  able  to  think  quickly  and  sanely  in 
emergencies. 

She  must  be  a diplomat,  see  all,  hear  all,  say  a lot, 
yet  say  nothing. 

She  must  learn  to  bear  stoically  and  without  com- 
plaint, disappointments  in  her  personal  plans. 

She  must  be  a good  mother  and  father,  because 
doctors  are  often  too  busy  to  discipline  their  own 
children. 

She  must  be  a good  “doctor”  because  doctors  never 
take  time  to  “doctor”  themselves. 

— Bulletin  of  the  Lackawanna 
County  Medical  Society, 
Scranton,  I’a. 


LETTER  FROM  THE  SURGEON  GENERAL’S 
OFFICE 

Dear  Doctor: 

To  assist  in  bringing  before  the  public  the  effort 
being  made  to  eradicate  syphilis,  there  has  been  pre- 
pared a set  of  six  educational  posters.  It  is  believed 
1 these  posters  will  be  of  assistance  to  physicians  who 
wish  to  take  part  in  this  activity.  These  posters, 

I if  desired,  may  be  obtained  from  the  Superintendent 
of  Documents,  Washington,  D.  C.,  at  75c  per  set. 
It  will  be  appreciated  if  you  will  bring  this  matter 
to  the  attention  of  the  members  of  your  State 
Medical  Association  through  your  journal  or  in  any 
i other  effective  way.  To  acquaint  you  with  the  na- 
ture of  this  material,  a set  of  the  posters  has  been 
ordered  sent  you  from  the  Government  Printing 
Office. 

Yours  very  truly, 

R.  A.  Vonderlehr 
Assistant  Surgeon  General 

; Division  of  Venereal  Diseases. 


NEBRASKA  RADIOLOGISTS  AT  THE  FIFTH 
INTERNATIONAL  CONGRESS 
The  Fifth  International  Congress  of  Radiology  held 
in  Chicago  during  the  second  week  of  September  had 
representatives  from  thirty-nine  countries,  with  an 
I attendance  of  over  two  thousand  registered.  The  fol- 
1 lowing  x-ray  men  from  Nebraska  were  in  attendance: 

I Beatrice:  Dr.  W.  A.  Rush. 

Grand  Island:  Dr.  R.  C.  Woodruff. 

Lincoln:  Dr.  E.  .1.  Meister,  Dr.  E.  W.  Rowe,  Dr. 
H.  A.  Scott. 

Omaha:  Dr.  D.  A.  Dowell,  Dr.  R.  W.  Fonts,  Dr. 
T.  T.  Harris,  Dr.  N.  F.  Hicken,  Dr.  H.  B.  Hunt,  Dr. 
J.  F.  Kelly,  Dr.  J.  S.  McAvin,  Dr.  A.  P.  Overgaard,  Dr. 
D.  T.  Quigley,  Dr.  W.  L.  Ross,  Dr.  F.  L.  Simonds,  Dr. 

I A.  F.  Tyler. 

n This  is  the  first  time  the  Congress  was  held  in 

II  America,  and  was  by  far  the  largest  meeting  ever 
l|  held.  The  next  Congress  will  meet  in  three  years  in 
I Berlin. 


CRIPPLED  CHILDREN’S  COMMITTEE 

L.  B.  No.  415,  as  passed  by  the  Unicameral  Legis- 
lature with  a unanimous  vote  and  signed  by  Gov- 
ernor Roy  L.  Cochran,  provided  a Crippled  Children 
Advisory  Committee — the  members  to  be  appointed 
by  the  Governor.  Those  appointed  were: 

Miss  Anne  Kramph,  North  Platte. 

Dr.  H.  W.  Orr,  Lincoln. 

Judge  Charles  E.  Foster,  Omaha. 

Mr.  August  Schneider,  Benedict. 

Col.  W.  R.  Brooks,  Omaha. 

Dr.  E.  W.  Hancock,  Lincoln. 

Jliss  Leeta  Holdrege,  Omaha. 

Mrs.  Olga  Webb,  Lincoln. 

Dr.  Hattie  Plum  Williams,  Lincoln. 


THE  SOCIETIES 

The  Southwestern  Nebraska  Medical  Society  met 
at  McCook,  September  16.  Proctologic  and  Der- 
matologic clinics  were  given  at  the  McCook  hospital 
in  the  afternoon.  The  evening  program  was  given  at 
the  Keystone  hotel  following  a dinner,  by  four 
Denver  specialists: 

“Commonly  Encountered  Skin  Conditions”  (with 
illustrations)  by  Dr.  Osgoode  S.  Philpott. 

“Rectal  Fistula”  by  Dr.  V.  G.  .Jeurink. 

“Fractures  of  the  Femur”  by  Dr.  J.  E.  A.  McCon- 
nell. 

“Sub-Involution  of  the  Uterus”  by  Dr.  Samuel  B. 
Potter. 

The  Four  County  Medical  Society  held  its  regular 
meeting  at  Greeley,  August  9.  Dr.  M.  M.  Sullivan 
of  Spalding  gave  a short  talk  on  the  medical  pro- 
fession in  general.  Dr.  McGrath  of  Grand  Island, 
conducted  a discussion  of  the  latest  methods  of  car- 
ing for  types  of  fractures. 

The  Fillmore-Saline  County  Medical  Society  met 
at  Friend,  September  2,  with  a dinner  at  the  Reno 
Cafe. 

The  program  was  put  on  by  Dr.  E.  G.  Zim- 
merer,  and  others,  the  subpect,  “Venereal  Diseases.” 
Moving  pictures  were  shown  to  illustrate  the  topic 
under  discussion. 


HUMAN  INTEREST  TALES 

Dr.  J.  J.  Bruce  fished  for  muskies  at  Lake  of  the 
Woods  in  August. 

Alexandria,  Minn.,  attracted  the  Dr.  Fiank  Conlins, 
Omaha,  this  summer. 

Dr.  and  Mrs.  John  Freyman,  visited  the  Yellow- 
stone I’ark  in  August. 

Dr.  and  Mrs.  Arthur  L.  Smith  have  returned  from 
a visit  to  Mexico  City. 

Dr.  J.  M.  F.  Heumans,  Benson,  fished  in  Battle 
Lake,  IMinn.,  in  August. 

Dr.  T.  J.  Lawson,  Ainsworth,  underwent  a gall- 
bladder operation  lately. 

Dr.  Cornelius  Collins,  Omaha,  submitted  to  a 
cataract  operation  recently. 

Dr.  F.  H.  Shambaugh,  for  the  past  year  at  Kim- 
ball has  located  at  Madrid. 

The  marriage  of  Dr.  L.  F.  Egen,  and  IMiss  Ruth 
Kauf,  Hastings,  is  announced. 

Dr.  G.  W.  Reneker,  Falls  City,  lately  visited  the 
Custer  Battlefield  in  Montana. 

Dr.  and  Mrs.  R.  L.  Schroeder,  Osceola,  visited  in 
California  during  the  summer. 

The  Doctor  C.  A.  Selby  family.  North  I’latte,  spent 
some  time  at  Estes  Park,  Colo. 

Dr.  and  Mrs.  S.  H.  Cook,  Randolph,  spent  their 
vacation  at  Big  Deer  Lake,  Minn. 

Dr.  and  Mrs.  Warren  Thompson,  Omaha,  visited 
Glacier  National  park  during  August. 
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Dr.  and  Mrs.  .John  I’eterson,  T.incoln,  spent  their 
vacation  at  Lake  I^’Homme  Dieu,  Minn. 

Dr.  and  Mrs.  E.  L.  McQuiddy,  Omaha,  have  re- 
turned from  a motor  trip  to  California. 

Cass  Lake,  IMinn.,  attracted  the  Dr.  Haiay  Clans- 
burg,  (Lincoln.)  family,  for  a vacation. 

Dr.  J.  M.  Erman,  Omaha,  was  reelected  surgeon 
general,  of  the  Veterans  of  Foreign  wars. 

Dr.  and  airs.  H.  Jl.  aiiner.  Falls  City,  motored  to 
Boulder  Dam  and  Estes  Park,  in  August. 

Dr.  C.  L.  Sturdet'ant,  Atkinson  physician,  was  pain- 
fully injured  in  an  auto  collision  recently. 

Dr.  Bruce  Anderson,  for  the  past  two  years  located 
at  St.  Edward,  has  moved  to  Greene,  Iowa. 

Dr.  H.  R.  Elston  and  family,  Humphrey  spent  their 
vacation  in  northern  aiinnesota  and  Canada. 

Dr.  and  JIrs.  .John  C.  Sharpe,  Omaha,  spent  two 
weeks  vacationing  in  Colorado  and  Wyoming. 

Dr.  and  Mrs.  C.  M.  Swab,  spent  some  time  this 
summer  at  Greeley  and  Colorado  Springs,  Colo. 

Dr.  and  Mrs.  Everett  Angle,  Lincoln,  have  return- 
ed from  a vacation  spent  on  a Wyoming  ranch. 

Dr.  J.  R.  Taylor,  Sidney,  has  resumed  practice 
following  recovery  from  an  illness  of  several  months. 

Dr.  and  Mrs.  O.  A.  Reinhart,  and  children,  Lin- 
coln, spent  their  vacation  at  Red  Feather  Lake, 
Colo. 

Dr.  and  Mrs.  E.  E.  Farnsworth,  Grand  Island,  have 
returned  from  their  summer  home  at  Grand  Marias, 
Minn. 

Toward  the  erection  of  a new  ward  building  at 
the  Hastings  State  Hospital  the  PWA  has  granted 
$163,000. 

Dr.  and  Mrs.  .Joseph  Lawrence,  Omaha,  spent  two 
weeks  visiting  Estes  Park,  Colorado  Springs  and  the 
Yellowstone  park. 

Dr.  Donald  C.  Campbell,  Columbus  product,  has 
gone  to  Rochester,  Minn.,  where  he  has  a fellowship 
in  the  Mayo  clinic. 

Dr.  and  Mrs.  A.  E.  Stuart.  Cedar  Bluff,  have  the 
sympathy  of  the  profession  in  the  loss  of  their  only 
son,  A.  E.  Stuart,  .Jr. 

Dr.  and  Mrs.  F.  A.  Mountford,  Davenport,  visited 
Park  Rapids  and  its  “fishing  grounds”  during  the 
latter  part  of  summer. 

Dr.  O.  P.  Lang  and  son.  Falls  City,  visited  the 
Yellowstone  park  and  Pacific  Coast  points  from 
Seattle  to  Los  Angeles. 

Dr.  and  Mrs.  C.  H.  Arnold  took  a swing  around  the 
circle  in  August,  motoring  in  Colorado,  Wyoming, 
Montana  and  Minnesota. 

Dr.  L.  F.  Baisinger,  lately  from  Elkhorn,  Wis.,  has 
become  associated  with  Dr.  A.  E.  Gadbois,  Norfolk, 
in  eye,  ear,  nose  and  throat  work. 

Dr.  S.  H.  Brauer,  Norfolk,  and  son  took  to  flight 
in  their  vacation,  touching  points  in  Oklahoma, 
Texas,  New  Mexico  and  Colorado. 

Dr.  and  Mrs.  H.  W.  Francis,  Bancroft,  are  spend- 
ing some  time  at  Compton  and  other  California 
points  for  the  benefit  of  Mrs.  F’s  health. 

Dr.  and  Mrs.  Charles  Moon,  Omaha,  have  returned 
from  Pacific  coast  points.  While  there  they  had  the 
opportunity  of  getting  an  inside  to  the  movie  busi- 
ness. 

Dr.  Milan  D.  Baker,  for  several  years  in  practice 
at  Battle  Creek  has  made  a contact  with  Dr.  Filray 
P.  Blair,  St.  Louis,  to  take  special  work  in  plastic 
surgery. 

Dr.  and  Mrs.  Claude  Palmer,  Bridgeport,  and  Dr. 
and  Mrs.  Hugh  Mantor,  Broadwater,  formed  a party 
that  motored  through  the  mountains  in  the  Denver 
area  in  August. 

Dr.  William  P.  Sercl,  for  a time  located  at  Wisner, 
has  become  a member  of  the  Sioux  Falls  clinic,  fol- 
lowing an  intensive  course  in  obstetrics  and  gynecol- 
ogy, in  New  York. 

This  is  to  advise  the  next  medical  examination 
will  be  given  November  15-16,  State  House,  Lincoln. 


All  applications  must  be  on  file  at  least  15  days 
prior  to  date  of  examination. 

Dr.  C.  A.  Hoefer,  Wisner,  has  relinquished  practice 
at  Wisner,  and  has  gone  to  the  University  of 
Pennsjdvania  at  Philadelphia,  for  special  work  in 
opthalmology  at  Wills’  Eye  hospital. 
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PSYCHIATRIC  NURSING  by  William  S.  Sadler, 
M.  D.,  Chief  Psychiatrist  and  Director,  The  Chicago 
Institute  of  Research  and  Diagnosis;  Consulting 
Psychiatrist  to  Columbu.s  Hospital,  in  collaboration 
with  Lena  K.  Sadler,  M.  D.,  Associate  Director,  The 
Chicago  Institute  of  Research  and  Diagnosis;  Medi- 
cal Director,  The  North  Side  Rest  Home;  Attending 
Physician,  Columbus  Hospital  and  the  Women  and 
Children's  Hospital,  and  Anna  B.  Kellogg,  R.  N., 
Member  American  Nurses  Association;  Chief  of 
Nurses,  The  Psychiatric  Clinic  of  the  Chicago  Insti- 
tute of  Research  and  Diagnosis;  Instructor  in 
I’sychiatric  Nursing,  The  North  .Side  Rest  Home. 
St.  Louis,  The  C.  V.  Mosby  Company.  1937.  Thirty- 
two  mo.  433  pages. 

YOUR  DIET  AND  YOUR  HEALTH  by  Morris 
Fishbein  M.  D.  Editor  Journal  American  Medical 
Association  and  of  Hygeia.  McGraw-Hill  Book  Co., 
New  York  City.  Price  $2.50. 

THE  TRAFFIC  IN  HEALTH  by  Charles  Solomon, 
M.  D.,  Assistant  Clinical  Professor  of  Medicine,  Long 
Island  College  of  Medicine;  Lecturer  in  Materia 
Medica,  Training  School  for  Nurses,  Jewish  Hospital 
of  Brooklyn.  Author  of  Pharmacology,  Materia  Medica 
and  Therapeutics,  Prescription  Writing  and  Formul- 
ary— The  Art  of  Prescribing.  Navarre  Publishing 
Company,  Inc.  New  York.  Thirty-two  mo.  393  pages. 

INJECTION  TREATMENT  OF  HERNIA  by  Carl 
O.  Rice,  M.  D.,  F.  A.  C.  S.,  Instructor  in  Surgery, 
University  of  Minnesota  School  of  Medicine;  Sur- 
geon in  Charge  of  the  Surgical  Out-Patient  De- 
partment of  the  Minneapolis  General  Hospital;  Ad- 
junct to  the  Surgical  Staff  of  the  Minneapolis  Gen- 
eral Hospital;  Surgeon  to  Asbury  Hospital,  Dea- 
coness Hospital  and  Swedish  Hospital,  Minneapolis; 
Member  of  the  Minneapolis  Surgical  Society,  Amer- 
ican Medical  Association,  Minnesota  State  Medical 
Society,  Minnesota  Pathological  Society.  With  the 
Assistance  and  Cooperation  of  Hamlin  Matson,  M.  D., 
83  Illustrations,  Philadelphia,  F.  A.  Davis  Company, 
Publishers.  1937,  sixteen  mo.  266  pages.  $4.50. 

CLINICAL  URINALYSIS  AND  ITS  INTERPRE- 
TATION by  Robert  A.  Kilduffe,  A.  M.,  M.  D., 
F.  A.  S.  C.  P.,  Director  of  Laboratories,  Atlantic 
City  Hospital;  Pathologist,  Atlantic  County  Hospital 
for  Tuberculous  Diseases;  Serologist,  Atlantic  Coun- 
ty Hospital  for  Mental  Diseases;  City  Bacteriologist, 
City  of  Atlantic  City;  Serologist,  Municipal  Hospital 
for  Contagious  Diseases,  Altantic  City,  Pathologist, 
Betty  Bacharach  Home  for  Crippled  Children,  Long- 
port;  Pathologist,  Jewish  Seaside  Home,  Atlantic 
City,  Formerly  Major  M.  C.,  U.  S.  A.  40  Illustrations. 
Philadelphia,  F.  A.  Davis  Company  Publishers,  1937. 
Sixteen  mo.  428  pages.  $4.00. 

SYPHILIS  THE  GREAT  PLAGUE  TO  GO  by 
Morris  Fishbein,  M.  D.,  Editor,  Journal  of  the  Amer- 
ican Medical  Association  and  of  Hygeia,  the  Health 
Magazine.  Philadelphia,  David  McKay  Company 
1937,  Twenty  mo.  70  pages. 


Doctor,  to  his  Daughter : Did  you  tell  the 
young  man  that  I think  he’s  no  good  ? 

Daughter:  Yes,  dad,  but  that  didn’t  faze  him. 
He  said  it  wasn’t  the  first  wrong  diagnosis  you 
had  made. 
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TflE  SURGICAL  TREATMENT  OF  PRIMARY  CARCINOMA 

OF  THE  LUNG* 

RICHARD  H.  OVERHOLT,  M.  D., 

Boston. 


Recent  advances  in  surgery  of  the  thorax  have 
made  it  possible  to  include  in  its  scope  the  treat- 
ment of  primary  malignancy  of  the  lung.  During 
the  past  ten  years  the  operation  which  removes 
one  pulmonary  lobe  (lobectomy)  has  been  a rou- 
tine procedure  in  organized  thoracic  clinics.  Dur- 
ing the  past  five  years  success  in  the  total  removal 
of  all  the  pulmonary  tissue  on  one  side  (pneumon- 
ectomy) has  been  attained.  It  has  also  been 
shown  that  these  procedures  do  not  limit  the  pa- 
tient’s ability  to  enjoy  the  ordinary  activities  of 
life. 

The  perfection  of  lobectomy  has  come  about 

*From  the  Department  of  Thoracic  Surgery,  The  Lahey 
Clinic.  Boston,  Massachusetts.  Presented  before  the  Nebraska 
State  Medical  Association,  Omaha,  Nebraska.  May  12,  1937. 


after  many  years  of  experimentation  and  .sporadic 
attempts  to  remove  a pulmonary  lobe  in  man, 
chiefly  for  bronchiectasis.  The  work  of  Brun^^^ 
Shenstone,^^^  Alexander, Roberts  and  Nel- 
son,Churchill, and  others  has  done  much  to 
reduce  the  risk  of  the  operation.  The  accomplish- 
ment of  pneumonectomy  has  been  slower. 
Gluck, in  1881  demonstrated  the  ])Ossibility  of 
the  successful  extirpation  of  an  entire  lung  in  the 
experimental  animal.  KummelP'^)  thirty  years  lat- 
er carried  out  pneumonectomy  in  man,  but  unsuc- 
cessfully. Nissen^^^  in  1931,  working  in  Sauer- 
buck’s  clinic  resected  the  entire  left  lung  for  bron- 
chiectasis. This  was  the  first  successful  pneu- 
monectomy in  man.  Soon  other  successful  left 
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pneumonectomies  were  reported,  Graham  and 
Singer in  April,  1933  and  in  the  same  year 
Reinhoff,^^**^  and  Overholt^^^^  in  November, 
1933,  performed  the  first  successful  right  pneu- 
monectomy. For  a complete  historical  sketch  the 
reader  is  referred  to  the  article  by  Heurer^^^^  on 
The  Development  of  Lobectomy  and  Pneumonec- 
tomy in  Man. 

It  is  the  purpose  of  this  presentation  to  sum- 
marize the  results  of  a study  of  forty-two  histo- 
logically proven  cases  of  primary  malignancy  of 
the  lung  and  to  discuss  the  place  surgery  occupies 
in  treatment.  Emphasis  will  be  laid  upon  the  fol- 
lowing phases  of  the  subject: 

1.  Early  symptoms  which  should  arouse  our  sus- 
picion. 

2.  The  high  incidence  of  clinical  recognition  that 
can  be  attained  if  investigation  is  made  of  suspicious 
cases. 

3.  The  correlation  of  the  location  of  the  growth 
and  the  symptoms  and  signs. 

4.  Facilities  available  for  establishing  a diagnosis. 

5.  The  selection  of  cases  for  surgical  exploration. 

6.  The  results  obtained  by  pneumonectomy. 

The  surgical  treatment  of  cancer  of  the  lung 
is  admittedly  one  which  primarily  concerns  those 
in  a limited  field  of  surgery.  The  early  recogni- 
tion of  the  condition  is  the  concern  of  all  mem- 
bers of  the  profession.  The  discussion  of  this 
subject  before  this  Society  is  justified  on  several 
grounds. 

(a)  Our  conception  of  cancer  of  the  lung 
needs  revising.  The  fact  that  all  cases  terminat- 
ed fatally  and  that  our  knowledge  of  the  disease 
came  from  autopsy  material  left  us  with  a hope- 
less and  disinterested  attitude  toward  cancer  aris- 
ing in  this  location. 

(b)  Five  to  ten  per  cent  of  all  cancers  have 
their  primary  site  of  origin  in  the  lung.  Gra- 
ham. (^3)  ) 

(c)  The  physician  stands  between  the  patient, 
who  harbors  a cancer  in  the  lung,  and  the  thor- 
acic surgeon  who  may  help  him.  In  the  lifetime 
of  one  practicing  general  medicine  perhaps  a very 
few  patients  may  be  seen  who  have  primary  lung 
cancer.  From  the  standpoint  of  general  percent- 
ages the  number  seems  significant.  From  the 
standpoint  of  the  individual  cancer  patient  the 
early  diagnosis,  proper  advice  and  a chance  for 
cure  is  100  per  cent  important. 

(d)  Lastly,  such  a discussion  of  lobectomy 
and  pneumonectomy  may  help  to  point  out  the 
trends  in  a comparatively  new  branch  of  surgery 
as  the  extir])ation  of  pulmonary  tissue  is  being 
applied  more  extensively  in  tbe  treatment  of  other 
conditions  which  have  irrefutably  damaged  pul- 
monary lobes. 


CLINICAL  STUDIES 

Forty-two  histologically  proven  cases  of  pri- 
mary carcinoma  of  the  lung  have  been  studied  in 
tbe  Lahey  Clinic  since  the  department  of  Thoracic 
Surgery  was  organized,  and  include  the  five  years 
1932  to  1936.  (See  Table  1.) 

TABLE  I 

PRIMARY  CARCINOMA  OF  LUNG 
Lahey  Clinic  1932-1936 

No.  Cases 


1.  Suspected — unverified  11 

2.  Histologically  verified  42 

3.  Total  53 

4.  Diagnosis  made  clinically 38 

(90%  of  verified  cases.  70%  of  all  cases) 

5.  Diagnosis  established  at  autopsy 4 


An  additional  eleven  records  are  carried  in  the 
files  with  such  a diagnosis  but  histological  mate- 
rial was  not  obtained  by  biopsy,  surgical  explora- 
tion or  autopsy.  These  records  are  excluded. 

In  38  (90  per  cent)  of  the  proven  cases  the 
diagnosis  was  established  in  the  living  patients. 
The  condition  was  discovered  for  the  first  time 
at  post  mortem  in  4 cases  (10  per  cent).  If  we 
assume  that  the  11  unverified  cases  had  primary 
lung  cancer,  the  total  number  would  be  53  instead 
of  42.  There  would  then  be  15  cases  (31  per 
cent)  in  which  there  was  a failure  to  make  a 
clinical  diagnosis.  Therefore,  with  the  inclusion 
of  all  possible  cases  of  primary  lung  cancer  pass- 
ing through  the  clinic  in  a five  year  period  we 
established  a tissue  diagnosis  during  life  in  80 
percent.  The  conception,  then,  that  carcinoma  of 
the  lung  is  primarily  a condition  which  remains 
undiscovered  until  disclosed  by  autopsy  is  not 
borne  out  at  the  present  time  by  our  experience. 

The  most  important  practical  point  suggested 
by  the  review  of  the  proven  cases  has  been  the 
clarification  of  the  clinico-pathological  picture  by 
segregating  the  lesions  into  two  distinct  groups 
based  upon  their  location.  Tumors  arising  in 
major  bronchi  influence  symptoms  and  the  x-ray 
picture  largely  because  of  their  early  occlusion 
of  the  bronchus,  thus  interfering  with  the  aeration 
of  the  corresponding  lobe.  A tumor  situated 
well  out  in  the  substance  of  the  lung  does  not 
interfere  with  the  major  bronchi  at  an  early 
stage  and  hence  produces  a different  clinical  pic- 
ture. In  our  series  15  tumors  had  their  origin 
in  the  periphery  of  the  lobe  and  27,  almost  twice 
as  many,  were  situated  in  the  stem  bronchus 
Other  observers  have  also  reported  the  greater 
frec|uency  of  central  or  stem  bronchus  tumors. 

THE  STEM  BRONCHUS  TYPE 

Fortunately  for  the  majoritty  (64  per  cent)  of 
patients  suffering  with  primary  lung  cancer,  the 
lesion  arises  in  the  primary  or  secondary  divisions 
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of  the  main  stem  Iironchi  and  within  a short  dis- 
stance  of  the  carina. 

1.  The  lesion  lies  within  the  zone  of  the  cough 
reflex  so  that  persistent  ami  an  unrelenting-  cough 
usually  is  the  early  symptom. 

2.  The  lesion  may  ulcerate  its  surface,  causing  the 
apiJearance  of  blood  in  the  sputum — an  alarming 


FIG.  I. 

Fig.  I.  Mrs.  M.  C.,  age  59.  Roentgenogram  of  chest  in  a 
patient  who  had  had  a chronic  cough  for  four  years.  Note  area 
of  atelectasis  in  the  upper  lobe  on  the  left  side.  The  tumor  it- 
self can  not  be  seen.  Bronchoscopy  revealed  a stem  bronchus 
carcinoma.  A left  successful  pneumonectomy  was  performed  and 
there  was  no  evidence  of  mediastinal  extension  of  the  tumor. 

symptom  that  results  in  an  early  search  for  medical 
aid. 

3.  A small  lesion  will  soon  occlude  the  bronchus, 
giving  symptoms  and  signs  of  pulmonary  atelectasis. 


FIG.  II. 

Fig.  II.  Mr.  M.  G.,  age  45.  Cough  was  present  for  6 months. 
Note  atelectasis  of  left  lower  lobe  without  the  shadow  of  the 
cancer  itself.  Left  pneumonectomy  was  successfully  performed. 

This  development  makes  it  possible  to  suspect  ma- 
lignancy from  the  x-ray  shadow  of  atelectasis  before 
the  tumor  itself  casts  a distinctive  shadow.  (See 


Fig.  1,  2 and  3).  In  the  groui)  of  twenty-seven  stem 
bronchus  lesions  the  diagnosis  was  suspected  in  twen- 
ty-three because  of  a shadow  indicating  atelectasis  of 
one  lobe  or  an  entire  lung.  In  only  4 of  the  stem 
bronchus  group  did  the  tumor  itself  cast  a shadow 
on  the  rf>entgenogram.  (See  Table  II). 

4.  Stem  bronchus  lesions  are  within  the  field  of 
bronchoscopic  visibility  and  a biopsy  can  be  obtained 
in  most  cases.  A tumor  was  seen  in  twenty-three 
of  the  twenty-seven  stem  bronchus  lesions  in  our 
series  and  a biopsy  was  obtained  in  twenty-two 
cases  (81  per  cent). 

5.  There  is  considerable  evidence  that  many  of 
the  stem  bronchus  lesions  (the  majority  are  epider- 
moid forms)  are  comparatively  slow  growing.  Sev- 
eral patients  in  our  series  had  had  symptoms  for  sev- 
eral months  and  one  patient  for  four  years  without 
infiltration  beyond  the  cartilaginous  rings  of  the 


FIG.  III. 

Fig.  III.  Mrs.  T.  K.,  age  46.  Cough  for  eight  months  with 
weight  loss  and  fever.  Note  atelectasis  of  the  left  lung.  The 
shadow  of  the  tumor  is  obscured  by  the  atelectatic  shadow. 
Successful  left  pneumonectomy.  (See  Fig.  IV). 

bronchus.  Furthermore,  pathologists  have  at  times 
found  no  evidence  of  metastasis  in  patients  dying  of 
stem  bronchus  carcinoma,  the  termination  being  due 
to  suppuration  in  the  lung  distal  to  the  occluded 
bronchus. 

TABLE  II 

PRIMARY  CARCINOMA  OP  LUNG 
The  Location  of  the  Lesion  in  X-ray 

No.  Cases 


1.  Peripheral  15 

a.  Shadow  of  tumor 11 

b.  Atelectasis  4 

2.  Stem  Bronchus  27 

a.  Shadow  of  tumor 4 

b.  Atelectasis  23 

c.  Bronchoscopy  positive  23 


SYMPTOMS  AND  DIAGNOSIS  OF  STEM 
BRONCHUS  LESIONS 

The  most  constant  early  symptom  is  a persis- 
tent cough.  Ulceration  of  the  surface  may  cause 
hemoptysis  and  jiartial  obstruction  of  the  bron- 
chus may  he  associated  with  wheezing  or  asthmat- 
ic-like spells.  With  more  complete  obstruction 
a vague  sense  of  pressure  or  pain  in  the  chest 
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may  he  experienced.  As  secretions  become  stag- 
nated in  tlie  lung  distal  to  the  growth,  symptoms 
and  signs  of  infection  are  superimposed.  Inter- 
mittent fever,  productive  cough  and  abnormal 
physical  signs  may  lead  to  an  erroneous  diagnosis 
of  unresolved  pneumonia,  chronic  pneumonitis, 
tuberculosis  or  lung  abscess.  Symptoms  due  to 
late  stages  of  the  disease  need  not  be  discussed, 
llecause  so  many  chronic  pulmonary  diseases  are 
associated  with  the  same  symptoms  one  is  forced 
to  consider  a primary  tumor  of  the  lung  in  all 
middle  aged  or  older  individuals  who,  without  a 
previous  history  of  pulmonary  disease,  develop 
a persi.stent  and  Unrelenting  cough. 

An  x-ray  of  the  chest  is  the  first  step  in  the  in- 
vestigation. This  examination  together  with  the 
age  of  the  patient  and  the  history  will  usually 
rule  out  tuberculosis,  lung  abscess  or  bronchiec- 
tasis. The  ])resence  of  a shadow  suggesting  atel- 
ectasis of  a lobe  is  by  far  the  most  important  x-ray 
sign.  (See  Fig.  1,  2 and  3) 

If  early  diagno.sis  is  to  be  accomplished  in  the 
stem  bronchus  type,  the  person  interpreting  the 
x-rays  should  remember  that  a shadow  of  the 
lesion  itself  is  a rare  finding,  but  that  a most 
valuable  presumptive  sign  is  present  and  that  is 
the  shadow  of  atelectasis.  In  Fig.  I the  cancer 
has  occluded  the  left  upper  lobe  bronchus,  pro- 
ducing atelectasis  of  that  lobe.  The  tumor  shad- 
ow, if  present,  is  obscured.  In  Fig.  II  an  area  of 
atelectasis  in  the  lower  left  lobe  is  seen.  In  Fig. 
Ill  the  lesion  has  blocked  the  left  main  stem 
bronchus  and  an  atelectasis  of  the  entire  lung  has 
resulted. 

Ilroncho.scopic  examination  in  suspected  stem 
bro  ichus  lesions  is  essential  in  order  to  make  a 
positive  diagnosis.  The  lesion  itself  can  be  vis- 
ualized in  the  majority  of  cases  and  a biopsy  ob- 
tained. The  exact  location  of  the  growth  can  be 
ascertained.  Fixation  of  the  trachea  and  bronchi 
and  widening  of  the  carina  as  determined  at  the 
bronchoscopic  examination  indicates  mediastinal 
involvement  and  corresponds  to  the  “frozen  pel- 
vis" found  in  late  stages  of  carcinoma  of  the 
cervix  uteri.  The  Jackson  type  of  direct-vision 
bronchoscoiie  will  permit  visualization  of  lower, 
middle  and  many  upper  lobe  bronchial  tumors. 
In  the  event  that  a lesion  in  the  u])per  lobe  bron- 
chus is  not  near  the  opening  or  has  not  grown 
down  in  the  lumen  to  appear  at  the  opening,  it  is 
then  necessary  to  use  an  indirect  lens  broncho- 
scope which  permits  visualization  of  the  upper 
lobe  bronchi. 

I’enign  tumors  projecting  into  the  bronchus 
may  occlude  its  lumen  and  produce  the  same  dis- 


turbances found  in  malignant  lesions.  Broncho- 
scopic biopsy  is  necessary  in  the  differentiation 
and  appropriate  treatment  instituted.  Certain  be- 
nign lesions  and  a very  occasional  small  malignant 
lesion  may  be  treated  by  fulguration  via  the 
bronchoscope.  In  our  series  one  small  slowly 
growing  epidermoid  carcinoma  was  so  treated 
without  evidence  of  a recurrence  after  one  and 
one-half  years. 

PERIPHERALLY  LOCATED  LESIONS 

Lesions  which  have  originated  in  the  smaller 
bronchi  or  bronchioles  are  obviously  situated  out 
in  the  mid  zone  or  periphery  of  the  lung.  An  en- 
largement of  the  growth  at  an  early  stage  does 
not,  therefore,  interfere  with  the  passage  of  air 
in  the  larger  bronchi.  The  early  symptoms  and 
signs  are  not  those  of  a partially  occluded  bron- 
chus or  of  atelectasis.  The  peripheral  lesion  may 
enlarge  to  quite  an  extent  without  producing 
symptoms.  Weakness,  weight  loss,  fever,  and 
cough  may  be  present.  With  necrosis  of  the 
tumor  there  may  be  hemoptysis.  Secondary  in- 
fection may  occur  and  cause  additional  symp- 
toms. General  evidences  of  sepsis  and  productive 
expectoration  would  then  be  present. 

In  our  series  of  patients  with  peripheral  tu- 
mors extension  to  the  pleura  and  invasion  of  the 
chest  wall  was  a frequent  finding.  In  some 
cases  pleurisy  or  the  onset  of  severe  chest  pain 
were  the  first  symptoms.  As  a rule,  in  this  type, 
early  symptoms  are  significant  and  the  conditions 
which  force  the  patient  to  seek  medical  aid  are 
caused  by  extension  of  the  process  or  necrosis 
of  the  lesion  itself  with  associated  suppuration. 

The  roentgenogram  in  this  group  shows  the 
shadow  of  the  lesion  itself  and  atelectasis  of  sur- 
rounding lung  is  not  an  early  manifestation  of  the 
disease.  ( See  Fig.  IV ) The  lesion  usually  casts 
a homogeneous  shadow,  generally  with  well  de- 
fined edges.  If  situated  in  the  upper  lobe  the 
early  lesion  is  most  frequently  confused  with 
tuberculosis ; if  in  the  lower  lobe,  with  lung  ab- 
scess. Lateral  and  oblique  roentgenograms  aid  in 
the  differential  diagnosis  and  in  the  localization 
of  the  lesion.  The  examination  of  the  sputum 
after  concentration  will  usually  eliminate  the  pos- 
sibility of  tuberculosis.  The  history  and  clinical 
course  of  the  desease  will  often  make  it  possible 
to  differentiate  carcinoma  from  pulmonary  sup- 
puration or  from  lung  abscess. 

The  use  of  lipiodal  may  aid  in  working  out  the 
relationship  of  the  lesion  to  the  major  bronchi 
and  in  determining  the  presence  of  an  associated 
bronchiectasis.  Bronchography  is  of  limited 
value  in  the  diagnosis  of  cancer  of  the  lung. 
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Bronchoscopic  examination  is  an  important 
procedure  in  the  study  of  a suspected  peripheral 
tumor.  Because  of  the  location,  the  lesion  can 
not  be  visualized,  however,  and  the  biopsy  can  not 
be  obtained.  It  is  important  to  rule  out  other  con- 
ditions and  to  know  the  condition  of  the  interior 
of  the  trachea  and  bronchi  before  a major  thor- 
acic exploration  is  attempted. 

An  exact  preoperative  histological  diagnosis  of 
the  peripheral  type  of  carcinoma  of  the  lung  can 


FIG  IV. 

Fig.  IV.  Mr.  M.  O’H.  Roentgenogram  showing  tumor  in 
right  upper  lobe.  This  is  a peripheral  lung  tumor  growing  in 
the  lung  parenchyma.  In  this  type  the  tumor  itself  casts  a 
shadow.  A successful  right  upper  lobectomy  was  performed. 

not  be  made  before  surgical  exploration  unless 
tissue  is  obtained  by  aspiration  after  a needle 
has  been  passed  through  the  chest  wall  and  into 
the  mass.  This  procedure  is  not  to  be  recom- 
mended as  a routine  procedure.  The  travers- 
ing of  pleura  and  pulmonary  tissue  with  a needle 
which  may  also  pass  through  infected  areas  can 
not  be  done  without  danger.  This  method  of 
obtaining  tissue  for  diagnosis  has  only  been  used 
\vhen  the  growth  is  known  to  have  extended  to 
the  chest  wall.  The  diagnosis  of  peripheral  les- 
ions at  an  early  stage  must  rest  upon  presumptive 
evidence.  An  exhaustive  study  should  eliminate 
other  possibilities  and  then  in  the  absence  of  signs 
of  metastasis  surgical  exploration  should  be  rec- 
ommended. Unfortunately  for  this  group  of  pa- 
tients. the  early  symptoms  are  meagre  and  the 
diagnosis  a difficult  one  to  make  with  certainty. 
Fortunately,  however,  if  discovered  early  the  re- 
section of  a single  lobe  should  suffice,  an  opera- 
tion carrying  a definitely  lower  risk  than  pneu- 
monectomy. 

OPER.\BILITY 

Patients  suspected  of  having  malignancy  in  the 


lung  deserve  the  same  consideration  for  surgical 
treatment  as  that  given  to  those  fearing  a tumor 
in  some  other  organ.  A search  for  extension  be- 
yond the  lung  should  be  made.  Roentgenograms 
of  the  skeleton  to  rule  out  metastatic  involve- 
ment of  bone  should  be  done.  Frequently  apical 
tumors  will  metastasize  to  the  low  cervical  glands. 
Bronchoscopic  interpretation  of  the  condition  of 
the  mediastinum  helps.  A paralyzed  diaphragm 
as  seen  fluoroscopically  is  highly  indicative  of 
mediastinal  involvement.  Histological  study  of 
sediment  from  aspirated  pleural  fluid,  if  such  be 
present,  may  be  necessary.  The  final  step  in  the 
search  for  metastatic  involvement  can  be  made  by 
an  inspection  of  the  visceral,  parietal  and  medias- 
tinal pleura  with  a thoracoscope  introduced  after 
the  establishment  of  a pneumothorax. 

The  establishment  of  a pneumothora.x  serves 
two  other  useful  purposes.  The  gradual  empty- 
ing of  the  secretion  of  the  affected  lung  greatly 
reduces  absorption  if  secondary  infection  is  pres- 
ent, thus  improving  the  patient’s  general  condi- 
tion prior  to  operation.  A deflation  of  the  affect- 
ed lung  also  permits  the  respiration  and  circula- 
tion to  become  adjusted  to  the  sole  use  of  just 
the  unaffected  lung.  After  as  complete  a col- 
lapse as  possible  is  obtained,  tests  of  lung  volume 
and  vital  capacity  can  be  done  and  the  adequacy 
of  the  remaining  lung  can  be  tested. 

A patient  in  poor  general  condition  due  to  the 
effects  of  an  associated  infection  in  the  lung 
should  not  necessarily  be  denied  the  chance  that 
surgery  may  give.  The  very  operation  which 
removes  the  growth  also  removes  the  infected 
lung  and  recovery  may  be  surprisingly  rapid. 
It  would,  therefore,  seem  fair  to  say  that  patients 
with  proven  or  suspected  carcinoma  of  the  lung 
should  be  subjected  to  surgical  exploration  if 
their  condition  is  reasonably  good  and  metastasis 
can  not  be  demonstrated. 

THE  OPERATION: 

ANESTHESIA 

In  our  hands  the  safest  anesthesia  for  intra- 
thoracic  operations  is  the  closed  intratracheal 
method,  using  cyclopropane  gas  and  oxygen.  The 
intratracheal  tube  keeps  the  airway  open,  pro- 
vides an  accurate  and  sure  way  to  maintain  the 
proper  intrabronchial  pressure  and  permits  the 
anesthetist  to  remove  excessive  secretions  by  as- 
pirationat  any  time.  Cyclopropane  gas  produces 
surgical  anesthesia  in  low  concentrations,  there- 
fore, permitting  larger  percentages  of  oxygen. 
Induction  is  rapid  and  the  recovery  period  a 
short  one.  Adequate  oxygenation  greatly  reduces 
the  shock  of  the  operation,  insures  quiet  thoracic 
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examination,  and  minimizes  operative  trauma.  Cy- 
clopropane more  nearly  approaches  an  ideal  an- 
esthetic agent  for  intrathoracic  surgical  work  than 
any  we  have  ever  used. 

EXPLORATION 

Different  methods  of  opening  the  thoracic  cav- 
ity have  been  used.  For  lobectomy  and  for  many 
resections  of  the  entire  lung  we  prefer  a postero- 
lateral incision,  excising  one  rib  and  dividing  one 
rib  above  and  two  below  posterior  to  their 
angles.  This  approach  provides  better  access  to 
the  hilum  in  that  it  can  be  approached  from  any 
direction.  It  also  facilitates  mobilization  of  the 
lung.  The  posterior  wound  is  easier  to  manage 
post-operatively.  In  some  cases  an  anterior  ap- 
proach has  been  used  to  good  advantage. 

The  direct  inspection  and  palpation  of  the  hi- 
lum and  mediastinum  has  proved  to  be  a fairly 
accurate  way  to  finally  determine  the  presence 
of  an  extension  of  the  tumor  beyond  the  lung. 
In  our  series  of  forty-two  cases,  twenty  cases 
were  accepted  for  exploration. 

TABLE  III 

Primary  Carcinoma  of  Lung 
Clinical  Study  in  38  Cases 

No.  Cases 


1.  Metastasis  upon  clinical  examination 11 

2.  Rejected  on  account  poor  general  condition  4 

3.  Thoracic  exploration — metastasis  found 10 

4.  Bronchoscopic  fulguration  1 

5.  Lobectomy  2 

6.  Pneumonectomy  10 


In  ten  of  these  a mediastinal  extension  was 
found  and  the  operation  concluded.  In  the  other 
ten  cases  a pneumonectomy  was  performed.  One 
of  the  pneumonectomy  cases  was  found  to  have 
mediastinal  involvement  at  the  conclusion  of  the 
operation.  In  the  other  cases  subsequent  events 
have  demonstrated  that  our  decision  at  the  time 
of  exploration  regarding  metestasis  was  correct. 
Exploration,  per  se,  does  not  carry  a great  risk, 
there  being  but  one  death  in  our  series,  occurring 
in  one  of  the  earlier  cases  and  before  the  present 
method  of  handling  the  lung  and  exploring  the 
mediastinum  was  adopted.  The  dividing  of  four 
or  five  intercostal  nerves  is  of  value  in  relieving 
pain  if  there  has  been  an  extension  of  the  process 
into  the  chest  wall.  The  mobilization  of  the 
lung  often  reacts  beneficially  as  the  lung  is  per- 
mitted to  empty  itself  of  retained  secretions. 

Direct  implantation  of  radium  has  never  been 
employed  when  an  inoperable  lesion  has  been  dis- 
covered at  exploration.  It  is  generally  admitted 
that  most  primary  lung  carcinomas  are  highly 
radio  resistant.  Our  experience  in  deep  x-ray 
therapy  has  been  definitely  disappointing.  The 
reports  of  Edwards^^'*^  do  not  indicate  a sufficient 


increase  in  the  duration  of  life  to  warrant  the 
use  of  radium  directly  implanted  in  the  lung.  The 
dangers  of  puncturing  the  lung  in  many  places 
in  order  to  introduce  the  needles  seem  too  great. 

LOBECTOMY 

Small  peripheral  lesions,  well  aw’ay  from  the 
hilum,  may  be  treated  by  removing  a single  lobe. 
In  two  patients  in  our  series  a lobectomy  was 
thought  to  be  sufficient.  One  patient  died  nine 
months  later  of  mediastinal  extension.  There  are 
reports  in  the  literature  of  a few  cases  of  suc- 
cessful lobectomy  in  which  there  has  been  an  ap- 
parent cure.  Lobectomy  will  always  have  a lim- 
ited application  in  the  treatment  of  cancer  of  the 
lung  because  of  the  inability  to  dissect  the  glands 
of  the  mediastinum  and  to  resect  the  lobe  closer 
than  one  or  two  inches  from  the  hilum.  The  tech- 
nic used  in  lobectomy  is  similar  to  the  Brun- 
Shenstone  tourniquet  method.  The  one-stage  op- 
eration is  preferred.  Drainage  is  always  used 
by  inserting  a catheter  through  a trocar  puncture 
made  below  the  thoracotomy  opening.  This  per- 
mits the  wound  to  heal  by  primary  intention.  The 
space  created  by  the  removal  of  the  lobe  is  filled 
by  a compensatory  emphysematous  enlargement 
of  the  upper  lobe  and  by  the  elevation  of  the  dia- 
phragm. There  is  no  resulting  deformity  of  the 
chest  and  sufficient  pulmonary  tissue  remains  to 
permit  ordinary  activities. 

The  operation  of  lobectomy  has  been  performed 
in  25  patients  for  bronchiectasis  with  recovery  in 
twenty-two  (88  per  cent).  Lobectomy  has  been 
done  in  two  patients  for  carcinoma  of  the  lung 
with  operative  recoveries  in  both.  The  removal  of 
a single  lobe  of  the  lung  has  now  come  to  be  a 
standardized  operation  with  a risk  not  much 
greater  than  that  which  attends  resections  of  ab- 
dominal viscera. 

PNEUMONECTOMY 

Stem  bronchus  carcinoma  and  those  peripheral 
lesions  which  involve  more  than  one  lobe  will  re- 
([uire  the  removal  of  an  entire  lung.  Briefly,  the 
dissection  begins  at  the  hilum,  the  mediastinal 
pleura  is  opened  and  the  pulmonary  artery,  veins 
and  main  stem  bronchus  isolated  and  separated 
by  wiping  down  loose  areolar  tissue  which  sur- 
rounds them.  The  vessels  are  then  securely  lig- 
ated and  divided.  The  lung  is  then  attached 
solely  by  the  bronchus.  Traction  made  on  the 
lung  pulls  the  main  bronchus  and  trachea  into 
full  view.  The  bronchus  itself  is  then  divided 
proximal  to  the  growth.  The  end  of  the  bron- 
chus is  meticulously  closed  and  permitted  to  re- 
tract in  the  mediastinum.  The  remaining  lymph 
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glands  are  then  removed  and  the  mediastinal 
pleura  is  used  to  close  over  this  region.  The 
wound  is  closed  without  drainage.  During  the 
early  postoperative  period  a needle  is  inserted  into 
the  empty  pleural  space  and  pressure  readings 
taken.  Air  is  injected  or  withdrawn  as  indicated 
to  maintain  a normal  physiological  pressure  in 
this  space. 

The  fate  of  this  space  has  evoked  considerable 
discussion.  In  experimental  animals  (dogs)  the 
remaining  lung  undergoes  sufficient  compensa- 
tory emphysema  and  because  of  a very  mobile 
mediastinum  the  space  is  filled  by  the  marked 
shifting  of  the  remaining  contents  of  the  thoracic 


FIG.  V. 

Fig.  V.  Mrs.  E.  H.,  age  47.  Roentgenogram  of  chest  taken 
3 years  after  left  pneumonectomy.  Note  density  in  left  hemi- 
thorax.  The  heart  and  mediastinum  is  displaced  slightly  towards 
that  side.  The  patient  is  entirely  free  of  symptoms  and  is  able 
to  carry  out  all  ordinary  activities  without  respiratory  or  circu- 
latory symptoms.  An  electrocardiogram  is  normal.  The  vital 
capacity  is  1900  c.c. 

cavity.  In  humans,  and  especially  those  in  the 
cancer  bearing  age  group,  the  mediastinum  is 
less  yielding,  so  that  a shift  of  the  remaining  con- 
tents to  fill  the  space  is  not  so  complete.  Fluid 
pours  out  into  the  space  as  the  air  is  absorbed 
and  later  on  there  is  a coagulation  of  the  serum 
with  a resulting  formation  of  a semi-solid,  sero- 
fibrinous clot.  Patients  followed  for  over  three 
years  show  surprisingly  little  mediastinal  shift 
but  do  present  on  x-ray  a homogeneous  density 
in  the  space  from  which  the  lung  was  removed. 
(See  Fig.  a.)  Should  infection  take  place  in  the 
space,  catheter  drainage  can  be  used  followed  by 
thoracoplasty  to  close  the  space.  This  has  been 
necessary  in  one  case. 

We  have  performed  pneumonectomy  upon 
twelve  occasions,  two  for  suppurative  conditions. 


ten  for  malignancy.*  In  this  group  there  were 
eight  operative  recoveries,  the  two  suppurative 
cases  and  si.x  cancer  cases.  Two  of  the  cancer 
cases  have  since  died.  One  patient  died  a year 
after  operation  from  other  causes  and  autopsy 
failed  to  show  any  evidence  of  metastasis.  The 
second  case  died  six  months  after  operation,  ap- 
parently from  an  e.xtension  of  the  lesion. 

There  are  four  living  patients  who  originally 
had  primary  carcinoma  of  the  lung  in  whom 
pneumonectomy  was  performed : 

1.  Mrs.  A.  T.,  age  33.  Carcinoma,  right  main  stem 
bronchus.  Right  pneumonectomy  on  November  2, 
1933.  Living  3%  years  later.  Perfectly  well,  without 
evidence  of  metastasis. 

2.  Mrs.  E.  H.,  age  45.  Carcinoma,  left  main  stem 
bronchus.  Left  pneumonectomy  on  April  2,  1934.  Ex- 
amination three  years  after  operation  found  patient 
to  be  perfectly  well  and  experiencing  no  pulmonary 
symptoms.  Evidence  of  metastasis  could  not  be 
found. 

3.  Mr.  M.  G.,  age  45.  Carcinoma,  left  stem  bron- 
chus. (See  Fig.  5).  Left  pneumonectomy  in  April, 
1936.  Examination  one  year  after  operation  was  neg- 
ative. Patient  reported  slight  dyspnea  on  exertion. 

4.  Mrs.  T.  K.,  age  45.  Carcinoma,  left  stem  bron- 
chus. Lelt  pneumonectomy  on  January  6,  1937.  Upon 
examination  three  months  later  the  patient  reported 
no  pulmonary  symptoms  and  was  regaining  former 
strength  rapidly.  (See  Fig.  6). 


FIG.  VI. 

Fig.  VI.  Photograph  of  Mrs.  T.  K.  one  month  after  left 
pneumonectomy.  Note  primary  healing  of  wound  and  lack  of 
deformity.  Other  patients  are  now  living  as  long  as  3'/c  years 
after  operation. 

SUMMARY  AND  CONCLUSION 
Surgical  extirpation  of  a cancer  bearing  organ 
before  the  advent  of  metastasis  has  always  offer- 
ed and  offers  today  the  best  chance  for  cure.  Re- 
cent advances  in  anesthesia,  a better  understand- 
ing of  the  physiology  of  the  chest,  improvements 
in  surgical  technic  and  postoperative  care  have 

♦Since  this  article  was  submitted  for  publication  three  more 
patients  have  been  treated  successfully  by  pneumonectomy.  This 
makes  a total  of  fifteen  with  eleven  successful  cases. — R.  H.  O. 
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made  it  possible  to  excise  a single  pulmonary  lobe 
with  an  85  per  cent  chance  of  recovery,  and  to  ex- 
cise an  entire  lung  with  a 65  per  cent  chance  of 
recovery.  These  two  procedures  are  now  avail- 
able for  those  patients  suffering  with  primary  car- 
cinoma of  the  lung  in  which  metastasis  has  not 
taken  place. 

Early  diagnosis  is  essential.  We  should  real- 
ize that  an  early  warning  symptom,  unexplained 
cough,  is  usually  present,  and  further  investiga- 
tion should  follow.  All  patients  who  cough  or 
raise  blood  do  not  have  bronchitis  or  tuberculosis. 
The  roentgenogram  and  the  bronchoscope  are 
necessary  in  establishing  the  diagnosis..  Patients 
who  have  presumptive  evidence  or  proven  cancer 
should  be  explored  if  extension  of  the  process 
can  not  be  demonstrated.  Primary  carcinoma  of 
the  lung  need  not  be  a fatal  disease  and  cure  de- 
pends on  combined  efforts  in  first  suspicion,  sec- 
ond, early  recognition,  and  third,  in  surgical  treat- 
ment. 
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EARLY  PROGNOSIS  IN  PNEUMOCOCCUS  PNEUMONIA* 

W.  W.  WADDELL,  M.  D., 

Beatrice. 


The  experience  of  most  clinicians  has  led  them 
to  be  extremely  cautious  in  giving  a prognosis 
in  pneumococcus  pneumonia  unless  it  is  given 
late  in  the  disease.  At  an  early  stage  clinical  ap- 
pearances are  often  so  misleading  that  accurate 
prognosis  is  difficult. 

While  such  statements  are  likewise  true  of 
most  severe  infectious  diseases  the  problem  seems 
to  be  intensified  when  dealing  with  the  severe 
pneumonias.  Doubtless  every  man  who  practices 
medicine  has  had  patients  with  pneumonia  who 
did  not  appear  to  be  in  nearly  as  serious  straits 
as  many  another  he  has  seen,  rather  suddenly  “go 
bad”  on  the  fifth  or  sixth  day  of  the  disease  and 
die  in  spite  of  his  efforts  and  previous  reassur- 
ances to  the  family.  Such  experiences,  aside  from 
being  rather  embarrassing  and  leaving  one  with  a 
sense  of  futility,  stress  the  desirability  for  more 
trustworthy  criteria  for  prognosis  in  these  dis- 
eases. 

The  commonly  used  criteria  of  pulse  rate  and 
systolic  blood  pressure  relationships,  various  ir- 

•Presented  before  the  annual  meeting,  Nebraska  State  Medical 
Association,  Omaha,  May  11-13,  1937. 


regularities  of  pulse  rhythm  and  volume,  presence 
or  absence  of  delirium,  cyanosis,  icterus  and  tym- 
panites, the  extent  and  site  of  consolidation  in  the 
lung,  the  presence  of  pericarditis,  meningitis  and 
endocarditis,  the  level  of  the  white  blood  cell 
counts  with  relative  proportion  of  various  granu- 
locytes, the  type  of  pneumococcus  producing  the 
disease,  the  association  of  alcoholism,  nutritional 
deficiency,  advanced  age  and  preexisting  chronic 
disease  processes  are  all  of  value.  One  also  con- 
siders the  amount  of  faith  that  he  places  in 
the  therapy  he  administers.  The  difficulty  pres- 
ent with  the  use  of  many  of  the  unfavorable  signs 
is  their  relatively  late  and  sometimes  rapid  ap- 
pearance. 

In  any  consideration  of  the  pneumococcus 
pneumonias  certain  major  concepts  seem  to  pre- 
vail. The  knowledge  that  they  are  infections 
and  produce  the  major  number  of  their  dire  con- 
sequences as  the  result  of  toxicity  associated  with 
an  infection  rather  than  through  mechanical  ef- 
fects on  respiration  and  circulation  is  paramount. 
The  fact  that  they  are  a group  of  diseases  pro- 
duced by  some  thirty-two  etiological  agents  with 
individual  immunological  properties  is  also  im- 
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portant.  The  universal  recognition  of  the  neces- 
sity for  early  action  if  serum  therapy  is  to  be 
highly  successful  must  also  be  stressed.  This 
makes  a medical  emergency  of  such  pneumonias 
with  the  immediate  efforts  directed  toward  study. 
Sputum  typing  and  a blood  culture  should  be 
done  immediately.  If  the  patient  can  not  expec- 
torate sputum  other  procedures  such  as  lung 
puncture  or  aspiration  of  stomach  contents  in 
children  can  be  done  but  are  not  often  necessary. 
Positive  pneumococcus  blood  cultures  will  usually 
grow  out  in  twelve  to  eighteen  hours  in  suitable 
liquid  media  and,  if  positive,  the  typing  of  organ- 
isms from  culture  removes  the  necessity  for 
sputum.  There  may  be,  occasionally,  a mixed  in- 
fection in  the  lung  and  sputum  but  the  most  high- 
ly invasive  organisms  present  in  the  blood  is  the 
most  important  clinically. 

The  knowledge  of  the  type  of  organism  pro- 
ducing the  disease  affects  prognosis  in  several 
ways.  Most  important  is  that  it  demonstrates  the 
cases  in  which  effective  antisera  can  be  used.  If 
it  is  a type  for  which  effective  serum  is  available 
the  mortality  rate  is  very  materially  lowered  as 
evidenced  by  the  reports  of  Cecil,  Bullowa,  and 
Finland  and  his  coworkers,  among  others.  Cecil 
has  shown  a mortality  rate  of  only  five  per  cent 
in  a series  of  160  type  I cases  which  he  collected. 
These  patients  received  serum  in  the  first  twenty- 
four  hours  of  their  illness.  He  also  mentions 
Abernethy’s  series  of  twenty-five  cases  without 
a death  when  treated  in  the  first  day  of  their 
disease.  These  figures  illustrate  the  effect  that 
can  be  had  under  ideal  conditions.  Reports  by 
Bullowa  and  Finland  and  coworkers  demonstrate 
the  degree  of  efficacy  of  serum  therapy  for  types 
II,  VII,  and  VIII  infections. 

The  high  mortality  rate  and  hence,  the  serious 
prognostic  importance  associated  with  positive 
blood  cultures  when  no  serum  therapy  is  used  has 
been  mentioned  by  numerous  workers.  Eighty- 
five,  eighty-seven  and  sixty-six  per  cent  mortality 
rates  for  types  III,  II,  and  I infections  respective- 
ly illustrate  the  height  of  such  figures.  They  are 
variable  with  the  type  of  infection  and  even  from 
year  to  year  but  in  general  are  high  for  all  types. 
It  is  important  that  the  very  definite  association 
of  high  mortality  rate  with  blood  stream  inva- 
sion be  recognized  and  this  information  should  be 
regularly  obtained  in  any  patient  with  pneumo- 
coccus pneumonia.  It  is  further  of  importance 
that  early  in  pneumonia  the  presence  of  blood 
stream  invasion  may  be  the  only  finding  that  sug- 
gests the  severity  of  the  disease  at  that  time. 

Of  the  later  appearing  symptoms  and  signs 
customarily  associated  with  the  idea  of  a poor 


prognosis  many  are  the  direct  result  of  or  very 
closely  associated  with  bacteremia.  Metastatic 
localizations  such  as  pericarditis,  meningitis  and 
arthritis  usually  depend  upon  blood  stream  spread 
for  their  origin.  Low  total  white  blood  counts 
are  usually  considered  to  be  evidences  of  severe 
infection  and  were  usually  associated  with  bac- 
teremia in  a small  series  which  I have  seen. 
Many  of  the  other  signs  such  as  high  pulse  rate 
and  low  systolic  blood  pressure  and  icterus  are 
in  some  way  associated  with  a severe  infection 
but  not  so  closely  related  to  bacteremia.  Other 
existing  disease  naturally  affects  the  prognosis 
adversely  and  it  is  interesting  to  note  that  Cecil 
and  coworkers  found  a higher  incidence  of  bac- 
teremia in  the  group  past  fifty  years  of  age  with 
type  III  infection  which  showed  a higher  mor- 
tality rate. 

So  many  factors  other  than  the  type  of  organ- 
ism seem  to  affect  prognosis  that  the  knowledge 
of  type  alone  may  not  give  much  prognostic  in- 
formation in  any  single  patient.  Type  III  infec- 
tions are  considered  to  be  among  the  most  severe 
yet  the  coexisting  factors  seem  to  play  a large 
part  in  its  seriousness.  In  Cecil’s  series  type  III 
pneumonias  who  showed  no  coexisting  disease, 
had  a mortality  rate  of  only  32.1  per  cent,  where- 
as in  those  associated  with  chronic  disease  the 
death  rate  was  53.6  per  cent.  In  other  types  such 
as  type  II  infections  the  high  mortality  rate  is 
associated  with  a high  incidence  of  bacteremia. 
All  in  all  type  alone  seems  to  be  assuming  less 
prognostic  importance  in  pneumonias  unless  asso- 
ciated with  other  qualifying  information. 

The  question  can  easily  arise  as  to  how  much 
value  this  mass  of  high  and  low  mortality  rates 
means  in  any  individual  patient.  Differences 
which  are  small  probably  mean  very  little  but 
the  knowledge  that  a patient  has  eighty-five 
chances  out  of  one  hundred  of  not  getting  well 
unless  something  of  proven  value  is  done  to  alter 
the  situation  does  mean  something.  Such  strik- 
ing statistics  justify  a poor  prognosis  early  in 
pneumonia  in  any  bacteremic  case  unless  it  is  a 
type  for  which  effective  serum  is  available  and  is 
used  in  large  enough  doses  and  given  quickly. 
When  one  adds  the  other  factors  such  as  pre- 
existing disease  he  is  in  a position  to  be  right  in 
prognosis  as  often  as  he  can  be  in  many  situations 
in  medicine.  The  importance  to  prognosis  of  the 
presence  or  absence  of  bacteremia  can  not  be  over 
emphasized. 

At  this  point  it  may  be  well  to  pause  and  ask 
just  what  this  means  to  the  average  doctor  prac- 
tising with  limited  facilities  for  study.  The  only 
answer  can  be  that  most  physicians  who  have  a 
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microscope  available  can  be  taught  to  type  sputum 
by  the  Neufeld  method  and  that  some  culture 
media  and  an  incubator  can  be  had  and  used  in 
practically  any  place  equipped  with  electricity. 
Incubators  can  be  made  very  cheaply.  If  further 
studies  for  identification  of  organisms  obtained 
in  blood  culture  are  necessary  the  cultures  can  be 
sent  to  a well  equipped  laboratory.  Neufeld  typ- 
ing is  often  satisfactory  on  fresh  cultures  obtained 
from  liquid  media.  Colony  counts  may  be  de- 
sirable for  some  studies  but  for  practical  pur- 
poses cultures  in  liquid  media  are  sufficient. 

It  may  be  said  that  such  an  approach  is  far 
too  complicated  to  be  practical  and  universally 
applicable.  The  only  answer  to  such  an  attitude 
can  be  that  it  is  a matter  of  necessity.  Some 
time  and  effort  are  necessary  to  handle  many 
acute  surgical  problems  but  the  need  is  recognized 
and  the  means  used.  The  mortality  rate  in  un- 
treated acute  appendicitis  is  certainly  not  com- 
parable to  the  mortality  rate  in  type  I pneu- 
monia with  bacteremia  )'et  few  question  the  need 
for  as  accurate  diagnosis  as  possible  and  imme- 
diate surgery.  Another  point  of  interest  is  that, 
in  a patient  with  the  clinical  appearance  of  lobar 
pneumonia,  a diagnosis  is  not  made  unless  the  in- 
fecting organism  is  known.  It  is  comparable  to 
making  a diagnosis  of  inflammation  of  the  skin — 
it  might  be  erysipelas  and  it  might  be  erythema 
nodosum. 

In  summary  it  can  be  said  ( 1 ) that  the  most 
important  single  bit  of  information  in  early  pneu- 
mococcus pneumonia  is  the  presence  or  absence  of 
bacteremia  from  the  standpoint  of  prognosis;  (2) 
the  many  other  prognostic  criteria  are  of  value 
when  properly  corelated;  (3)  reasonably  proper 
study  of  patients  with  pneumococcus  pneumonia 
is  a matter  of  necessity  and  can  be  applied 
broadly. 

DISCUSSIONS 

DR.  GEORGE  W.  COVEY,  (Lincoln) ; This  paper  is 
very  concise  and  to  the  point  in  presenting  some  im- 
portant information  about  pneumonia.  Dr.  Waddell 
stressed  several  points  in  regard  to  pneumonia.  One 
is  if  we  do  not  do  anything  but  nurse  cases  of  pneu- 
monia, a large  number  of  them  would  get  well  in 
many  of  our  epidemics.  Consequently  when  we  do 
something  for  these  cases,  we  are  inclined  to  believe 
our  mortality  rate  has  been  markedly  induced  by 
whatever  it  was  we  did.  We  are  inclined  to  draw 
conclusions  from  a few  cases  which  happen  to  do 
well,  as  many  cases  of  pneumonia  do.  We  are  often 
mislead  by  trying  to  get  cheap  information  in  a short 
period  of  time  by  listening  to  detail  men  who  bring 
something  into  our  office  which  is  supposed  to  be 
the  latest  method  of  treating  pneumonia. 

One  of  the  points  to  remember  is  this:  If  we  would 
draw  our  information  about  the  treatment  of  pneu- 
monia from  reliable  sources  and  study  a long  series 
of  cases  so  that  it  might  be  relied  upon,  and  follow 
the  variations  in  these  series  over  a period  of  years. 


our  treatment  of  pneumonia  would  be  very  much 
superior  to  what  it  is  now. 

Dr.  Waddell  has  given  two  things  any  of  you  may 
do  to  help  in  the  diagnosis,  prognosis,  and  treatment 
of  a pneumonia  case.  Those  two  things  are  typing 
of  the  organism  present  and  the  prompt  use  of  serum, 
if  available;  and  the  other  is  a blood  culture. 

This  was  an  excellent  presentation  of  important 
points  in  a concise  manner.  Thank  you. 

DR.  W.  L.  ROSS,  (Omaha) : I have  nothing  but 
commendation  for  the  Doctor’s  most  excellent  pre- 
sentation, although  many  of  us  can  not  resort  to 
laboratory  methods  as  an  aid  for  a quick  diagnosis 
and  prognosis.  First  is  the  effect  of  pneumonia  and 
the  resulting  exudate  upon  the  function  of  the  lungs 
— namely,  the  destruction  of  the  air  cells.  The  whole 
object  of  the  lung-  structure  is  to  create  a place  of 
barter  for  the  giving  of  oxygen  in  exchange  for  car- 
bon dioxide.  In  any  infection,  the  capilliary  systemic 
arrangement  in  the  lungs  is  the  saame  as  in  any 
other  part  of  the  body. 

In  the  presence  of  infection,  there  is  an  inrush  of 
systemic  blood  carrying  an  immense  increase  in  poly- 
morphomuclear  leukocytes.  This  engorgement  causes 
an  increase  of  exudate  to  such  an  extent  that  the  air 
cells  are  destroyed  or  are  prevented  from  functioning. 
Therefore  one  of  the  most  important  prognostic  symp- 
toms is  to  judge  the  amount  of  secretion  in  the  lungs. 
This  is  a clinical  symptom  you  can  evaluate  at  the 
time.  What  can  be  done  at  the  bedside  to  stop  the 
rapid  multiplication  and  motility  of  the  pneumococcus, 
which  is  a lance-shaped  cicroorganism  that  travels 
rapidly? 

Dr.  Waddell  emphasized  one  bad  prognostic  symp- 
tom, namely  the  filling  of  the  blood  stream  with  the 
pneumococci.  You  can  eliminate  a certain  amount 
of  the  systemic  congestion  and  resulting  exudate  and 
pollution  of  the  blood  stream  by  a counter-irritant  on 
the  chest.  This  can  be  done  by  saturating  the  blood 
stream  with  the  essential  oil  of  black  mustard,  which 
is  the  strongest  antiseptic  known  to  the  profession, 
and  thereby  limit  the  motility  and  multiplication  of 
the  germs. 

If  you  apply  mustard  mixed  with  flaxseed  meal, 
over  a large  area  of  the  chest  and  allow  it  to  remain 
two  hours,  and  repeat  as  is  necessary,  you  will  create 
such  a counter-irritation  that  it  will  relieve  the  con- 
gestion which  takes  place  in  the  systemic  capillary 
area  of  the  lungs.  Meantime  you  have  done  every- 
thing possible  to  bring  blood  to  the  surface,  which 
quickly  absorbs  the  essential  oil  of  black  mustard, 
and  it  is  pumped  all  over  the  system,  particularly 
into  the  lungs.  This  stops  the  multiplication  of  the 
germs,  and,  as  a rule,  prevents  the  exudate. 

Pneumonia  is  an  emergency  disease.  It  demands 
quick  action — more  so  than  appendicitis.  How  will 
you  do  this?  Any  one  familiar  with  the  normal  res- 
piratory sounds  can  tell  whether  he  is  listening  to  a 
normal  sound  or  that  of  a bronchial  or  lobar  pneu- 
monia. Then  commence  the  mustard  applications  at 
once,  and  ten  times  out  of  fifteen,  you  prevent  the 
exudate.  Bedside  examinations  should  be  made  every 
two  to  four  hours  to  determine  whether  or  not  you 
are  really  getting  any  exudate,  the  amount  of  w'hich 
determines  the  prognosis. 

DR.  WADDELL,  (Closing):  In  the  first  place,  in 
considering  the  subject  of  pneumonia,  I tried  to  avoid 
its  controversial  aspects.  I took  as  a foregone  con- 
clusion, that  antipneumococcus  serum  was  of  great 
value.  The  numerous  studies  demonstrate  this. 

Next,  apparently  I was  not  very  successful  in  sell- 
ing my  point  in  doing  two  things:  That  typing  and 
taking  blood  culture  were  not  difficult  things.  They 
can  be  done  any  place.  Typing  is  simple,  in  spite 
of  the  recent  injunction  of  Benjamin  and  Blanken- 
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horn  that  we  might  be  ‘riding  to  a fall.’  It  requires 
nothing  more  than  fresh  sputum  and  specific  rabbit 
serum  and  methylene  blue,  and  practically  anybody 
can  be  taught  to  use  it.  We  may  slip  up  occasionally, 
but  that  does  not  mean  it  won’t  be  effective  in  gen- 
eral. I do  hope  I have  convinced  a few  that  these 
things  are  simple. 
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CERTAIN  FRACTURES,  BY  THE  USE  OF  BEADED  WIRE 
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Lincoln. 


The  value  of  internal  fixation  of  bone  frag- 
ments has  been  recognized  since  the  time  of  Hip- 
pocrates, who  stressed  the  importance  of  end-to- 
end  reduction  of  fractures  with  internal  fixation 
by  impingement  of  the  fractured  bone  ends  with 
one  another,  after  which  a splint  was  applied  to 
maintain  alignment.  The  application  of  these 
principles  still  remains  the  method  of  election  in 
the  treatment  of  fractures  when  all  of  the  fac- 
tors can  be  satisfied. 

Through  the  centuries,  until  the  era  of  aseptic 
surgery  and  the  roentgen  ray,  the  outstanding  ad- 
vances in  the  treatment  of  fractures  lay  in  the 
improvement  of  external  splinting  devices  in  posi- 
tions to  obtain  optimum  function  when  union  has 
taken  place.  A review  of  the  available  literature 
reveals  that  various  ventures  of  an  operative  na- 
ture were  indulged  in  sporadically  during  the  past 
two  or  three  centuries ; but  only  with  the  advent 
of  aseptic  surgery  has  open  operative  exposure 
and  fixation  of  bone  fragments  met  with  a meas- 
ure of  approval.  Even  with  our  present  under- 
standing of  asepsis,  surgical  “sallies”  into  the 
bones  of  the  extremities  are  not  to  be  attempted 
by  the  ordinary  operator  under  ordinary  circum- 
stances. The  surgeon  must  have  a complete  ana- 
tomical understanding  of  the  structures  and  their 
physiological  function,  and  the  highest  regard  and 
consideration  for  all  of  the  soft  tissues  he  touches 
and  traverses.  Further,  he  must  acquire  and 
tnaintain  the  most  meticulous  surgical  technique. 
Far  too  often  the  ambitious  operator  has  indis- 
criminately and  unnecessarily  slashed  through 
muscle  tissue,  ligated  important  circulation, 
clamped  and  even  severed  nerves,  to  accomplish 
' a good  anatomical  and  roentgen  internal  fixation 
' and  apposition  of  the  fragments  of  a fracture, 
with  a resulting  irreparable  soft  tissue  disability. 

\ 

I 


The  incision  approach  to  a fracture  is  of  far  more 
importance  than  is  generally  recognized,  and  bears 
a direct  relation  to  the  result. 

In  this  discussion  the  indication  for  internal 
fixation  in  the  treatment  of  fractures  implies  that 
it  is  a fracture  that  defies  the  ordinary  methods 
of  reduction,  and  would  prove  embarrassing  or 
disabling  if  allowed  to  heal  in  malposition.  It 
involves  an  open  operative  procedure.  If  satis- 
factory position  cannot  be  attained  or  maintained 
by  simple  methods  of  reduction  and  traction,  open 
operation  may  be  indicated.  Then,  if  by  open 
operation  the  fragments  cannot  be  impinged  and 
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Fig.  1.  Opposing  beaded  wires  fixed  in  cast  by  means  of 
tautening  bolts.  Fixation  is  secure  and  wires  are  readily,  re- 
moved when  union  has  occurred. 

held  in  position,  some  agent  for  internal  fixation 
may  be  considered. 

With  these  factors  in  mind  let  us  briefly  review 
the  various  methods  of  internal  fixation.  The 
subject  may  be  divided  into  two  main  groups: 
(a)  Direct  fixation  at  the  site  of  fracture  by 
manipulation  or  operation,  (b)  Distal  fixation  by 
means  of  pins,  ice-tongs,  or  wires,  applied  distal 
to  the  site  of  fracture.  The  classification  of  these 
groups  is  as  follows : 

I.  Direct  fixation 

1.  Impingement 

(a)  Closed 

(b)  Operative 
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2.  Screws  and  pegs 


3. 

Sutures 

(a) 

Absorbable 

(b) 

Non-absorbable 

4. 

Plating 

(a) 

Metal 

(b) 

Bone 

(c) 

Ivory 

5. 

Bands 

(a) 

Metal 

(b) 

Absorbable  material 

6.  Direct  leverage  and  hooks 

7.  Beaded  Wires 


II.  Distal  fixation 

1.  Pins 

2.  Ice  tongs 

3.  Tautening  beaded  wires  or  Kirschner 

wires. 

It  is  not  the  purpose  of  this  discussion  to  stress 
the  merits  or  shortcomings  of  these  various  meth- 
ods. Most  of  them  have,  or  have  had,  a very  def- 
inite place  in  the  treatment  of  fractures.  No  one 


of  the  wire  in  a plaster-of-Paris  cast  or  splint 
by  means  of  a tautening  bolt,  proved  a satisfac- 
tory means  of  eliminating  the  bow  ordinarily  es- 
sential to  the  technique ; thereby  making  the  pa- 
tient more  ambulatory  and  free  of  encumbrance. 
The  happy  results  achieved  with  this  procedure, 
the  absence  of  complications,  and  the  ease  of 
application  and  removal  of  these  wires,  led  us  to 
experiment  with  this  relatively  non-irritating  ma- 
terial as  a medium  of  direct  internal  fixation  of 
fractured  bones.  The  result  was  a stream-lined 
stainless  steel  bead  affixed,  or  welded,  on  wire, 
about  two-thirds' back  from  the  drill  end;  the 
bead  being  actually  egg-shaped,  the  large  end 
facing  the  drill  point.  When  drilled  into  bone 
fragments  the  large  end  will  rest  directly  against 
the  bone  cortex,  and  when  removed  the  small 
tapering  end  makes  an  easy  pass  back  through 


(a)  (b)  (c) 

FIG.  2. 

Fig.  2.  (a,  b,  c).  Spiral  fracture  of  femur.  Open  reduction  necessary.  Firm  fixation  maintained  by  opposing  beaded 
wires  which  were  readily  removed  when  union  had  occurred. 

method  is  applicable  in  every  instance.  There- 
fore, experience  and  good  surgical  judgment  is 
essential  in  the  selection  of  the  right  method  of 
internal  fixation  to  be  used  in  each  fracture. 

However,  the  following  factors  should  be  consid- 
ered in  selecting  the  type  of  internal  fixation  to 
be  used.  The  method  selected  should  be  that 
which : 

1.  Involves  the  least  amount  of  trauma  and  injury 
to  soft  tissue  and  bone. 

2.  Is  least  irritating  to  the  tissue  structures. 

3.  If  non-absorbable,  is  removable  with  the  least 
amount  of  injury  to  the  tissues  and  discomfort  to  the 
patient. 

4.  Is  stable  enough  to  prevent  deformity  during  the 
application  of  the  external  immobilizing  splint. 

The  use  of  tautening,  or  Kirschner  wire,  as  a 
means  of  applying  skeletal  traction,  has  been  prac- 
ticed in  our  clinic  for  some  years.  The  fixation 


the  tissues,  causing  little  or  no  damage.  The 
sliding  guides  of  the  ordinary  wire  drill  are  mod- 
ified by  increasing  the  diameter  of  the  opening 
sufficiently  to  allow  the  bead  to  pass  through 
them.  We  have  found  that  increasing  the  di- 
ameter of  the  drill  guide  does  not  interfere  with 
its  efficiency  when  used  for  drilling  ordinary  wire 
for  skeletal  traction. 

Our  original  conception  of  the  possibilities  for 
the  beaded  wire  was  that  its  usefulness  would  be 
limited  to  transfixing  the  over-lapping  fragments 
in  bone  shortening  operations,  and  as  a form  of 
internal  fixation  for  oblique  or  spiral  fractures 
after  they  had  been  brought  into  appropriate  ap- 
position and  alignment.  However,  we  have  found 
it  adaptable  to  certain  transverse  fractures  that 
seemed  to  defy  the  firm  impingement  of  the  bone 
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fragments.  In  some  comminuted  fractures  even 
three  wires  can  be  used.  In  many  cases  a single 
wire  drilled  at  an  opposing  angle  through  the 
fragments,  with  the  bead  against  the  fractured 
fragment  that  has  the  greatest  tendency  to  pull 
out  of  alignment,  has  given  adequate  fixation 
after  the  application  of  a tautening  bolt  against 
the  plaster  splint.  Also,  a single  beaded  wire 
drilled  distal  to  the  fracture  through  a fragment 
that  has  a tendency  to  pull  out  of  alignment  and 
is  difficult  to  bring  into  position  has  been  suc- 
cessfully used  to  pull  this  fragment  into  apposi- 
tion. In  fact,  we  have  found  numerous  [XDSsi- 
bilities  for  this  technique  that  originally  were  un- 
suspected. 

TECHNIQUE 

Once  alignment  and  apposition  has  been  ac- 
complished by  open  operative  procedure,  a beaded 


wire  is  drilled  through  the  fragments  until  the 
bead  rests  firmly  against  the  cortex,  the  drill  end 
puncturing  the  skin  on  the  opposite  side.  Anoth- 
er beaded  wire,  carefully  aimed  about  a half 
inch  below  or  above  the  first  wire,  whichever 
seems  more  appropriate,  is  passed  through  the 
fragments  in  the  opposite  direction,  the  puncture 
wound  allowing  it  to  traverse  the  soft  structures 
until  the  bead  lies  firmly  against  the  cortex  of 
the  bone  on  the  opposite  side.  A pull  in  op- 
posite directions  on  the  wires  against  the  beads 
will  firmly  hold  the  fragments  together,  this  be- 
ing in  the  nature  of  a push  and  pull,  or  lateral 
traction  and  counter-traction  affect.  This  is  ac- 
complished by  two  methods.  A tautening  bow 
is  put  on  one  wire.  On  the  side  which  has  the 
bead  against  the  bone  fragments  is  placed  the 
traction  and  counter-traction,  or  push  and  pull 


device,  which  consists  of  a slotted  plate  with  a 
curved  arm.  The  opposite  wire  is  slipped  into  a 
slot,  the  plate  resting  against  the  outer  portion 
of  the  wire-grasping  device  of  the  bow,  the  arm 
extending  to  the  opposite  side  of  this,  and  the 
grooved  ends  supporting  the  device  against  the 
wire.  Then  external  to  the  plate  is  placed  a 
tautening  bolt.  The  bolt  itself  is  fastened  tightly 
to  the  wire  by  a setscrew,  then  by  unscrewing 
the  nut,  pressure  is  made  against  the  plate,  pull- 
ing the  bead  of  the  one  wire  and  likewise,  by 
pressure  on  the  bow,  pushing  and  pulling  in  the 
opposite  direction  the  bead  of  the  other  wire, 
transfixing  the  fragments  firmly  together.  De- 
scribing this  procedure  is  extremely  difficult,  but 
with  the  help  of  the  illustrations  a clear  concep- 
tion of  the  method  can  be  obtained.  Too  much 
stress  cannot  be  placed  on  the  thorough  under- 


standing of  the  anatomical  relationship  of  the 
vessels,  nerves  and  other  important  soft  tissue 
structures  which  may  be  encountered  at  the  site 
of  fracture.  Improperly  placed  wires  might  re- 
sult in  serious  consequences  and  irreparable 
damage.  Such  important  structures  must  always 
be  avoided  in  the  application  of  wires,  whether 
for  skeletal  traction  or  internal  fixation.  The 
wound  is  closed  in  the  usual  manner,  collodion 
and  cotton  covering  the  puncture  wounds  of  the 
wires.  Dressings  and  sterile  sheet-wadding  pad- 
ding are  applied,  and  the  extremity  fixed  in  a 
plaster-of-Paris  cast  in  the  position  of  election 
for  optimum  function  and  healing.  Once  the  cast 
is  thoroughly  dry  this  apparatus  can  be  removed 
and  a simpler  type  of  push  and  pull,  lateral  trac- 
tion and  counter-traction,  may  be  applied  by 
means  of  tautening  bolts  on  each  wire  applied 


(a)  (b)  (c) 

FIG.  3. 

Fig.  3.  (a,  b,  c).  One  obliquely  placed  beaded  wire  often  supplies  adequate  fixation. 
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against  the  cast  on  the  opposite  sides  of  the  frac- 
ture from  the  head.  When  the  nuts  are  tightened 
the  same  lateral  traction  and  counter-traction  is 
accomplished.  The  ends  of  the  wires  can  then 
be  cut  off  or  turned  back  against  the  plaster-of 
Paris  cast  and  covered.  At  the  end  of  four  or 


(a)  (b) 

FIG.  4. 

Fig.  4.  (a).  Transverse  fracture  lower  end  of  femur  fixed 
by  two  beaded  wires. 

(b).  Beaded  wire  in  modified  drill  in  which  guide 
holes  are  enlarged  enough  to  allow  bead  to  pass. 

six  weeks  there  is  sufficient  callous  to  allow  the 
removal  of  the  wires.  This,  of  course,  is  per- 
formed under  rigid  aseptic  technique  through 
windows  in  the  cast  around  the  wires.  The  por- 
tion of  the  wire  opposite  the  bead  that  is  ex- 
posed through  the  skin  and  is  to  be  withdrawn 
through  the  bone  is  cut  off  close  to  the  skin, 
carefully  cleansed  with  iodine,  and  then  with- 
drawn. A small  alcohol  dressing  is  applied  and 
the  windows  in  the  cast  covered. 

Our  experience  with  beaded  wires  has  been 


most  satisfactory,  but  it  implies  an  open  operative 
reduction  of  the  fragments,  introduction  of 
foreign  material,  and  the  traversing  of  important 
soft  tissue  structures.  Therefore,  it  requires  more 
than  ordinary  appreciation  of  the  hazardous  pos- 
sibilities of  attempting  such  a procedure.  We 
cannot  enlighten  you  with  respect  to  the  com- 
plications because,  as  yet,  we  have  had  none  in 
our  relatively  small  series  of  cases.  However, 
our  enthusiasm  and  admiration  for  beaded  wires 
as  a form  of  internal  fixation  of  fractures  has  in- 
creased markedly  with  each  experience. 

SUMMARY 

1.  The  use  of  internal  fixation  in  the  treat- 
ment of  fractures  implies  an  open  operation,  ex- 
posure of  bone  fragments,  and  ultimate  anatom- 
ical reduction  of  the  fracture  before  the  internal 
fixation  is  applied. 

2.  Beaded  wires  drilled  through  the  fragments, 

with  lateral  traction  and  counter-traction,  have 
accomplished  adequate  internal  fixation.  I 

3.  In  the  hands  of  many  surgeons  who  have  i 

used  skeletal  traction,  taut  stainless  steel  wire  has  1 

proved  most  adequate  and  caused  very  little  ir-  [ 

ritation  or  degeneration  of  soft  tissue  or  bone  un- 
less placed  under  unusual  pull  or  torsion.  Our 
observations  have  been  similar  with  regard  to  the 
use  of  beaded  wires  for  internal  fixation. 

4.  In  the  application  of  beaded  wires  exten- 
sive dissections  are  unnecessary,  needing  only 
sufficient  exposure  to  align  the  fragments. 

5.  We  have  noted  no  interference  with  bone 
healing  or  callous  formation. 

6.  At  the  end  of  four  or  six  weeks,  when  the 
fragments  are  sufficiently  united,  the  beaded 
wires  are  removed  without  disturbing  the  im- 
mobilizing apparatus. 

7.  Beaded  wires  are  particularly  adaptable  for 
use  in  the  fractures  of  the  large  bones. 


A NEW  ERA  IN  ANESTHESIA* 

JOSEPH  WEINBERG,  M.  D., 
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Surgery  owes  much  to  the  recent  advances 
which  have  been  made  in  the  field  of  anesthesia. 
Technical  procedures  which  could  not  have  been 
considered  a few  years  ago  are  now  possible  be- 
cause of  improved  methods,  not  only  in  the  actual 
administration  of  the  anesthesia  but  also  in  the 
preanesthetic  and  postanesthetic  management. 
The  elevation  of  anesthesia  to  a scientific  special- 

*Presented  before  the  annual  meeting,  Nebraska  State  Medical 
Association,  Omaha,  May  11-13,  1937. 


ty  is  largely  due  to  the  organization  of  this  field 
by  medically  trained  anesthetists  who  are  devot- 
ing all  of  their  efforts  to  the  problems  of  anes- 
thesia. With  fundamental  principles  as  a basis, 
there  have  been  developed  newer  anesthetic  agents 
and  methods  which  safeguard  the  patient,  give 
him  a maximum  of  comfort  and  allow  the  surgeon 
to  work  with  greater  ease. 

Safety  and  comfort  are  by  no  means  synony- 
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moiis.  For  example,  it  is  comforting  to  the  pa- 
tient to  receive  a basal  anesthesia  before  going 
to  the  operating  room,  which  induces  narcosis 
and  makes  him  unaware  of  the  operating  sur- 
roundings. But,  if  the  preliminary  narcosis  re- 
duces the  vital  capacity  and  thus  diminishes  oxy- 
genation during  and  after  the  operation,  and 
keeps  the  patient  in  a state  of  dulled  conscious- 
ness so  that  he  easily  aspirates  foreign  substances 
into  the  lungs,  the  beneficial  effects  are  more 
than  overcome  by  the  dangers  of  the  procedure. 
If,  however,  the  basal  anesthesia  is  controlled  by 
measures  which  assure  adequate  oxygenation,  it 
will  have  the  advantage  of  allaying  fear,  increas- 
ing relaxation  and  producing  loss  of  perception. 

Unless  a careful  anesthesia  record  is  kept,  it 
is  difficult  to  determine  whether  accidents  occur- 
ring during  or  following  operation  are  due  to  or 
are  influenced  by  the  anesthesia.  There  should 
be  a detailed  record,  both  during  and  after  opera- 
tion, in  which  the  variations  in  circulation,  res- 
piration and  other  functions  are  noted.  At  the 
present  time  it  is  difficult,  and  often  impossible, 
to  determine  whether  accidents  occurring  during 
or  after  operation  are  due  to  the  anesthesia  or  to 
the  surgical  procedure  or  both.  There  must  be 
many  instances  in  which  anesthesia  is  blamed  for 
surgical  accidents,  and  also  many  instances  in 
which  ordinary  observation  will  give  no  clue  that 
anesthesia  is  the  cause  of  the  disaster. 

CARBON  DIOXIDE  ABSORPTION  TECHNIQUE 

The  particular  advance  in  anesthesia,  which  is 
perhaps  of  greater  importance  than  any  other  re- 
cent development,  is  the  method  of  carbon  diox- 
ide absorption  in  a closed  system.  By  means  of 
this  method,  in  which  the  patient  rebreaths  the 
exhaled  air,  there  is  assured  a warm,  moist,  at- 
mosphere which  is  not  irritating  and  which  al- 
lows no  loss  of  fluids  from  the  respiratory  tract. 
This  method  is  based  upon  an  understanding  of 
the  relationship  between  carbon  dioxide  and  oxy- 
gen in  respiration. 

Respiration  depends  mainly  upon  the  stimula- 
tion of  the  respiratory  center  by  carbon  dioxide 
which  accumulates  in  the  blood.  With  obstruc- 
tion to  respiration,  carbon  dioxide  accumulates  in 
greater  concentration  than  normal  and  causes 
hyperpnea  or  hyperventilation.  This  is  the  con- 
dition which  exists  if  respiration  is  obstructed  for 
not  more  than  one  or  two  minutes.  If  respira- 
tion is  arrested  for  over  two  minutes  there  will 
be  a depletion  of  the  reserve  oxygen  in  the  body 
and  consequently  in  the  region  of  the  respiratory 
center ; and  the  respiratory  center  will  no  longer 
respond  to  the  stimulus  of  accumulated  carbon 


dioxide.  In  this  state  of  anoxia,  or  deficiency  of 
tissue  oxygen,  it  is  necessary  to  force  oxygen  in- 
to the  lungs  to  supply  the  blood  and  body  tissues. 
When  this  is  done  the  respiratory  center  will 
again  be  stimulated  by  carbon  dioxide  and  hyper- 
ventilation will  follow. 

The  rapid  elimination  of  carbon  dioxide  by 
hyperventilation  reduces  the  respiratory  volume 
and  may  even  place  the  patient  in  a state  of 
apnoea  or  suspended  activity  of  the  lungs  for  a 
considerable  period  of  time.  This  technique  has 
been  made  use  of  where  activity  of  the  diaphragm 
interferes  with  operative  procedures. 

With  these  facts  in  mind  it  is  apparent  that 
any  method  which  will  allow  an  absolute  control 
of  the  volume  of  carbon  dioxide  is  an  important 
factor  in  anesthesia  administration,  more  partic- 
ularly with  the  inhalation  agents.  It  is  upon  this 
theory  that  the  carbon  dioxide  absorption  tech- 
nique is  based. 

This  method  had  its  inception  with  the  experi- 
ments of  Jackson  in  1915,  and  was  soon  adopted 
for  clinical  use  by  Ralph  Waters.  The  construc- 
tion of  the  closed  system  finally  developed  by 
Waters  and  in  general  use  today  consists  of  a 
carbon  dioxide  absorber  attached  between  the 
face  mask  and  the  rebreathing  bag.  The  anes- 
thetic gas  and  oxygen  are  administered  by  means 
of  a separate  tube  attached  to  the  face  mask. 
When  this  apparatus  is  air  tight,  sufficient  anes- 
thetic gas  is  released  into  the  system  to  produce 
the  degree  of  anesthesia  desired,  and  oxygen  is 
added  from  time  to  time  to  meet  the  metabolic 
requirements.  During  surgical  operations  there 
is  a minute  loss  of  anesthetic  agent  through  the 
porous  rubber  bag,  from  the  surgical  wound  and 
from  the  skin.  To  make  up  for  this  loss  and  also 
to  change  the  plane  of  anesthesia  from  time  to 
time,  gas  may  be  added  to  meet  the  requirements. 

The  carbon  dioxide  absorption  technique  per- 
mits speed  and  ease  of  control  of  the  tension  of 
gases  in  the  alveoli,  factors  which  are  essential 
for  good  inhalation  anesthesia.  The  oxygen  and 
carbon  dioxide  are  under  second  to  second  con- 
trol. The  body  fluids,  which  are  ordinarily  lost 
in  exhalation,  are  conserved,  and  warm  moist 
atmosphere  does  away  with  the  irritation  com- 
monly seen  with  the  open  method.  All  of  us  are 
familiar  with  the  laryngeal  spasm  seen  in  the 
first  and  second  stages  of  ether  anesthesia  admin- 
istered by  the  open  method.  This  is  especially 
noticeable  when  the  anesthesia  is  changed  from 
nitrous  oxide  induction  to  open  ether,  at  which 
time  the  laryngeal  spasm  induced  by  the  irritat- 
ing ether  causes  a temporary  cessation  of  respira- 
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tion.  This  produces  an  oxygen  deficiency  just 
as  surely  as  any  other  type  of  obstruction  and  is 
a distinctly  undesirable  reaction.  When  ether 
is  used  with  the  rebreathing  system  this  reaction 
does  not  occur,  as  the  ether  is  properly  warmed 
and  vaporized.  The  retention  of  water  vapor 
to  the  saturation  point  has  the  advantage  of  pre- 
venting loss  of  fluids  from  the  body  and  of  les- 
sening the  dangers  of  explosion  of  anesthetic- 
oxygen  mixtures.  The  greatest  advantage  of  the 
system  is  that  the  anesthetist  has  complete  con- 
trol of  the  degree  of  narcosis  at  all  times. 

SELECTION  OF  ANESTHESIA 

AVe  now  have  to  consider  the  factors  con- 
cerned in  the  selection  of  the  anesthetic.  An  ideal 
anesthetic  agent  may  be  defined  as  one  which 
completely  allays  pain,  allows  the  surgeon  to  work 
with  ease,  and  produces  no  harmful  effects  upon 
the  body.  Thus  far  there  is  no  agent  which  com- 
pletely fulfills  these  requirements. 

During  the  past  few  years  there  have  been  ad- 
vocated a number  of  new  anesthetic  agents  of 
the  non-volatile  or  fi.xed  dose  type,  whose  merit 
lies  principally  in  the  ease  of  administration,  the 
comfort  of  the  patient,  and  the  convenience  of 
the  surgeon.  Obviously  these  agents  are  not  un- 
der the  control  of  the  anesthetist  once  they  are 
administered,  and  with  few  exceptions  they  must 
be  considered  more  dangerous  than  inhalation 
agents  properly  administered. 

Considering  anesthesia  in  its  broader  aspect, 
on  the  basis  of  the  principles  which  have  already 
been  discussed,  it  would  seem  that  newer  inhala- 
tion agents  administered  by  refined  methods  per- 
mit induction  of  narcosis  with  a maximum  de- 
gree of  safety  and  comfort  to  the  patient.  Quot- 
ing Ralph  Waters,  “To  one  who  for  many  years 
has  been  concerned  with  the  study  of  anesthetic 
drugs,  non-volatile  by  injection  and  volatile  or 
gaseous  by  inhalation,  both  in  the  laboratory  and 
in  the  operating  room,  a greater  feeling  of  safety 
and  control  is  experienced  when  the  major  por- 
tion of  sensory  depression  is  being  produced  by 
drugs  which  enter  and  leave  the  patient’s  circula- 
tion under  second  to  second  control  through  the 
alveoli.” 

The  efficiency  of  inhalation  anesthetic  agents 
is  determined  by  the  ability  to  induce  surgical 
anesthesia  with  a safe  mixture  of  oxygen.  The 
reason  that  ether  has  remained  a popular  agent 
is  that  it  is  a 100%  anesthetic:  that  is,  it  will 
carry  the  patient  completely  through  the  surgical 
stage  with  an  adequate  supply  of  oxygen.  Thus 
it  has  a great  advantage  over  nitrous  oxide  which 


will  carry  the  patient  only  through  the  beginning 
of  surgical  anesthesia  with  a safe  mi.xture  of  oxy- 
gen. More  recently,  ethylene  has  entered  the 
field.  This  agent  possesses  several  advantages 
over  nitrous  oxide,  chief  of  which  is  its  greater 
potency  with  a safe  mixture  of  o.xygen.  It  is 
capable  of  carrying  anesthesia  slightly  beyond 
the  first  phase  of  the  surgical  stage,  a distinct  al- 
though very  moderate  advantage. 

CYCLOPROPANE 

Cyclopropane,  the  newest  agent  to  come  into 
general  use,  possesses  many  advantages  over  oth- 
er inhalation  agents.  Like  ether  it  is  a 100% 
anesthetic,  capable  of  carrying  anesthesia  through 
the  surgical  stage  with  a sufficient  o.xygen  mix- 
ture to  meet  the  metabolic  requirements.  Its 
greater  power  together  with  the  ease  of  its  in- 
duction without  discomfort  to  the  patient,  the 
quiet  breathing,  the  absence  of  irritability  to  lin- 
ing membranes  of  the  respirator}'  tract,  and  the 
relative  freedom  from  to.xic  action  on  the  liver 
and  kidneys,  are  the  most  important  advantages 
which  it  possesses. 

Because  of  the  quiet  respiration  and  the  ra- 
pidity of  induction  through  the  first  stages,  it  is 
necessary  that  it  be  administered  by  a trained  an- 
esthetist familiar  with  oxygen  needs  and  o.xygen- 
carbon  dio.xide  balance.  The  signs  which  are 
relied  upon  to  determine  the  stage  of  anesthesia 
with  other  agents  are  not  helpful  with  cyclopro- 
pane. It  has  few  signs  to  indicate  the  degree  of 
narcosis.  According  to  Romberger,  the  most  im- 
portant of  these  are  the  disappearance  of  the  lid 
reflex  at  the  end  of  induction,  and  the  disappear- 
ance of  eyeball  movement  at  the  end  of  moderate 
anesthesia.  Deep  anesthesia  is  controlled  by 
watching  the  rebreathing  bag  to  avoid  entering 
the  stage  of  respiratory  depression.  Waters 
states  that  cardiac  arrhythmia  is  one  of  the  most 
valuable  signs  in  warning  that  the  limit  of  toler- 
ance has  been  reached.  The  anesthetist  must  be 
ready  at  all  times  to  reduce  the  concentration  of 
the  agent  with  approaching  respiratory  depres- 
sion. It  must  be  kept  in  mind  that  respiratory 
paralysis  may  occur  in  the  presence  of  complete 
oxygenation  of  the  blood  and  tissues.  This  will 
not  offer  serious  difficulties  to  one  skilled  in  the 
administration  of  anesthesia,  but  may  be  a real 
handicap  to  the  superficially  trained  technician. 

The  induction  with  cyclopropane  is  passed 
through  rapidly,  thus  avoiding  the  delirium,  vom- 
iting and  laryngeal  spasm  which  are  often  asso- 
ciated with  the  first  and  second  stages  when  other 
agents  are  used.  There  are  no  severe  after  ef- 
fects which  are  serious  or  unpleasant  to  the  pa- 


Volume  22 
Number  11 


CYCLOPROPANE  ANESTHESIA:  DUNCAN 


421 


tient.  The  speedy  recovery,  almost  immediate 
with  removal  of  the  mask,  allows  early  cough  to 
clear  the  air  passages,  and  permits  early  body  ac- 
tivity, important  factors  in  preventing  aspiration 
and  thrombosis. 

The  operations  which  I have  performed  during 
the  past  year  with  the  aid  of  cyclopropane  have 
included  procedures  requiring  ideal  conditions  of 
anesthesia  for  their  success.  Among  these  may 
be  mentioned  partial  gastric  resection,  commin- 
uted fracture  of  the  femur  complicated  by  severe 
skull  fracture,  thoracoplasty  in  pulmonary  tuber- 
culosis, surgical  drainage  of  acute  empyema  in 
young  children,  and  thyroidectomy  in  the  pres- 
ence of  severe  thyrotoxicosis.  These  anesthesias 
were  administered  by  Dr.  B.  H.  Harms  and  Dr. 
J.  S.  McAvin.  In  all  of  these  cases  the  induc- 
tion was  free  from  unpleasant  symptoms,  there 
was  satisfactory  relaxation,  the  patients  appeared 
to  be  entirely  free  from  distressing  symptoms 
immediately  after  emergence,  and  there  were  no 
postoperative  complications.  In  these  respects 
the  anesthesia  shows  a superiority  over  all  others 
that  I have  had  experience  with.  It  must  be  re- 
membered, however,  that  the  anesthetic  agent  is 
only  one  factor  in  obtaining  the.se  favorable  re- 
sults, and  that  of  equal  importance  is  the  factor  of 
safe  administration  by  a skilled  anesthetist. 
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DISCUSSION 

DR.  RICHARD  H.  OVERHOLT,  (Boston):  This 
paper  has  covered  one  of  the  most  important  sub- 
jects under  discussion  in  relation  to  surgery.  Prob- 
ably more  patients  die  from  a poor  anesthetic  than 
from  poor  surgery.  A good  surgeon  will  have  his 
work  spoiled  by  a poor  anesthetic,  and  a poor  sur- 
geon may  meet  with  success  by  the  help  of  a good 
anesthetic. 


I spent  two  months  in  Europe  this  summer,  and 
was  interested  in  correlating  the  various  types  of  an- 
esthesia given  with  the  excellency  of  the  surgery. 
Certainly  the  anesthesia  in  England  was  superior  to 
anything  I saw  on  the  continent.  In  many  clinics 
the  continental  surgeon  was  struggling  with  untrained 
anesthetists.  A great  deal  of  local,  ether  and  some 
gas  anesthesia  was  used.  Breathing  was  not  quiet 
and  often  the  operation  was  made  more  difficult  or 
had  to  be  hastily  done  because  of  poor  anesthesia. 

Dr.  Weinberg  has  emphasized  the  dangers  which 
may  arise  during  the  period  of  operation.  We  have 
all  seen  the  poorly  anesthetized  patient  with  the  sur- 
geon waiting  for  him  to  quiet  down;  the  viscera  be- 
ing pushed  out  of  the  wound;  the  color  deepening, 
and  the  pulse  rising.  Many  of  the  alarming  symp- 
toms and  signs  are  due  to  a lack  of  oxygen  in  the 
tissues  during  the  period  of  time  necessary  to  com- 
plete the  operation. 

We  have  used  cyclopropane  in  the  thoracic  depart- 
ment in  our  Clinic  for  four  years.  Dr.  Lahey  has 
come  to  prefer  it  for  bad  risk  patients.  For  gastric 
resections,  the  anesthetic  can  be  given  with  an  intra- 
tracheal tube  so  that  the  patient  cannot  close  the 
glottis  and  force  out  the  viscera.  If  the  bad  cases  go 
through  the  operation  better  with  cyclopropane  than 
any  other,  why  not  use  it  for  good  cases?  It  has 
come  to  be  the  universal  anesthetic.  I have  taken 
it  myself  three  times.  It  is  a pleasant  drug  to  take. 
The  induction  is  rapid,  and  the  recovery  period  is  a 
matter  of  two  or  three  minutes. 

The  question  of  the  economic  side  comes  up.  If 
we  are  going  to  have  trained  anesthetists  and  have 
the  physicians  give  the  anesthetic,  it  means  that  part 
of  the  cost  of  medical  care  must  go  up.  I think  the 
surgeons  must  realize  part  of  their  fee  should  go  to 
the  anesthetist.  If  we  are  going  to  have  good  anes- 
thesia, we  must  pay  for  it.  There  must  be  an  adjust- 
ment of  charges  so  that  a young  man  will  be  inter- 
ested in  it  and  be  induced  to  take  it  up  as  a life 
work. 

Because  of  the  low  pay  of  the  anesthetists,  few  men 
have  gone  into  it.  We  need  men  with  strong  per- 
sonalities, who  will  not  be  dictated  to  by  the  surgeon, 
but  take  care  of  and  control  the  anesthesia  them- 
selves. Too  many  surgeons  dictate  to  the  anesthetist 
as  to  what  is  best  for  the  patient,  when  the  anes- 
thetist knows  best  the  type  of  anesthetic  that  par- 
ticular patient  should  have.  We  have  trained  physi- 
cian anesthetists.  They  prescribe  the  preoperative 
medication;  decide  the  best  type  of  anesthetic,  and 
administer  it,  carry  out  bronchoscopic  aspiration,  if 
necessary;  see  the  patient  back  to  the  room;  examine 
him  afterward,  and  are  responsible  for  his  well  being 
throughout  this  critical  time.  It  is  a great  relief  to 
the  surgeon,  and  safer  for  the  patient.  Because  of 
the  advances  being  made  in  anesthesia,  it  is  timely 
this  subject  should  be  brought  up. 


CYCLOPROPANE  ANESTHESIA  FROM  THE  STANDPOINT 
OF  THE  SURGEON* 

J.  W.  DUNCAN,  M.  D., 

Chief  of  Staff,  Douglas  County  Hospital, 

Omaha. 

From  the  Department  of  Surgery,  Creighton  University  School  of  Medicine, 


From  the  beginning  of  time  efforts  have  been 
made  to  allay  pain  and  suffering.  The  earliest 
consisted  merely  of  pressure  over  blood  vessels 
or  nerve  trunks.  Later  on  came  the  use  of  heat 


‘Read  before  the  Omaha-Douglas  County  Medical  Society, 
April  27,  1937. 


or  cold.  Still  later  the  benumbing  effects  of  large 
doses  of  alcohol  were  employed.  Sir  Astley 
Cooper  advised  that  patients  be  made  very  drunk 
for  the  reduction  of  fractures.  In  his  volume 
“Lectures  on  Surgery”  published  in  1839,  for  the 
reduction  of  hip  fracture  he  advised,  additionally. 
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that  the  patient  be  bled  to  the  extent  of  12  to  20 
oz.  or  even  more  if  he  be  very  robust,  that  he 
then  be  placed  in  a warm  bath  at  a temperature 
of  100,  gradually  increasing  the  heat  to  110  until 
he  fainted.  To  accelerate  the  faintness  he  gave 
one  grain  of  tartar  emetic  until  nausea  was  ex- 
cited. When  the  patient  had  fainted  he  was  re- 
moved from  the  bath  and  the  reduction  com- 
pleted. 

\’ery  probably  all  of  us  would  agree  that  such 
heroic  methods  would  produce  complete  relaxa- 
tion, if  not  anesthesia.  It  was  only  3 years  later, 
in  1842,  that  Crawford  Long  introduced  ether  as 
an  anesthetic  agent.  So  startingly  effective  was 
this  drug  and  so  generally  safe  was  it  in  most 
hands,  that  the  whole  subject  of  general  anes- 
thesia was  placidly  neglected  for  many  years. 
There  are  probably  several  reasons  why  ether  be- 
came, and  remained  for  several  decades,  in  our 
own  country  the  generally  employed  anesthetic. 
First,  ether  was  100%  effective,  that  is,  there 
were  no  failures  in  producing  anesthesia  if  enough 
of  the  drug  were  administered.  Second,  there 
was  a large  margin  of  safety.  Third,  perhaps 
the  most  important  of  all,  there  were  so  many 
new  and  unexplored  surgical  fields  opened  by 
anesthesia  that  the  attention  of  surgeons  was  fully 
occupied  in  their  development.  I think  that  the 
medical  schools  and  hospitals  were  also,  in  a 
large  measure,  responsible  for  the  long  neglect 
of  what  has  latterly  proved  to  be  a vigorous 
specialty.  Only  recently  have  medical  schools 
given  anesthesia  any  proper  place  in  the  curri- 
culum and  until  the  last  decade  most  hospitals 
provided  no  regularly  employed  anesthetists.  In- 
ternes were  used  to  a large  extent  to  give  ether 
and  occasionally  nitrous  oxide,  and  surgeons  were 
accustomed  to  rely  upon  the  poor  type  of  anes- 
thesia thus  provided. 

It  has  been  interesting  to  observe  the  develop- 
ment of  anesthesia.  It  came  slowly  at  first  be- 
cause nitrous  oxide,  the  only  gas  then  available, 
has  a low  margin  of  safety  and  is  thoroughly  un- 
satisfactory unless  very  expertly  given.  The 
earlier  machines  were  poorly  adapted  to  its  use 
and  there  were  many  fatalities  when  it  was  em- 
ployed for  general  surgical  anesthesia. 

About  15  years  ago  ethylene,  which,  I think, 
has  some  advantages  over  nitrous  oxide,  came  in- 
to use.  Now  after  a succession  of  more  or  less 
unsatisfactory  gases  arrives  cyclopropane  which, 
I believe,  provides  a better  gas  anesthesia  than 
any  here-to-fore  available. 

The  development  of  gas  anesthesia  has  not, 
however,  been  exclusive  to  that  of  other  methods. 


such  as  local,  block,  rectal,  spinal,  and  latest  per- 
haps, intravenous  barbiturates.  Now  the  surgeon 
has  a choice  of  many  different  methods  and  he 
may,  if  he  wishes,  combine  two  or  three  of  them 
in  any  one  case.  The  majority  of  surgeons  pre- 
fer, I believe,  for  major  work,  inhalation  or  gas 
anesthesia.  In  my  own  case  after  using  spinal 
very  extensively  for  4 or  5 years,  I find  I have 
largely  given  it  up  and  have  gone  back  to  inhala- 
tion anesthesia.  This  is  not  because  of  any  un- 
favorable result  with  spinal  block.  It  has  many 
advantages.  Certainly  it  gives  incomparable  re- 
laxation. But  it  must  be  evident  to  everyone  that 
a gas  in  the  lungs  is  more  easily  controllable  than 
any  anesthetic  solution  in  the  spinal  sac.  There  is 
the  added  advantage  that  with  general  anesthesia 
the  psychic  shock  is  eliminated,  though  I found 
it  possible  to  overcome  this  in  local  or  spinal 
anesthesia  by  the  proper  preoperative  use  of  bar- 
biturates. 

Anyone  who  reads  the  surgical  literature  that 
comes  to  his  hands,  has  his  interest  constantly 
stimulated  by  new  methods  and  new  drugs  for 
anesthesia.  A year  or  more  ago  Dr.  Harms  pro- 
posed that  we  run  a series  of  cases  under  cyclo- 
propane. Dr.  Harms  will  discuss  the  technic  of 
administration  and  the  chemistry  of  the  gas  in 
more  or  less  detail.  I desire  only  to  give  my  im- 
pressions of  the  gas  as  an  anesthetic  used  in  more 
than  100  cases  embracing  a wide  variety  of  surgi- 
cal operations,  chiefly  performed  by  Dr.  C.  J. 
Shramek  and  myself. 

OPERATIONS  PERFORMED  UNDER 
CYCLOPROPANE  ANESTHESIA 


Subtotal  Thyroidectomy  4 

Neck  Dissection  1 

Appendectomy  14 

Hernioplasty 

Fascial  Transplant  3 

Incisional  1 

Umbilical  1 

Inguinal  10 

Femoral  1 16 

Exploratory  Laparotomy  6 

Cholecystectomy  5 

Cholecystostomy  1 

Subtotal  Gastrectomy  1 

Gastro-Enterostomy  2 

Caecectomy  for  Malignancy 1 

Posterior  Resection  of  Rectum — 2nd  Stage 1 

Intercostal  Drainage  3 

Rib  Resection  for  Thoracic  Empyema 2 

Thoracoplasty 

1st  stage  2 

2nd  stage  2 4 

Biopsy  of  Tumor  of  Breast 2 

Drainage  of  Subdiaphragmatic  Abscess 1 

Torek  Operation  for  Undescended  Testicle 

2nd  stage  1 

Plastic  Repair  of  Hypospadias 1 

Amputation  of  leg — mid  thigh 1 

Biopsy  of  Cervical  Gland 1 

Nephrolithotomy  2 

Excision  of  Lipoma 1 
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Operation  for  Pelvic  Inflammatory  Disease 17 

Hysterectomy 

Subtotal  3 

Vaginal  1 4 

Dilatation  and  Curettage 7 

Bartholin  Abscess  3 

Biopsy  of  Cervix 2 

Oophorectomy  for  Malignant  Ovarian  Tumor 1 

Perineorrhaphy  1 

Cul  de  sac  Puncture 1 

Watkins'  Interposition  Operation 1 


108 

The  anesthetic  properties  of  cyclopropane  were 
discovered  a few  years  ago  by  Henderson  and 
Lucas  of  Toronto.  The  first  clinical  investiga- 
tion of  its  use  was  made  by  Waters  and  his  asso- 
ciates at  the  L'niversity  of  Wisconsin.  Chemical- 
ly this  gas  is  a cyclic  hydrocarbon  with  the 
formula  C 3 H G.  It  is  about  D/i  times  as  heavy 
as  air  and  sinks  to  the  floor  when  it  is  released. 
It  liquifies  at  a pressure  of  75  pounds  per  square 
inch  while  nitrous  o.xide  requires  800  pounds  and 
ethylene  1250  pounds  per  square  inch.  An  ounce 
of  the  liquid  makes  about  4 gallons  of  the  gas 
and  the  relatively  low  concentration  in  which  it 
is  used  makes  its  transport  and  handling  very 
easy.  Xo  large  or  heavy  tanks  are  required. 
When  cyclopropane  is  mixed  with  oxygen  it  is  in- 
flammable. The  average  anesthetic  mixture 
(15%  cyclopropane  to  85%  oxygen)  is  within 
the  explosive  range.  I have  not  concerned  my- 
self with  this  danger  in  the  operating  room  be- 
cause of  the  use  of  the  closed  circuit  breathing 
technic  in  the  cases  in  which  we  have  used  it. 

A very  desirable  feature  to  the  surgeon  is  the 
rapid  and  quiet  loss  of  consciousness.  The  gas 
is  absorbed  rapidly  from  the  lungs  and  the  pa- 
tient is  usually  asleep  within  one  or  two  minutes. 
I cannot  recall  in  any  of  our  cases  a failure  to 
get  a quick  and  relatively  quiet  induction.  A good 
many  of  the  patients  at  the  Douglas  County  Hos- 
pital, where  this  gas  was  used,  are  alcoholics  and 
would  have  been,  even  with  ether,  very  noisy  sub- 
jects I am  sure.  Children  usually  lose  conscious- 
ness in  2 or  3 breaths  and  ordinarily  do  not 
make  an  outcry  after  that.  While  there  is  rapid 
loss  of  consciousness  I observed  that  saturation 
and  maintenance  of  equilibrium  is  rather  slowly 
reached.  Using  the  rebreathing  technic,  after 
the  operation  had  begun  I noticed  that  Dr. 
Harms  often  continued  to  allow  gas  to  flow  for 
some  minutes  after  the  patient  was  fairly  well 
saturated.  When  relaxation  was  not  sufficient, 
if  a few  minutes  were  allowed  to  add  to  the 
amount  and  concentration  of  the  mixture,  sat- 
isfactory anesthesia  practically  always  developed. 
In  the  last  several  cases  the  anesthetic  has  been 
begun  some  little  time  before  the  operation  and 


we  have  rarely  had  any  difficulty  with  the  depth 
of  anesthesia.  Elimination  of  the  gas  seems  quite 
rapid.  I do  not  believe  that  patients  awaken 
quite  as  quickly  as  they  do  with  nitrous  oxide  or 
ethylene,  but  practically  always  they  are  awake  in 
two  or  three  minutes  after  the  mask  is  removed. 
Nearly  all  patients  retch  and  vomit  2 or  3 times 
but  this  ceases  before  they  are  off  the  operating 
table  and  there  has  been  no  late  or  delayed 
vomiting  in  these  cases  in  any  way  attributable 
to  the  anesthetic. 

The  gas  has  no  noticeable  odor  and  it  can  be 
used  a full  morning  in  the  operating  theater 
without  discomfort  to  any  of  the  senses.  In 
spite  of  the  explosiveness  of  the  anesthetic  mi.x- 
tures  of  the  gas,  I have  frequently  used  electric 
or  actual  cautery  during  its  employment.  This  is, 
after  all,  a small  hazard  if  the  closed  circuit  is 
employed  as  it  was  in  all  our  cases.  The  gas  in 
anesthetic  mixtures  is  not  irritating  to  the 
respiratory  passages  and  it  does  not  become  so 
except  in  a concentration  of  50%  or  more  which, 
of  course,  is  never  used  in  anesthesia. 

No  small  number  of  our  cases  were  emer- 
gencies with  the  usual  percentage  of  upper 
respiratory  infections.  There  was  rarely  any 
cough  during  induction  and  while  I have  no 
statistical  evidence,  I am  quite  sure  there  was  no 
unusual  number  of  pulmonary  complications.  In 
a report  upon  the  use  of  the  gas  by  Schmidt  and 
Waters  at  the  L’niversity  of  Wisconsin,  there 
was  noted  a difference  of  38%  of  post  operative 
pneumonia  in  favor  of  cyclopropane  anesthesia 
as  compared  with  the  same  number  of  other 
anesthetics,  and  a difference  of  64%  in  post 
operative  deaths  from  pneumonia  in  favor  of 
cyclopropane  anesthesia.  This  report  embraces 
2200  cases,  quite  a large  enough  group  to  make 
the  statistics  carry  great  weight  coming  from 
such  sources. 

I think  however,  in  view  of  the  varying  and 
irreconcilable  data  as  to  the  cause  and  sequence 
of  post  operative  pulmonary  complications,  one 
may  entertain  any  opinion  he  wishes  on  the  sub- 
ject. My  own  is,  that  such  complications  are 
usually  embolic  in  origin  and  that  any  well  ad- 
ministered inhalation  anesthesia  has  little  to  do 
with  their  development.  It  is  a matter  of  gen- 
eral knowledge  that  quite  as  many  serious  pul- 
monary complications  follow  spinal  anesthesia  as 
with  other  types.  This  has  been  certainly  my  ex- 
perience. There  is  also  evidence  that  the  number 
of  post  operative  pulmonary  complications  may  be 
much  reduced  by  endotracheal  technic  suggesting 
that  aspiration  and  hypo  ventilation  may  be  an  im- 
portant factor  in  their  development. 
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Probably  the  most  noticeable  thing  about  cyclo- 
propane anesthesia  is  the  quiet  breathing.  Anyone 
accustomed  to  the  stertor  and  grunt  of  nitrous 
oxide  or  ethylene,  and  often  ether  anesthesia  will 
at  first  be  alarmed  by  the  regular  shallow  rythym 
of  the  patient  under  this  gas.  Those  of  you  who 
were  present  when  Dr.  Overholt  spoke  to  this 
society  3 or  4 years  ago,  in  a discussion  of  the 
use  of  cyclopropane  in  thoracic  surgery,  will  re- 
member he  commented  upon  the  long  periods  of 
apnoea  often  obtained  with  this  gas.  With  this 
in  mind,  we  were  not  nearly  so  much  worried 
with  the  slow  and  shallow  respiration  as  we  might 
have  been  otherwise.  This  slow,  shallow  breath- 
ing is  particularly  noticeable  when  large  preoper- 
ative doses  of  barbiturates  and  morphine  are  giv- 
en. Practically  all  the  cases  in  which  we  used 
the  gas  had  Yz  grain  of  morphine  and  lp2  gr.  of 
nembutal  preoperatively.  One  or  two  had  evipal 
intravenously.  Those  who  have  used  any  of  the 
barbiturates  intravenously  as  an  induction  anes- 
thesia, know  that  it  is  possible  to  depress  the  res- 
piration sufficiently  to  make  it  difficult  to  get 
adequate  surgical  anesthesia,  the  patient  not 
breathing  deeply  enough  to  absorb  the  gas.  I 
have  found  that  a half  ampule  of  coramine  added 
to  the  evipal  given  intravenously  acts  somewhat 
as  a respiratory  stimulant.  We  did  not  find  it 
necessary  to  use  coramine  in  any  of  this  series. 
Neither  was  carbon  dioxide  used  as  a respiratory 
stimulant  while  the  gas  was  being  given.  In 
one  of  my  cases  artificial  respiration  was  used 
for  one  or  two  minutes.  As  our  experience  grew 
in  the  use  of  the  gas  I was  no  more  concerned 
with  the  breathing  than  with  any  other  type 
of  anesthesia.  It  is  well  to  keep  in  mind,  how- 
ever, that  all  experimental  workers  with  this  gas 
who  gave  it  in  fatal  doses  to  animals  found  that 
respiration  ceased  long  before  circulation  failed. 
The  quiet  and  shallow  respiration  is  often  a boon 
to  the  surgeon  and  in  upper  abdominal  and  in 
thoracic  work  it  is  one  of  the  chief  recommenda- 
tions of  the  gas,  I believe.  It  will  be  noted  that 
in  this  series  of  cases  there  were  two  2 stage 
thoracoplasties,  one  by  Dr.  Weinberg  and  one  by 
myself.  Anyone  who  has  done  this  operation  un- 
der gas  anaesthesia  will  testify  to  the  aid  that 
the  quiet  easy  respiration  and  good  oxygenation 
offers  the  surgeon.  The  thoracoplasties  in  this 
case  were  done  for  pulmonary  tuberculosis.  They 
made  a very  satisfactory  convalescence  and  spoke 
highly  of  the  anesthesia. 

As  a whole,  I found  the  gas  very  satisfactory 
for  upper  abdominal  work — partly  because  of  the 
quiet  respiration,  and  partly  because  of  the  gen- 
erally quite  satisfactory  relaxation.  On  this  mat- 


ter of  relaxation,  an  extremely  important  one  to 
the  abdominal  surgeon,  I would  place  the  gas 
somewhere  between  ethylene  which  I formerly 
used  extensively,  and  ether,  probably  closer  to 
ether.  Difficult  gallbladder  operations  and  a 
stomach  resection  were  quite  satisfactorily  com- 
pelted.  I can’t  remember  that  in  any  case  it  was 
necessary  to  resort  to  ether.  Most  everyone  will 
agree  that  there  is  an  occasional  case  in  which 
even  ether  gives  poor  relaxation.  Short,  fat, 
high  diaphragmed,  thick  necked  individuals  con- 
tinue to  give  surgeons  and  anesthetists  much  dif- 
ficulty. They  are  a problem  yet  unsolved  so  far 
as  satisfactory  anesthesia  is  concerned.  Lately 
Dr.  Harms  has  been  using  the  Magill  endotracheal 
tube,  which,  I am  sure,  has  aided  in  ventilation 
and  relaxation. 

The  gas  has  no  effect  on  liver  function  as  near- 
ly as  I know,  and  I have  not  hesitated  to  use  it 
in  those  cases  in  which  I felt  that  liver  function 
might  be  disturbed. 

In  a few  of  these  difficult  cases,  at  my  sug- 
gestion, the  gas  was  pushed  to  beyond  the  limits 
both  as  to  amount  and  concentration  that  the  an- 
esthetist desired  to  use.  I did  not  feel  that  the 
relaxation  was  materially  increased  and  there  de- 
veloped marked  pulse  irregularity  and  blood  pres- 
sure alterations.  Both  of  these  disappeared  as 
quickly  as  the  amount  and  concentration  of  the 
gas  were  reduced  with  apparently  no  bad  after 
effect.  I believe,  however,  that  the  effect  of  deep 
cyclopropane  anesthesia  on  the  heart  needs  fur- 
ther investigation  especially  when  it  is  known  that 
fatal  ventricular  fibrillation  has  been  produced  by 
high  concentration  of  the  gas  in  dogs.  For  lower 
abdominal  work  and  pelvic  surgery  the  gas  is 
ideal  and  I have  never  in  these  cases  had  any 
difficulty  in  securing  proper  relaxation.  There 
are  also,  in  this  series,  two  kidney  cases  in  which 
it  proved  very  satisfactory,  the  quiet  respiration 
being  very  helpful. 

The  gas  has  been  highly  recommended  in  hy- 
perthyroidism. I have  not  used  it  in  a sufficient- 
ly large  number  of  cases  of  goiter  to  have  an 
opinion  as  to  its  value.  I believe,  however,  that 
a combination  of  local  and  one  of  the  gases  which 
gives  analgesia  such  as  light  nitrous  oxide  or 
ethylene  is  quite  satisfactory. 

I have  the  distinct  impression,  though  no  def- 
inite evidence,  that  there  is  increased  bleeding  at 
least  for  a time  after  induction  with  cyclopro- 
pane, just  as  there  seems  to  be  with  either  nitrous 
oxide  or  ethylene.  Dr.  C.  J.  Shramek  who  has 
used  it  in  a considerable  number  of  these  cases 
has  the  same  opinion.  He,  for  a time,  took 
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clotting  and  bleeding  time  upon  patients  before 
and  after  induction.  No  difference  in  either  was 
noted,  however.  Recently  I used  it  in  a rather 
difficult  appendectomy  at  St.  Joseph’s  Hospital 
and  the  bleeding  seemed  to  be  much  more  marked 
than  is  ordinarily  encountered. 

I have  never  been  able  to  accustom  myself  to 
the  anoxemia  and  cyanosis  that  is  an  accompani- 
ment of  nitrous  oxide  anesthesia  and  which  oc- 
curs to  a lesser  extent  with  ethylene.  To  me  this 
has  always  appeared  to  represent  an  interference 
with  the  vital  function  of  free  oxygenation  of  the 
blood.  The  high  percentage  of  oxygen  used  with 
cyclopropane  gives  a pink,  well  aerated  appear- 
ance to  the  patient  that  is  a source  of  satisfaction 
to  both  surgeon  and  anesthetist.  It  also  makes 
the  use  of  the  gas  very  helpful  in  patients  suffei- 
ing  from  anemia  with  consequent  decreased  oxy- 
gen carrying  capacity  of  the  blood. 

The  cost  of  anesthesia  with  cyclopropane  is 
lower  than  that  of  any  other  gas.  At  an  early 
time  in  our  use  of  it.  Dr.  Harms  figured  it  at 
52  cents  an  hour.  With  increased  experience  I 
am  quite  sure  that  this  cost  has  been  reduced.  One 
published  estimation  is  as  low  as  30  cents  an  hour. 
Dr.  Shramek  has  estimated  its  cost  at  about  that 
of  ether  in  a large  series  of  cases,  and  its  many 
advantages  over  this  drug  need  not  be  stressed. 
In  brief,  it  may  be  said  to  be  a very  economical 
general  anesthetic. 

Finally,  though  Dr.  Harms  has  dwelt  upon  it. 


it  will  do  no  harm  for  me  to  mention  that  cyclo- 
propane is  a gas  of  great  power  and  rapidity  of 
action.  In  the  hands  of  those  who  think  of  gas 
anesthesia  in  the  terms  of  the  weaker  gases,  ni- 
trous ozide  and  ethylene,  it  is  apt  to  be  dangerous. 
Warning  with  these  gases  will  come  in  the  signs 
of  insufficient  oxygenation,  but  with  cyclopro- 
pane drastic  overdosage  may  take  place  in  the 
presence  of  abundant  oxygen.  Abrupt  cessation 
of  breathing  may  take  place  and  there  should  al- 
ways be  kept  in  mind  the  possibility  of  the  dele- 
terious effects  of  the  gas  upon  the  heart  muscle. 

In  practically  all  our  cases,  indeed  in  all  of  the 
earlier  ones,  frequent  reports  on  the  pulse  rate, 
blood  pressure  and  respiration  were  made  to  Dr. 
Harms  by  Dr  Roucek  who  assisted  in  the  anes- 
thesia. Those  who  have  had  experience  with  the 
gas  reiterate  that  a patient  may  pass  from  one 
stage  of  anesthesia  to  another  with  such  rapidity 
that  the  successive  stages  are  not  recognizable  and 
respiratory  paralysis  abruptly  take  place. 

I believe  that  cyclopropane  is  a much  more  sat- 
isfactory anesthetic  gas  than  either  nitrous  oxide 
or  ethylene.  In  experienced  hands  it  is  safe  and 
more  nearly  approaches  ether  than  any  of  the 
general  anesthetics  now  commonly  employed.  It 
is  satisfactory  for  the  great  majority  of  general 
surgical  work.  I have  no  doubt  that  the  contin- 
ued interest  in  the  specialty  of  anesthesia  will 
bring  to  us  another  and  a better  gaseous  anes- 
thetic than  the  best  w’e  now  have  which,  I believe, 
is  cyclopropane. 


CYCLOPROPANE  ANESTHESIA  FROM  THE  STANDPOINT 
OF  AN  ANESTHETIST* 

B.  H.  HARMS, 

Fellow  International  College  of  Anesthetists, 

Omaha. 


In  these  days  of  rapid  advancement  in  the  sci- 
ence of  anesthesia,  anesthetic  agents  must  meet 
certain  basic  principles  in  order  to  be  acceptable 
as  proper  agents  for  human  anesthesia.  Not  the 
least  of  these  are  the  basic  laws  of  physiological 
surgery.  The  law  is  briefly  stated  by  Morris,  as 
follows : 

In  this<^\  the  fourth  or  physiological  era  of 
surgery,  the  principles  are  to  maintain  the  normal 
resistance  of  the  patient,  turning  him  over  to  his 
leukocytes  and  antibodies  as  soon  as  we  can  do 
so,  a short  period  of  anesthesia  and  the  least 
amount  of  surgical  battle  that  will  suffice. 

To  this  law,  cyclopropane  can  subscribe  100%. 

1.  It  does  not  lower  the  resistance  of  the  patient. 

♦Read  before  the  Omaha-Douglas  County  Medical  Society, 
April  27,  1937. 


2.  It  does  not  interfere  with  the  leukocytes  and 
antibodies. 

3.  Recovery  from  anesthesia  is  rapid  and  prompt. 

To  put  the  matter  into  different  words,  these 
gentlemen  from  the  Lahey  Clinic  (Sise,  Wood- 
bridge,  Eversole)  state  the  case  as  follows: 

Whenever(2)  a surgeon  wants  to  operate  under 
an  anesthesia  that  carries  a high  oxygen  supply 
(85%),  produces  a considerable  degree  of  relax- 
ation; permits  quiet  breathing,  offers  speed  of 
induction  and  recovery ; harms  no  organ  and  stops 
no  functions,  he  may  call  for  cyclopropane. 

To  Dr.  Ralph  Waters  must  be  given  the  credit 
for  two  outstanding  contributions  to  scientific 
anesthesia,  first  the  soda-lime  absorption  method 
for  inhalation  anesthesia  (now  about  15  years 
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old)  and  second,  the  pioneer  work  with  Dr.  Er- 
win Schmidt  in  perfecting  cyclopropane  for 
human  anesthesia. 

I therefore  point  out  to  you  in  this  next  chart 
No.  1 the  method  of  producing  cyclopropane  anes- 
thesia and  some  of  the  principles  of  the  soda-lime 
absorption  method. 

To  a tight^^)  fitting  face  inhaler  is  attached  a 
rebreathing  bag  and  between  the  two  is  placed  a 
cannister  of  soda-lime.  As  the  inhaler  is  placed 
on  the  face,  oxygen  is  permitted  to  flow  rapidly 


CHART  1. 

Chart  1.  Diagrammatic  drawing  of  respiratory  tract  enlarged 
by  anaesthetic  mask  in  airtight  contact  with  face  and  the  soda 
lime  absorber  and  breathing  bag. 

from  the  apparatus  to  comfortably  fill  the  rubber 
bag  at  the  same  time  cyclopropane  is  permitted 
to  flow  in  at  the  rate  of  700  c.c.  per  minute  for 
from  one  to  three  minutes,  at  which  time  it  is 
completely  shut  off  and  the  patient  permitted  to 
breathe  this  mixture  for  two  or  three  minutes  to 
produce  anesthesia.  At  the  end  of  this  time,  the 
bag  should  be  comfortably  full  of  the  mixture 
and  the  oxygen  is  set  to  flow  continuously  at 
200  to  450  c.c.  per  minute  which  represents  the 
amount  of  oxygen  required  by  the  patient  for  his 
metabolic  need,  this  amount  is  quickly  determined 
by  the  rate  at  which  the  oxygen  is  consumed  from 
the  bag.  When  more  anesthetic  is  required,  it  is 
permitted  to  flow  from  the  machine  and  if  the 
mixture  is  too  rich,  the  oxygen  is  permitted  to 
flow  more  rapidly  to  dilute  it.  As  the  patient  ex- 
hales, the  mixture  passed  through  the  soda-lime 
and  the  carbon-di-oxide  is  absorbed,  and  as  new 
oxygen  is  continuously  added,  no  part  of  the  mix- 
ture is  lost.  Theoretically,  if  the  system  is  tight, 
there  would  be  no  need  to  add  additional  anes- 
thetic but  because  some  anesthetic  is  lost  through 
the  rubber  bag,  some  through  the  skin  and  some 
through  the  wound,  more  must  be  added.  This 
amount  must  be  supply  from  the  machine,  and  on 


the  average  amounts  to  one-twelfth  gallon  or  ^ 
minute  flow  at  700  c.c.  per  minute  of  cyclopro- 
pane every  five  minutes.  In  other  words,  a gal- 
lon of  cyclopropane  will  on  the  average  maintain 
anesthesia  for  approximately  an  hour  after  anes- 
thesia is  once  established.  This  closed  or  soda- 
lime  absorption  method  for  inhalation  anesthesia 
is  the  only  method  which  is  so  far  practical  for 
use  of  cyclopropane  in  clinical  surgery,  and  I 
wish  to  point  out  a few  of  the  desirable  features 
of  this  method. 

CARBON-DI-OXIDE  BALANCE 

The  normal  patient  breathing  air  which  con- 
tains .04  carbon  dioxide  will  accumulate  5 to  5.5 
carbon  dioxide  in  the  pulmonary  alveoli  from 
which  mixture  the  brain  receives  the  normal 
amount  of  carbon  dioxide  for  the  normal  stimu- 
lation of  the  centers  of  respiration.  The  expired 
air  at  the  lips  normally  contains  4%  carbon  di- 
oxide. Numerous  tests  with  this  system  (soda- 
lime)  show  that  the  average  mixture  at  the  phar- 
ynx contains  3.5  to  6%  carbon  dioxide,  and  at  the 
lips  2.5  to  4%  carbon  dioxide  and  after  passing 
through  the  soda-lime  and  into  the  rebreathing 
bag,  0 to  .02  carbon  dioxide.  Between  the  phar- 
ynx and  the  soda-lime  cannister,  we  have  a dead 
space  filled  with  the  exhaled  gas  which  does  not 
come  in  contact  with  the  soda-lime  and  conse- 
quently does  not  lose  its  carbon  dioxide.  This 
amount  is  usually  about  350  c.c.  and  from  this 
gas  which  is  reinhaled,  the  lungs  maintain  the 
normal  amount  of  carbon  dioxide  for  the  normal 
stimulation  of  the  brain  centers  of  respiration.  So 
I point  out  to  you  at  this  time  the  fact  that  by  this 
method  of  anesthesia  we  maintain  what  is  known 
as  the  carbon-di-oxide  balance  of  the  , system. 

TEMPERATURE 

As  the  patient  inhales  and  exhales  this  mixture 
in  this  closed  circuit,  body  heat  is  not  lost  through 
exhalation. 

By  this  closed  method,  this  temperature  is  fur- 
ther augmented  by  the  chemical  action  of  the 
soda-lime  and  the  carbon-dioxide  which  may 
reach  the  temperature  of  40  degrees  Centigrade 
at  the  cannister. 

Breathing  a cold  dry  atmosphere  is  known  to 
result  in  irritation  of  respiratory  membranes,  to 
stimulate  respiration,  and  tend  to  decrease  body 
temperatures  and  increase  perspiration. 

The  conservation  of  this  body  heat  and  energy 
is  a factor  in  many  sick  patients. 

HUMIDITY 

Before  the  apparatus  is  used  for  anesthesia,  the 
rubber  rebreathing  bag  is  detached  and  washed 
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out  with  water.  The  inside  of  the  bag  is  then 
wet  when  it  is  again  attached  to  the  cannister, 
this  moisture  from  the  bag  together  with  the 
moisture  from  the  exhaled  breath  soon  create 
within  this  system  a humidity  of  about  100%. 

As  the  patient  inliales  and  exhales  this  mixture 
in  this  closed  circuit,  body  moisture  is  not  lost 
through  exhalation.  This  loss  of  body  moisture 
by  the  open  or  semi-open  method  of  anesthesia 
has  been  estimated  by  Connell  to  equal  150  to  200 
small  calories  of  energy  per  minute. 

This  humidity  as  I will  show  on  my  next  slide 
is  a factor  in  preventing  the  formation  of  an  elec- 
tric static  spark  which,  in  the  past  has  been  the 
cause  of  many  explosions  of  anesthetic  mixtures. 

Before  leaving  this  chart,  and  having  in  mind 
some  of  the  postoperative  lung  complications 
which  follow  operations,  let  me  point  out  how 
kind  this  method  is  to  the  respiratory  tissues  as 
compared  with  the  open  or  semi-open  methods  ot 
gas  and  ether  anesthesia. 

Here  we  do  not  use  atropine  in  our  preopera- 
tive medication  to  dry  up  the  respiratory  tract  be- 
cause cyclopropane  does  not  stimulate  the  flow 
of  saliva  and  other  secretions  to  any  marked  de- 
gree, and  the  inspired  gas  mixture  is  warm,  moist 
and  non-irritating  to  the  respiratory  tract. 

Contrast  this  with  the  usual  procedure  of  first 
drying  out  the  respiratory  tract  with  atropine  un- 
til the  secretions  are  hard,  dry  and  sticky,  then 
causing  a patient  to  inhale  a gas  or  ether  which 
chills  the  patient  and  causes  loss  of  body  heat 
with  a gradual  but  sure  loss  of  carbon  dioxide 
and  body  energy,  and  then  w’onder  why  you  have 
a lung  complication.  Sure!}"  a lung  will  take  care 
of  a large  amount  of  a thin  watery  fluid  much 
better  than  it  will  those  hard,  dry  and  sticky  sub- 
stances which  are  so  hard  to  expell. 

And  in  all  this  discussion,  I recognize  that  the 
anesthetic  is  not  the  only  problem  in  these  post- 
operative lung  complications. 

FLAMMABILITY 

Chart  No.  2.  This  chart  which  is  from  the  Re- 
search Laboratory  of  The  Ohio  Chemical  Manu- 
facturing Company shows  the  flammability 

CHART  2. 

Flammability  Limits — Pei-  Cent  by  Volume. 

Atmos-  Low-  Up- 

Anesthetic  phere  er  per  Authority 

Ether  Air  1.8  2.5.9  .Tones  & Kennedy 

Ethylene  Air  3.0  28. G .Tones  & Kennedy 

Cyclopropane  Air  3.0  8.5  Buchman  & Warden 

Ethylene  Oxygen  3.1  79.9  .Tones  & Kennedy 

Cyclopropane  Oxygen  2.5  50.0  Buchman  & Warden 

M.  A.  Buchman,  B.  S.,  and  C.  H.  Warden,  Jr.,  Ph.  B. 

Research  Laboratory,  The  Ohio  Chemical  & 
Manufacturing  Co.,  Cleveland,  Ohio. 


limits  of  cyclopropane  in  comparison  with  the 
limits  of  other  anesthetics,  and  in  view  of  the  fact 
that  there  will  be  no  static  electricity  in  an  at- 
mosphere with  a humidity  over  54%,  we  are  not 
worried  about  any  explosion  from  the  inside  of 
the  apparatus,  nor  from  the  outside  where  it 
would  be  impossible  to  have  a 3%  mixture  in  the 
air  even  with  a large  leak.  Even  so,  no  careless- 
ness should  be  permitted  in  the  way  of  open 
flames,  smoking  or  the  use  of  high  frequency 
equipment  and  electrical  cauteries. 

POTENCY 

Chart  No.  3.  Waters,  Guedel  and  others  have 
shown  that  if  ether  is  100%  potent  without  oxy- 
gen want,  then  nitrous  oxide  is  25%  potent, 

to  ao  3o  ^ Jb  6t>  To  ao 


Arthur  E.  Guedel,  Anaesthesia  and  Analgesia,  July-August,  1936. 

Chart  3.  This  illustrates  the  various  depts  of  anesthesia  at- 
tainable with  nitrous  oxid  and  ethylene,  from  various  metabolic 
starting  points  ; and  the  effect  of  various  starting  points  upon 
the  amount  of  ether,  vinyl  oxid,  chloroform  and  cyclopropane 
required  to  produce  a given  degree  of  anesthesia. 

(A)  Depth  of  anesthesia  with  nitrous  oxid  from  metabolic 
starting  points  of : 

A — 1 35  calories. 

A — 2 40  calories. 

A — 3 48  calories. 

(B)  Depth  of  anesthesia  with  ethylene  from  the  metabolic 
starting  points  of : 

B — 1 35  calories. 

B — 2 40  calories. 

B — 3 48  calories. 

(C)  Expressing  the  necessity  for  the  increased  amount  of 
ether,  chloroform,  vinyl  oxid,  and  cyclopropane  required  for  a 
given  degree  of  anesthesia,  from  the  metabolic  starting  points 
of : 

C — 1 35  calories. 

C — 2 40  calories. 

C — 3 48  calories. 

ethylene  40%  potent  and  cyclopropane  90% 
potent,  all  without  oxygen  want.  And  in  this 
chart  No.  3 by  GuedeB®\  he  has  shown  that  cy- 
clopropane can  produce  anesthesia  by  its  own 
anesthetic  properties  and  without  oxygen  want  to 
the  lower  border  of  2nd  ])lane,  3rd  stage  anes- 
thesia which  is  the  extreme  limits  of  all  inhala- 
tion anesthetics. 

If  the  surgeon  will  compare  the  relaxation  af- 
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forded  by  cyclopropane  anesthesia  with  that  of 
ether  anesthesia  and  not  of  spinal  anesthesia,  and 
look  well  to  his  clear  air-way,  using  an  inter- 
tracheal  tube  if  necessary,  he  will  be  impressed 
the  longer  he  works  with  cyclopropane  with  the 
remarkable  relaxation  that  this  anesthetic  will 
give  him.  In  our  early  cases  at  the  Douglas 
County  Hospital,  we  had  some  trouble  with  the 
relaxation  but  in  no  case  did  we  resort  to  ether, 
and  I am  quite  sure  that  my  surgeons  will  agree 
with  me  when  I say  that  the  longer  we  work  to- 
gether, the  less  trouble  do  we  have  with  lack  of 
relaxation. 


SIGNS  AND  PHASES  OP  CYCLOPROPANE 
ANESTHESIA 

To  the  surgeon  who  is  in  the  habit  of  supervis- 
ing his  ether  anesthesia  spilled  in  a haphazard 
manner  on  a gauze  mask  from  his  position  at  the 
abdomen,  or  to  the  technician,  or  once  in  a while 
anesthetist,  the  lack  of  stimulated  respiration,  the 
lack  of  color  change,  and  the  lack  of  pupil  dila- 
tation in  deep  anesthesia  will  perhaps  be  very  con- 
fusing. But  to  the  expert  anesthetist  who  has 
always  determined  each  separate  plane  of  anes- 
thesia without  these  signs,  and  who  has  a sense  of 
time  and  amount  in  handling  an  inhalation  anes- 
thetic which  requires  second  to  second  controls, 
and  may  have  given  nitrous  oxide-oxygen  by  the 
old  Gatch  method  before  we  had  the  soda-lime  to 
take  care  of  the  exhaled  carbon  dioxide  which 
gave  him  a knowledge  of  carbon  dioxide  stimula- 
tion, cyclopropane  will  not  be  confusing. 

Chart  No.  4.  On  this  chart  Dr.  Romberger<®> 
shows  how  the  eye  signs  and  the  respiration  fol- 
low one  another  from  the  induction  to  oblitera- 


Signe  & Phases  Cyclopropane  Anesthesia 

Anake 


Induction 


Bespiration 


Obliterative  narcosis 


CHART  4. 


Chart  4.  On  this  chart  Dr.  Romberger(6)  shows  how  the  eye 
signs  and  the  respiration  follow  one  another  from  the  induction 
to  obliterative  narcosis,  and  how  stimulated  respiration,  color 
changes,  and  pupil  changes  are  not  of  any  value  in  determining 
the  plane  of  anesthesia  with  Cyclopropane. 


tive  narcosis,  and  how  stimulated  respiration,  col- 
or changes  and  pupil  changes  are  not  of  any  value 
in  determining  the  plane  of  anesthesia  with  cyclo- 
propane. 

Since  the  anesthetic  is  primarily  instituted  for 
the  well-being  of  the  patient,  a word  should  be 
said  for  the  sick. 

Cyclopropane  anesthesia  is  directly  indicated  in 
those  conditions  which  are  the  gravest  risks  for 
operations. 

In  anemics  it  does  not  increase  the  blood  dys- 
crasia  and  the  vital  oxygen  need  can  be  adequate- 
ly met. 

Blood  pressure  can  be  maintained  in  cardiacs 
and  the  operative  procedure  made  a rest  period 
instead  of  an  exhausting  ordeal. 

Toxemias  are  not  exaggerated. 

In  diabetics,  diet,  insulin  and  cyclopropane  are 
the  essentials,  in  preventing  postoperative  coma. 
In  these  cases,  cyclopropane  anesthesia  is  indicat- 
ed because  it  does  not  increase  the  conversion  of 
liver  glycogen  nor  hamper  the  kidney’s  excretion 
of  sugar,  acetone  or  diacetic  acid. 

Cyclopropane  is  particularly  indicated  in  the 
weak  and  the  debilitated  in  the  pulmonary,  cardiac 
and  nephritic  complications ; in  the  anemic  from 
old  age  or  recent  hemorrhages  in  the  inflamma- 
tory states  and  in  old  age. 

The  contribution  of  carbon  dioxide  absorption 
for  anesthetic  mixtures,  and  complete  rebreathing, 
represents  a real  advance  in  the  efforts  to  admin- 
ister inhalation  anesthesia  without  physiological 
disturbances,  but  it  offers  no  substitute  for  lack 
of  knowledge,  experience  and  skill  of  the  person 
using  it. 
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DISCUSSION 

DR.  CHAS.  J.  SHRAMEK,  (Omaha):  During  the 
course  of  operation  under  cyclopropane  anesthesia, 
it  seems  evident  that  there  is  an  unusual  amount  of 
oozing  and  hemorrhage.  This  seemed  very  notice- 
able and  attracted  our  attention,  so  that  an  investi- 
gation of  the  literature  as  well  as  a group  of  this 
series  was  made.  We  found  that  in  investigating 
the  literature  there  was  an  impression  among  many 
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that  there  is  an  increased  oozing  from  the  cut  skin 
and  stripped  muscle. 

Dr.  John  Urner  at  the  Minneapolis  General  Hos- 
pital kept  an  accurate  record  of  blood  loss  in  his 
obstetrical  cases  for  the  last  six  veal's.  He  found 
that  the  percentage  of  blood  loss  was  about  the  same 
with  cyclopropane  as  with  ether,  ethylene  and  ni- 
trous oxide. 

Dr.  Ralph  T.  Knight  of  Minneapolis,  Minnesota, 
noticed  considerable  oozing  in  one  case  under  cyclo- 
propane, which  disappeared  at  once  when  a shift  was 
made  to  nitrous  oxide  and  reappeared  on  the  resump- 
tion of  cyclopropane.  In  no  cases  did  he  consider 
it  a real  hindrance. 

There  are  those  who  believe  that  the  anesthetic 
should  not  be  given  in  the  type  of  case,  where  ex- 
treme loss  of  blood  is  anticipated. 

In  a small  group  of  this  series,  bleeding  and  clot- 
ting time  was  done  before,  and  at  different  times 
during  the  operation.  In  no  case  were  alterations 
found. 

I believe  that  this  impression  of  increased  bleeding 
is  possibly  psychic  or  maybe  false,  inasmuch  as  the 
blood  in  cyclopropane  anesthetized  individuals,  is  ex- 
tremely pink  in  color  due  to  the  high  percentage 
(SO'%)  of  oxygen  given  with  the  gas,  in  comparison 
with  the  atmospheric  oxygen  taken  in  with  ether 
anesthesia,  and  the  low  percentage  of  oxygen  given 
with  nitrous  oxide  and  ethelene. 

In  two  cases  of  this  series  we  were  of  the  opinion 
that  shock  during  operation  may  have  been  brought 
on  by  excessive  bleeding.  A few  words  about  the 
postoperative  findings:  In  the  elimination  of  this 
drug,  recovery  is  rapid  without  excitement  or  other 
undesirable  sequelae.  Recovery  is  however,  some- 
what slower  than  that  of  ethylene  or  nitrous  oxide. 

Because  the  recovery  is  rapid  without  excitement 
or  undesirable  sequelae,  many  hours  of  postoperative 
nursing  cases  can  be  saved.  This  should  possibly 


be  taken  into  account  when  estimating  the  cost  of 
gas. 

We  cannot  attach  real  value  to  the  postoperative 
findings  in  so  small  a series  of  cases  as  these,  yet  we 
may  mention  and  compare  some  of  them  with  those 
of  larger  series. 

1.  Nausea  and  vomiting  in  this  group  of  cases, 
was  unusually  small.  In  Dr.  Rowbotham's  large 
series,  he  finds  that  nausea  and  vomiting  is  less  than 
with  ether,  and  more  than  with  nitrous  oxide  and 
ethelene. 

There  are  those  who  believe  that  early  nausea  and 
vomiting  are  due  to  the  irritating  qualities  of  the 
anesthetic,  but,  I believe,  we  must  take  into  consid- 
eration, operative  manipulation  of  organs,  the  length 
of  the  operation,  the  amount  of  gas  consumed, 
psychic  condition  of  patient,  postoperative  care,  etc. 

2.  There  were  no  anesthetic  deaths  in  this  series. 
A good  percentage  of  the  cases  were  of  the  advanced 
type.  Many  were  not  hospitalized  soon  enough; 
others  with  acute  diseases,  cachetic  emaciated,  half 
starved,  made  poor  risks.  Too,  none  who  possibly 
needed  it,  received  special  nursing  care. 

3.  Postoperative  pneumonia — one  case — compared 
with  Schmidt  and  Waters’  .26%  with  cyclopropane 
and  .64%  with  other  agents  in  2,200  cases. 

4.  Disturbances  of  bladder  function  and  gaseous 
distention  were  not  observed.  Schmidt  and  Waters 
report  bladder  function  less  disturbed,  a fewer  num- 
ber of  patients  required  catheterization. 

As  far  as  I am  able  to  ascertain  from  recent  lit- 
erature the  drug  has  no  deleterious  affect  on  liver  or 
kidney  and  causes  no  impairment  of  their  function. 

In  conclusion,  I feel  that  this  gas  should  be  used 
cautiously  over  a period  of  time.  I too,  believe  that 
it  is  the  gas  anesthetic  of  choice.  Certainly  from 
the  patient’s  standpoint  of  comfort  and  after  effect, 
it  is  very  desirable. 


PERSISTENT  ENLARGED  THYMUS  GLAND— CASE  REPORT 

JOHN  C.  EAGAN,  M.  D., 

Madison. 


I desire  to  report  the  following  case  because 
of  its  apparent  rarity  and  clinical  significance. 

White  female,  age  1 month.  Date,  February  20,  1937. 

Chief  complaints  as  told  by  parents:  Attacks  of 
choking,  difficult  breathing,  loss  of  consciousness  and 
change  of  color  about  her  mouth. 

Present  illness:  Patient  seen  at  home  shortly  after 
first  attack  was  over.  History  obtained  from  parents. 
Baby  well  until  about  twenty-four  hours  before  Initial 
attack,  at  that  time  she  seemed  to  have  a cold  in  her 
head,  her  nose  seemed  to  be  full  but  no  cough  was 
noted  nor  was  there  any  change  in  breathing.  About 
3:00  a.  m.  on  the  above  date  the  baby  began  to  choke, 
breathing  became  difficult,  breathing  ceased,  the  baby 
became  limp,  head  drooped,  and  some  blueness  was 
noted  about  her  mouth  and  tips  of  her  ears.  In  a 
short  time  she  started  to  breathe  and  breathing  while 
labored  was  regular.  Shortly  after  this  some  mucus 
was  vomited.  Her  temperature  was  99.4  rectally. 
Pulse  84.  Color  remained  bluish  about  her  mouth  and 
ears  for  about  ten  minutes.  Her  breathing  was  char- 
acterized by  a crowing  noise  that  continued  until  the 
final  treatment  was  given.  On  February  21  she  had 
another  severe  attack  about  7:00  p.  m.  lasting  3 min- 
utes, after  which  attack  breathing  continued  to  be 
of  a crowing  character.  On  February  22  she  had  but 
two  light  attacks  and  at  neither  time  did  breathing 
cease.  On  February  23  she  had  a good  day,  only  one 
light  attack  noted,  crowing  breathing  noted  at  times. 


On  February  24  she  had  an  attack  at  7:00  p.  m.  and 
another  attack  at  7:30  p.  m.  Baby  taken  to  hospital 
and  x-ray  plate  of  chest  showed  a marked  increased 
density  in  the  upper  substernal  area  with  the  mass 
projecting  into  the  upper  right  lung  field.  After  three 
plates  were  taken  the  baby  spent  a good  night  and 
had  several  good  days  until  February  27  when  she 
had  another  severe  attack  during  which  time  the  dif- 
ficult breathing  lasted  three  hours.  The  following  day 
the  patient  was  taken  to  Omaha  and  treated  by  Dr. 
James  F.  Kelly  using  x-ray.  The  baby  was  free  from 
attacks  for  a week  and  on  March  7 she  had  another 
attack,  quite  severe.  She  was  taken  to  Omaha  again 
and  given  another  treatment  by  Dr.  Kelly.  Following 
this  treatment  the  baby  had  no  attacks  until  March  22, 
although  at  times  she  was  fussy  and  breathing  seemed 
impaired  especially  after  nursing  and  the  crowing 
continued  to  be  present.  She  received  her  third  treat- 
ment on  March  23.  The  baby  was  again  treated  on 
April  3 following  several  days  during  which  time  the 
parents  felt  that  the  baby’s  breathing  had  been  crow- 
ing more  marked  than  before.  On  April  5 another 
x-ray  of  her  chest  showed  a marked  diminution  in 
the  size  of  the  mass  in  her  upper  chest  area.  The 
baby  gained  weight  and  was  free  from  attacks,  the 
crowing  noise  became  less  until  June  4 when  she  be- 
gan to  vomit  and  some  crowing  was  noted.  She  had 
her  fifth  treatment  on  June  6.  Since  her  last  treat- 
ment she  has  developed  nicely  and  her  weight  at 
present  is  16V^  pounds. 
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ENLARGED  THYMUS  GLAND:  EAGAN 


Nebr.  S.  M.  Jour. 
November,  1937 


Past  history:  Normal  delivery  para  2,  position 

L.  O.  P.  labor  lasted  12  hours.  Cried  spontaneously. 
No  anomalies  noted  at  time  of  birth.  Birth  weight 
7 lbs.,  8 oz.  INIother  and  father  in  good  health.  No 
history  of  chorea  nor  epilepsy  in  either  family. 

Physical  examination:  Well  nourished  white  female 
infant,  weight  9 lbs.  5 oz.  Head  normal  shape,  no 
bulging  of  fontaneles.  Eyes  clear,  pupils  large,  equal 
and  regular.  Nose  seemed  full  of  mucus.  Oral  cav- 
ity negative.  Chest  breath  sounds  impaired  above 
5th  rib  on  right  side.  Resonance  impaired  over  the 
same  area.  No  rales.  Left  lung  negative.  Heart 
rate  rapid,  beat  full  and  the  rhythm  was  regular.  Ab- 
domen was  distended  at  time  of  attack.  No  patho- 
logical reflexes  present. 

Treatment: 

1.  X-ray  technique  consisted  of: 


3-  1-37 

5 M.A. 

Time 

4 

min. 

R.  Units 

120 

3-  7-37 

5 M.A. 

Time 

5 

min. 

R.  L'nits 

150 

3-22-37 

5 M.A. 

Time 

5 

min. 

R.  Units 

150 

4-  3-37 

5 M.A. 

Time 

5 

min. 

R.  Units 

150 

6-  6-37 

5 M.A. 

Time 

5 

min. 

R.  Units 

150 

2.  Breast  feedings  on  four  hour  schedule. 

3.  Calcium  lactate  grs.  4 T.  I.  D.  was  given  in  water. 

4.  Super  D.  Cod  liver  oil  gutta  5 T.  I.  D. 

5.  Sun  baths  over  chest  and  back  thirty  minutes 
daily. 

fi.  The  mother  was  given  calcium  lactate  grs.  15 
T.  I.  D. 

7.  The  calcium  and  cod  liver  oil  was  increased  on 
.\pril  17. 

8.  Fruit  juices  and  vegetables  started  third  month. 


FIG.  1. 

Fig.  1 — X-ray  plate  taken  Feb.  24  showing  marked  increased 
density  in  upper  substernal  area  with  mass  projecting  into  upper 
right  lung  field. 


Laboratory  findings: 

February  21,  1937:  Hbg.  95%  (Tallquist) 
R.  B.  C.  4,800,000 


W.B.C.  6,500 

Differential 

Polymorphonuclear  leucocytes  64% 

Lymphocytes  31% 

Monocytes  1% 

Eosinophils  4%. 


Diagnosis:  Persistent  Enlarged  Thymus  Gland. 


FIG.  2. 

Fig.  2 — X-ray  plate  taken  April  5 showing  a marked  diminu- 
tion in  the  size  of  the  mass  in  the  upper  chest  area. 


DISCUSSION 

This  case  has  been  diagnosed  as  an  enlarged 
thynnis  gland  and  although  this  diagnosis  is  dis- 
puted by  some  authorities,  it  is  felt  that  the  condi- 
tion is  a very  definite  one,  that  it  does  occur  and 
that  it  is  a dangerous  condition  and  should  be 
recognized  promptly  and  treatment  be  instituted 
immediately.  In  the  beginning  of  treatment,  since 
-X-ray  is  so  prompt  in  its  action,  some  x-ray  should 
be  given  but  other  measures  should  not  be  neg- 
lected. Since  calcium  is  an  antispasmotic  some 
cod  liver  oil  to  assist  in  its  absorption  seems  indi- 
cated. The  child  may  die  in  one  of  these  attacks. 
These  infants  should  be  watched  carefully  lest 
thev  smother  or  some  other  unfortunate  accident 
occur  during  an  attack.  Usually  two  x-ray  treat- 
ments about  one  week  apart  seem  to  tide  them 
over  the  acute  phase  until  the  calcium  and  other 
measures  take  effect.  However,  some  cases  are 
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more  stubborn  than  others  and  this  case  required 
several  more  treatments  at  different  intervals  be- 
fore the  baby  seemed  to  be  permanently  relieved. 
The  x-ray  dosage  must  be  very  small  as  this 
lymphatic  hyperplasia  is  particularly  sensitive  to 
radiation.  This  makes  it  quite  easy  to  treat  the 
infant  without  harming  other  tissues. 

This  case  is  reported  to  put  others  on  their 
guard,  as  we  feel  the  condition  is  a definite  clini- 
cal entity. 


ARTIFICIAL  FEVER  TREATAIENT  OF 
CHOREA : TWO  YEAR  STUDY 

During  the  last  two  years  Clarke  H.  Barnacle, 
Jack  R.  Ewalt  and  Eranklin  G.  Ebaugh,  Denver 
{Journal  A.  M.  A.,  July  10,  1937),  treated  forty- 
five  cases  of  Sydenham’s  chorea  with  the  Ketter- 
ing hypertherm.  Thirty-seven  patients  recovered 
and  eight  were  markedly  improved.  They  have 
attempted  to  follow  these  patients  closely  and 
have  succeeded  in  checking  forty  of  the  original 
number.  There  have  been  four  recurrences ; 
three  of  these  patients  have  received  a second 
course  of  fever.  An  additional  patient  showed 
occasional  twitching.  Thirty-six  patients  who 
were  followed  were  cured.  Of  this  number  three 
patients  were  considered  markedly  improved  un- 
der the  immediate  results.  Four  patients  were 
classed  markedly  improved  in  the  recent  follow- 
up study.  The  average  number  of  treatments 
was  12.6  and  the  total  hours  of  fever  32.9.  The 
patients  were  under  treatment  an  average  period 
of  22.3  days.  It  is  interesting  to  note  that  a 
greater  number  of  heatings  were  needed  in  the 
severe  type,  while  the  moderate  and  mild  cases 
required  successively  less  fever.  The  presence 
of  carditis,  the  history  of  previous  attacks  and 
the  duration  of  symptoms  prior  to  fever  bore  no 
relationship  to  the  number  of  heatings  required. 
The  incidence  of  carditis  was  42.2  per  cent ; that 
is,  nineteen  cases.  Immediately  following  pyreto- 
therapy  seven  patients  with  carditis  had  recovered, 
eight  were  improved  and  four  were  unchanged. 
A patient  with  pericardial  effusion  responded  sat- 
isfactorily to  fever  and  the  effusion  disappeared. 
Twelve  of  the  nineteen  cases  of  carditis  have  been 
carefully  checked  in  recent  follow-up  examina- 
tions. Six  patients  were  cured  and  are  on  a full 
activity  program,  while  six  were  improved.  The 
fact  that  thirty-six  of  the  forty  patients  followed 
in  this  two  year  study  are  found  to  be  cured  in- 
dicates that  pyretotherapy  is  of  lasting  benefit. 
However,  further  study  may  prove  that  the  re- 
sults obtained  by  this  therapeutic  method  are  not 
sustained.  Short  treatments  of  two  and  one-half 
hours’  duration  at  temperatures  of  from  105  to 


105.4  F.  (rectal)  are  most  effective  if  given 
daily.  Longer  treatments  are  necessarily  more 
fatiguing,  result  in  loss  of  weight,  and  are  dan- 
gerous in  the  face  of  a complicating  carditis.  Al- 
though fewer  fever  sessions  may  be  given  if  the 
duration  of  the  temperature  is  longer,  the  actual 
hours  of  fever  are  approximately  the  same  in  the 
two  instances.  In  the  562  treatments  adminis- 
tered to  the  forty- five  chorea  patients  there  were 
only  twelve  deliriums.  The  facts  that  the  heat- 
ings are  short,  that  sedatives  are  but  rarely  nec- 
essary and  that  the  children  are  very  comfortable 
in  the  Kettering  hypertherm  may  explain  this  low 
incidence.  The  nurse  technician  usually  reads 
stories  to  the  children  and  carries  them  along  in 
conversations  about  their  daily  activity.  Children 
are  rarely  bothered  with  post-febrile  nausea  and 
retain  2 liters  of  salinized  water  without  difficulty. 


FACE  THE  SUN 

Don’t  hunt  after  trouble,  but  look  for  success — 

You’ll  find  what  you  look  for ; don’t  look  for 
distress. 

If  you  see  but  your  shadow,  remember,  I pray. 

That  the  sun  is  still  shining,  but  you’re  in  the  way. 

Don’t  grumble,  don’t  bluster,  don’t  dream,  and 
don’t  shirk. 

Don’t  think  of  your  worries,  but  think  of  your 
work. 

The  worries  will  vanish,  the  work  will  be  done  . . . 

No  man  sees  his  shadow  w'ho  faces  the  sun. 

— Cooperative  Farmer. 


LOOK  AT  UNCLE  CHARLIE 

An  old  lady,  who  was  about  to  die,  told  her 
niece  to  bury  her  in  black  silk  dress,  but  to  cut 
the  back  out  and  make  herself  a dress. 

“Oh  Aunt  Alary”  said  the  niece,  “I  don’t  want 
to  do  that.  When  you  and  Uncle  Charley  walk 
up  the  golden  stairs,  I don’t  want  people  to  see 
you  without  any  back  in  your  dress  ” 

To  which  the  old  lady  replied : “They  won’t  be 
looking  at  me.  I buried  your  uncle  Charlie  with- 
out his  pants.” 


A man  told  a friend  that  he  was  running  for 
an  undertaker,  as  his  wife  was  seriously  ill. 

“But.”  remonstrated  the  friend,  “it’s  no’  an 
undertaker  you  want ; it’s  a doctor.” 

“Na,  na,”  was  the  reply.  “I  canna  afford  to 
deal  wi’  middlemen.” — The  Weekly  {Auckland, 
N.  Z.)  Next'S. 


A Freshman  medic  stated  that  carbon  monox- 
ide poisoning  is  the  same  as  auto-intoxication. 
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ASSOCIATION  MATTERS 

The  program  committee  has  set  the  dates  for 
the  annual  meeting  as  April  25,  26,  27,  28,  1938, 
Hotel  Cornhusker,  Lincoln. 

It  is  understood  that  the  first  day  of  the  an- 
nual meeting  will  be  turned  over  by  the  commit- 
tee for  trap  shooting  and  golf. 

Those  wishing  to  present  papers  before  the 
next  annual  meeting  of  the  Nebraska  State  iMed- 
ical  Association,  please  send  name  and  title  to  Dr. 
R.  B.  Adams,  secretary,  Center  McKinley  Bldg., 
Lincoln.  No  requests  for  space  will  be  honored 
after  iMarch  1st,  1938. 

Similar  to  the  last  two  years,  a scientific  ex- 
hibit will  be  a part  of  the  program.  Those  desir- 
ing to  make  exhibits  should  make  their  desires 
known  as  early  as  possible.  Address  the  secre- 
tary, Dr.  R.  B.  Adams,  Center  McKinley  Bldg., 
Lincoln. 

Attendance  at  the  annual  meeting  of  the  Ne- 
braska State  Medical  Association  should  be  every 
member’s  outstanding  obligation.  We  wonder 
whether  the  members  as  fully  realize  as  they 
should  what  the  State  Association  means  to  them. 
It  is  difficult  to  understand  why  every  member 
does  not  have  an  intensive  interest  in  the  State 
Association  and  its  annual  meetings. 


“ALERT  TODAY  AND  ALIVE 
TOMORROW” 

RAMBLING  NOTES  ON  MOTOR  CASUALTIES 

“Alert  Today  and  Alive  Tomorrow !”  So  runs 
the  slogan  of  the  Nebraska  Safety  Council. 

Upward  of  250  automobile  accident  deaths  have 
been  recorded  in  Nebraska  so  far  this  year,  a 
number  considerably  larger  than  for  the  corre- 
sponding period  of  1936. 

Deaths  from  automobile  accidents  in  1934 
ranked  third  in  causes  of  deaths  in  this  country, 
ahead  of  pneumonia,  cerebral  hemorrhage,  ne- 
phritis and  tuberculosis. 

The  problem  of  safety  measures  is  very  vital 
to  the  doctor,  not  only  as  it  concerns  his  patients 
whose  welfare  is  in  his  hands,  but  himself  and 
his  family  as  well,  since  they  become  candidates 
for  accidents  not  only  from  their  own  negligence, 
but  from  the  negligence  of  others.  It  therefore 
behooves  us  to  again  reflect  and  moralize  on 
speed,  safe  driving,  etc. 

We  learn  that  even  under  the  best  of  condi- 
tions and  with  four-wheel  brakes  it  takes  55  feet 
to  stop  a car  going  30  miles  an  hour ; nearly  one 
hundred  feet  to  stop  a car  going  40  miles  an 
hour,  and  154  feet  to  stop  a car  going  50  miles 
per  hour.  This  is  after  the  brakes  are  applied. 
Traveling  at  30  miles  an  hour  you  will  go  at  least 
25  feet  before  you  can  get  your  brakes  applied ; 
at  40  miles  an  hour  30  feet,  and  at  50  miles  an 
hour  35  feet.  So  that  at  30  miles  an  hour  it  will 
take  you  80  feet  to  make  an  emergency  stop,  at 
40  miles  an  hour  130  feet  and  at  50  miles  an  hour 
190  feet.  If  you  are  not  a quick  thinker  and  a 
quick  actor  it  will  take  you  more. 

The  United  States  AUzi’s  is  authority  for  the 
statement  that  the  highway  toll  of  dead  and  in- 
jured. caused  by  drink  has  doubled  in  three  years. 
Campaigns  against  drunken  drivers  have  been 
and  are  being  waged  by  state  and  local  authori- 
ties, automobile  associations,  private  safety  coun- 
cils and  producers  of  distilled  spirits.  No  decisive 
results  are  yet  visible. 

An  authority  states  “We  cannot  have  crazy, 
drunken  drivers  killing  people  on  the  highways. 
The  only  way  to  cure  drunken  driving  is  by  the 
proper  kind  of  laws,  properly  enforced,  and  by 
the  proper  kind  of  courts.  The  problem  of  en- 
forcement of  the  laws  against  drunken  driving 
is  one  that  must  be  met  by  police  officials  rather 
than  by  State  liquor  control  boards.” 

“Alcohol  and  gasoline  do  not  mix”  and  “If  you 
drink,  don’t  drive ; if  you  drive,  don’t  drink !” 
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It  is  a well  known  fact  that  a very  small 
amount  of  alcohol  slows  the  reflexes. 

Patrolling  of  the  highways  will  go  into  effect 
by  the  first  of  the  year,  if  not  earlier.  It  is  be- 
lieved that  speed  maniacs  and  drunken  drivers 
will  be  curbed  by  this  police  measure.  Let  us 
hope.  The  new  driver's  licensing  law  will  weed 
out  many  former  drivers  with  defective  vision. 
Much  as  one  may  favor  this  feature  of  the  new 
law,  it  is  not  clear  that  people  with  less  than  the 
required  sight  are  actually  unsafe  drivers.  Cau- 
tion may  compensate. 

Skidding  is  a terrible  experience  and  usually 
results  in  an  accident.  The  principal  cause  of 
skidding  is  driving  too  fast  for  the  conditions  on 
a slippery  or  rough  surface.  Applying  brakes 
or  suddenly  applying  more  power  on  a slippery 
surface  will  cause  your  car  to  skid.  In  event  of 
a skid,  keep  your  foot  off  the  brake,  leave  your 
car  in  gear  and  turn  your  steering  wheel  with 
the  swing  of  the  rear  end  of  your  car.  Do  not 
lose  your  head  or  you  may  lose  your  life. 

A judicial  attitude  toward  the  average  young 
driver  of  from  14  to  16  years  of  age  based  on 
some  observation  must  lead  to  the  conclusion 
that  he  is  as  nearly  a perfectly  safe  driver  as  his 
elder. 

The  announcement  that  Peoria  high  schools 
offer  a regular  course  in  automobile  driving  is 
welcome,  indeed.  Similar  courses  have  been  in- 
stituted in  other  cities.  This  training  should 
prove  popular  with  students  and  profitable  to  the 
community. 

Most  of  the  boys  and  girls  that  go  through 
high  schools  will  have  occasion  to  operate  motor 
vehicles  and  it  is  good  policy  to  give  instruction 
in  the  schools.  In  making  a safe  driver,  it  is 
necessary  to  teach  skill  in  actual  manipulation  of 
the  car,  give  students  a clear  understanding  of 
traffic  laws,  and  inculcate  the  habit  of  caution. 
All  this  can  be  accomplished  in  large  measure 
through  school  training. 

We  append  a poem  by  a Missouri  physician 
(Dr.  C.  E.  Weiser)  which  seems  appropriate  at 
this  time. 

IF  EVERY  ONE 

If  every  one  who  drives  a car  could  He  a month  In 
bed, 

With  broken  bones  and  stitched  up  wounds,  or  frac- 
tures of  the  head, 

And  here  endure  the  agonies  that  many  people  do. 
They’d  never  need  to  preach  safety  anymore  to  me 
and  you. 

If  every  one  could  stand  beside  the  bed  of  some 
close  friend, 

And  hear  the  doctor  say  “no  hope,’’  before  the  fatal 
end; 


And  see  him  there  unconscious,  never  knowing  what 
took  place. 

The  laws  and  rules  of  traffic,  I am  sure  we’d  soon 
embrace. 

If  every  one  could  meet  the  wife  and  children  left 
alone. 

And  step  into  the  darkened  room  where  once  the 
sunlight  shone. 

And  look  upon  the  vacant  chair  where  “daddy”  used 
to  sit. 

I’m  sure  such  reckless  driver  would  be  forced  to 
think  a bit. 

If  every  one  remembered  that  pedestrians  on  the 
street. 

Have  just  as  much  the  right  of  way  as  those  upon 
the  seat. 

And  train  their  eyes  for  children  who  run  recklessly 
at  play, 

This  steady  toll  of  human  life  would  drop  from  day 
to  day. 

If  every  one  would  check  his  car  before  he  makes  a 
trip. 

For  worn  out  tires,  loose  steering  wheels,  and  brakes 
that  fail  to  grip. 

And  pay  attention  to  his  lights  when  driving  roads 
at  night. 

Another  score  for  safety  could  be  chalked  up  in  the 
fight. 

If  every  one  who  drives  a car  would  heed  the  danger 
signs. 

Placed  by  the  highway  engineers  who  also  mark  the 
lines. 

To  keep  the  traffic  in  the  lane  and  give  it  proper 
space. 

The  accidents  we  read  about  could  not  have  taken 
place. 

And  last  if  he  who  takes  the  wheel,  would  say  a little 
prayer. 

And  keep  in  mind  those  in  the  car  dependent  on  his 
care. 

And  make  a vow  and  pledge  himself  to  never  take  a 
chance. 

The  great  crusade  for  safety  then  would  suddenly 
advance. 


“A  PRAIRIE  DOCTOR  OE  THE  EIGHTIES” 

We  are  permitted  to  state  that  a book  with 
the  above  title  which  the  editor  promised  the  pro- 
fession several  years  ago  is  now  in  the  hands  of 
the  publisher  and  will  be  available  before  the  holi- 
days. 

A Prairie  Doctor  of  the  Eighties  is  essentially 
a contribution  to  the  medical  and  social  history  of 
the  Middle  West  in  the  eighties  and  after. 


A man  from  Galway  had  come  over  to  London 
to  consult  a famous  specialist.  ‘T  should  like  to 
know,”  said  the  doctor  in  the  course  of  his  ques- 
tioning, “whether  your  family  has  been  what  one 
might  call  a long-lived  one?”  “My  family,” 
came  the  typical  Irish  reply,  “is  a West  of  Ire- 
land one,  and  if  you  know  that  part  of  the  coun- 
try you  will  realize  that  the  age  of  my  ancestors 
has  always  depended  entirely  on  the  judge  and 
jury  who  tried  them.” 
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LAST  HONORS  TO  PASSING  FORMER 
PRESIDENTS 

Dating  back,  perhaps  to  the  early  days  of  or- 
ganized medicine  in  Nebraska,  there  has  been  a 
custom  that  on  the  burial  of  a former  president 
of  the  Nebraska  State  Medical  Association,  the 
living  ex-presidents  attend  the  funeral  in  a body. 
^^'ithin  very  recent  years  this  beautiful  custom 
has  on  several  occasions  been  overlooked. 

It  was  therefore  a great  satisfaction  to  see  on 
the  occasion  of  the  recent  passing  of  a former 
president,  that  not  only  were  the  friends  and  pa- 
tients of  a long  service  in  the  community  present, 
but  a delegation  of  six  ex-presidents  in  the  role 
of  honorary  pall-bearers. 

It  was  a beautiful  gesture. 


BRYAN  MEMORIAL  HOSPITAL  CLINICS 

Clinic  Day  at  Bryan  Memorial  Hospital,  Lin- 
coln, October  first,  was  unique  in  its  conception 
and  unusually  successful  in  its  program  from  the 
standpoint  of  teaching  the  general  practitioner. 
The  entire  program  was  put  on  by  members  of 
the  faculty  of  the  medical  school  of  the  Univer- 
sit}"  of  Minnesota,  who  were  Dr.  C.  J.  Watson ; 
Dr.  William  T.  Peyton ; Dr.  C.  D.  Creevy ; Dr. 
J.  S.  McCartney.  One  hundred  and  sixty-five 
physicians  registered  and  one  hundred  and  twen- 
ty-five attended  the  banquet  and  round  table  con- 
ferences at  night. 


RED  CROSS  HEALTH  WORK 

Combating  epidemics  and  working  to  prevent 
outbreaks  of  communicable  disease  is  one  of  the 
charter  obligations  of  the  American  Red  Cross, 
together  with  giving  aid  to  disaster  sufferers  and 
providing  nursing  care  for  the  men  of  our  armed 
forces  in  time  of  war. 

Every  time  a large  disaster  occurs  the  Red 
Cross  is  faced  with  a health  problem  along  with 
the  task  of  giving  temporary  shelter,  food,  and 
clothing  to  those  made  homeless.  In  the  floods 
of  last  January  300  emergency  field  hospitals 
were  established  by  the  Red  Cross  and  several 
hundred  physicians  and  3,600  nurses  served  on 
its  staff  to  care  for  refugees  who  were  ill  and 
to  guard  against  epidemics. 

Following  the  former  flood  of  the  Mississippi 
River  in  1927  the  Red  Cross  first  became  cogniz- 
ant of  the  extent  of  pellagra  among  tenant  farm- 
eers  in  Southern  States  during  its  work  of  family 
rehabilitation. 

.■\s  a result  of  this  close  association  of  Red 


Cross  workers  with  pellagra  sufferers  in  several 
states  the  National  organization  determined  to  try 
to  do  something  to  alleviate  their  condition.  The 
question  was,  what  to  do? 

Following  his  visits  to  place  after  place  where 
the  ravages  of  this  diseases  were  most  apparent. 
Dr.  William  DeKline,  medical  advisor  of  the 
American  Red  Cross,  consulted  with  Dr.  Joseph 
Goldberger  as  to  the  most  effective  steps  that 
could  be  taken  to  curb  pellagra. 

Pellagra  is  principally  a poor  man’s  disease 
and  can  be  prevented  only  by  measures  within 


his  reach.  Family  gardening  and  pure  yeast, 
both  of  which  are  available  at  low  cost,  seem  to 
meet  these  requirements  best. 

From  1927  to  1935  inclusive,  the  Red  Cross 
distributed  some  500,000  lbs.  of  yeast  through 
its  chapters,  health  departments  and  physicians, 
and  well  over  750,000  packages  of  garden  seeds. 
By  1929  the  majority  of  health  departments  in 
the  13  Southern  States  participated  in  a yeast 
distribution  program. 

The  largest  seed  distribution  by  the  Red  Cross 
was  made  in  the  spring  of  1931,  when  611,000 
packages  containing  from  13  to  18  varieties  of 
seeds  were  distributed  to  as  many  families.  Each 
package  weighed  about  4 lbs.  and  contained  seeds 
sufficient  to  plant  from  34  to  an  acre.  Liter- 
ally, thousands  of  acres  of  fertile  land  were  con- 
verted that  year  into  gardens  in  sections  of  the 
country  where  gardening  had  become  a lost  art. 
Families  that  had  depended  upon  cotton  or  some 
other  “cash  crop"  for  trading  at  the  grocery 
stores  and  commissaries,  now  raised  part  of  their 
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own  food  supply.  Canning  and  other  methods 
of  preserving  foods  for  winter  use  were  also 
introduced.  Thousands  of  families  were  thus 
able  to  supplement  food  they  obtained  from  the 
grocery  store  with  "protective  foods”  grown  in 
their  own  gardens.  There  can  be  no  doubt  as 
to  the  health  value  of  this  simple  but  effective 
measure. 

The  pellagra  death  rate,  which  had  been  climb- 
ing steadily  from  1924,  reached  its  peak  of  22.4 
per  100,000  population  in  these  13  States — Vir- 
ginia, North  Carolina,  South  Carolina,  Georgia, 
Florida,  Kentucky,  Tennessee,  Alabama,  Missis- 
sippi, Arkansas,  Louisiana,  Oklahoma,  Texas,  in 
1928,  then  began  a steady  decline  to  8.8  in  1935. 

There  is  some  evidence  that  where  either  gar- 
dening or  the  distribution  of  yeast  is  discontinued 
the  disease  again  increases.  That  occurred  in  at 
least  one  State  after  the  Red  Cross  discontinued 
both  projects  in  1932.  It  was  believed  that  their 
value  had  been  sufficiently  well  demonstrated  to 
be  continued  through  local  initiative,  but  this  did 
not  prove  to  be  the  case.  The  rate  in  that  State 
increased  in  1934  and  again  decreased  in  1935 
when  the  distribution  of  yeast  was  resumed. 

Pellagra  can  eventually  be  prevented  only 
through  the  use  of  proper  foods,  among  which 
vegetables  are  all  important.  Milk,  lean  meats, 
liver,  and  fish  are  also  valuable  anti-pellagra 
foods,  but  for  economic  reasons  are  not  available 
in  sufficient  quantity  to  a large  part  of  the  farm 
tenant  population  of  the  South  where  the  disease 
prevails  most  extensively.  Until  economic  condi- 
tions for  these  people  are  improved  and  their 
food  habits  changed,  they  cannot  or  will  not  in- 
clude these  articles  in  their  diet.  Experience  in- 
dicates that  they  can  and  will  use  garden  produce. 
Gardening  therefore  occupies  a unique  place  in 
the  pellagra  control  program. 

In  its  work  to  stamp  out  pellagra  in  the  South, 
in  its  relief  to  disaster  victims  and  all  other  pro- 
grams carried  on  by  the  Red  Cross,  the  organi- 
zation is  dependent  upon  the  voluntary  gifts  and 
membership  dues  received  from  millions  of 
Americans  who  annually  join  the  Red  Cross  at 
the  Roll  Call,  held  from  Armistice  Day  to 
Thanksgiving.  Everyone  is  invited  to  join  the 
Red  Cross  and  share  in  its  work. 


The  Doctor  was  visiting  Rastus’  wife  to  deliver 
her  twelfth  offspring.  While  riding  along  with 
Rastus  he  saw  a duck  in  the  road. 

Doctor:  “Whose  duck  is  that?” 

Rastus : “That  ain’t  no  duck.  Dass  de  stork 
wid  ’is  legs  wore  off.” 


AMERICAN  MEDICINE:  EXPERT  TESTI- 
MONY OUT  OF  COURT— XI 

A noted  writer,  whose  exact  reference  we  are 
unable  to  give,  is  quoted  as  follows : 

“One  comes  to  the  end  of  it  all  with  the  feeling 
that  apart  from  the  minority  groups  most  doctors 
could  be  brought  to  supjxjrt  some  such  thesis  as 
this : Out-and-out  state  medicine  would  not  pro- 
mote ‘adequate  care.’  It  would  lower  the  quality 
of  the  service  and  demoralize  not  only  the  doctor 
but  the  patient.  It  must  be  recognized,  however, 
that  more  than  half  of  our  people  are  no  longer 
on  their  own  land  and  independent — no  longer 
economically  free  to  take  medical  care  or  leave  it. 
Great  numbers  are  dependent  on  industrial  jobs ; 
and  in  every  industrial  community  there  is  a large 
body  of  the  ‘legally  indigent’  who  have  nothing 
for  the  doctor  or  the  hospital  but  whose  ill  health 
is  a menace  to  the  health  of  the  community  as  a 
whole. 

The  free  care  of  this  element  is  a burden  which 
the  medical  fraternity  cannot  reasonably  be  asked 
to  carry  unaided  forever.  Charity  practice  should 
be  public  charity.  The  local  community,  but  not 
the  state  or  the  nation,  should  tax  itself  to  pay 
the  doctor  for  the  care  of  the  legally  indigent. 
The  rest  of  us  should  be  left  to  work  out,  with  the 
profession,  a system  of  relations  which  is  found 
by  experiment  to  suit  best  in  each  case  the  various 
and  widely  different  local  conditions  under  which 
we  live.  Among  the  majority  of  our  doctors,  in 
short,  it  seems  fair  to  say  that  it  is  sincerely  felt 
that  ‘adequate  medical  care’  should  be  brought 
into  line  with  social  and  other  changes  by  evolu- 
tionary and  not  by  revolutionary  methods.  It  is 
no  selfish  interest  in  a living,  certainly,  but  the 
profoundest  concern  for  the  best  traditions  of  the 
profession  and  for  the  welfare  of  all  of  us  which 
guides  the  doctors  to  somewhat  this  conclusion.” 

LIMITED  STATE  MEDICINE  AND  PRIVATE 
PRACTICE 

This  section  assembles  the  proposals  that  appear  in 
this  correspondence  for  a further  extension  of  gov- 
ernment authority  and  government  funds  in  the  pro- 
motion of  public  health  and  the  provision  of  medical 
services,  integrated  with  the  private  practice  of  medi- 
cine. 

The  point  of  view  most  generally  behind  these  pro- 
posals is  that  increased  participation  of  government 
by  evolutionary  process  is  inevitable  and  desirable. 

Many  of  the  contributors  to  this  chapter  look  hope- 
fully toward  an  eventual  merging  of  preventive  and 
curative  medicine,  and  regard  insistence  on  separat- 
ing them  as  reactionary  and  stupid.  They  believe 
that  preventive  medicine  will  more  and  more  be 
practiced  in  the  doctor’s  office  and  that  it  will  some 
day  be  generally  recognized  that  the  resources  of 
medical  science  and  the  energies  of  the  doctor  are 
properly  to  be  devoted  to  the  prevention  as  well  as 
to  the  cure  of  disease.  The  better  health  of  the  race 
becomes  the  objective. 
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The  development  of  the  public  health  services,  fed- 
eral, state  and  local,  is  regarded  as  an  outstanding 
possibility  in  the  search  for  solution  of  present  prob- 
lems. 

There  is  a brief  summary  of  what  has  been  done 
under  the  social  security  appropriations  in  the  way 
of  improving  the  public  health  services  in  various 
states. 

It  is  pointed  out  that  year  after  year  additional  dis- 
eases are  considered  to  be  "endowed  with  a public 
interest”  involving  governmental  functioning.  The 
list  steadily  increases;  tuberculosis,  cancer,  pneu- 
monia, syphilis,  have  already  an  admitted  “public” 
status;  and  there  are,  in  various  states,  proposals  for 
including  diseases  of  the  heart  and  circulatory  sys- 
tem, arthritis  and  other  diseases  which  have  been 
shown  ts  be  a large  factor  in  disability  among  the 
population  and  which  require  a treatment  too  long 
and  too  expensive  to  be  within  the  financial  com- 
pass of  most  citizens. 

The  current  attempt  at  venereal  disease  control 
comes  in  for  especial  comment,  and  the  need  of  co- 
operation between  public  health  authorities  and  pri- 
vate practitioners  is  illustrated  by  reference  to  the 
methods  required  for  detecting,  diagnosing  and  treat- 
ing this  disease — and  the  impossibility  of  sharply 
separating  the  preventive  and  the  curative  functions 
in  this  case. 

One  of  the  most  urgent  present  problems,  in  gen- 
eral, is  felt  to  be  a definition  of  the  truest  and  most 
productive  relation  between  private  practitioners  and 
public  health  authorities,  whose  work,  it  is  submit- 
ted, can  less  and  less  be  sharply  dissociated. 

A full  development  of  both  the  preventive  and  cura- 
tive aspects  of  modern  scientific  medicine  makes  nec- 
essary an  integration  of  public  health  services  with 
private  practice — an  intimate,  understanding  and  co- 
operative development  of  "state  medicine”  and  pri- 
vate practice — neither  of  which  can  apparently  reach 
its  ultimate  development  alone.  • 

There  is  a discussion  of  federal  responsibility  for 
providing  medical  care  in  sparsely  populated  commun- 
ities and  in  areas  where  uncertainty  of  crops,  drought 
and  other  hazards  are  characteristic  and  where  state 
funds  are  also  uncertain  and  obviously  insufficient. 

There  is  a summary  of  the  large  body  of  opinion 
that  regards  the  medical  care  of  the  indigent  as  a 
logical  and  direct  charge  upon  tax  funds,  local  to  the 
greatest  practicable  degree  but  with  state  aid,  and 
federal  aid  under  certain  conditions  and  in  certain 
places.  In  this  connection  the  principle  of  federal 
grants-in-aid  to  the  states  is  mentioned  as  the  best 
means  of  working  out  on  a nation-wide  base,  stand- 
ards for  the  care  of  the  indigent,  always  recognizing 
the  need  of  variation  according  to  local  differences 
but  recognizing  also  the  need  of  minimum  standards. 
Federal  participation  is  suggested  as  the  available 
means,  under  the  constitution,  for  enabling  states  and 
localities  to  meet  these  minimum  standards  where, 
without  federal  stimulus  and  federal  funds,  states 
and  localities  either  would  not  or  could  not  do  so. 

A Federal  Department  of  Health  is  frequently  pro- 
posed as  justified  under  the  present  powers  and  de- 
gree of  functioning  of  the  federal  government  in  mat- 
ters of  health;  and  as  imperative  with  the  proposed 
increases  in  this  functioning  indicated  by  the  present 
appropriations  of  the  Social  Security  Act,  and  by  such 
proposals  as  federal  grants-in-ald  for  the  care  of  the 
indigent  sick,  mentioned  above. 

There  is  a passing  reference  to  the  possibility  of 
interpreting  (presumably  by  constitutional  amend- 
ment) the  general  welfare  clause  of  the  constitution 
to  enable  the  federal  government  to  establish  a na- 
tional health  authority.  If  this  is  not  done,  even  un- 
der the  present  constitutional  limitations,  the  federal 
grants-in-aid  principle,  as  already  invoked  by  the 


Social  Security  Act,  provides  rooms  for  the  evolu- 
tionary development  of  federal  health  functioning. 

The  use  of  direct  tax  funds  for  hospitals  is  dis- 
cussed; also  the  possibility  of  extending  the  facili- 
ties of  tax  supported  laboratories  in  order  that  the 
scientific  aids  to  diagnosis  may  be  available  to  prac- 
titioners generally,  and  therefore  to  patients  of  all 
grades  of  income,  at  prices  they  can  pay,  and  free 
to  the  indigent. 

The  relation  of  government  to  medical  education  is 
not  very  fully  discussed,  but  in  adddition  to  the  point 
already  cited  under  medical  education — i.e.,  that  medi- 
cal schools  can  hardly  control  standards  or  select 
candidates  for  medical  education  according  to  a high- 
ly selective  principle  if  they  are  dependent  upon  tui- 
tion fees — there  is  mention  of  other  aspects  of  a pos- 
sible relation  between  government  and  the  medical 
schools,  including  a potential  relation  between  uni- 
versity medical  schools  and  public  health  services. 

In  the  discussion  of  government  aid  to  research  it 
is  recognized  that  funds  of  large  foundations  and 
philanthropies  have  hitherto  furnished  a large  part 
of  the  support  of  medical  research.  There  is  clear- 
cut  indication  that  any  planning  for  the  organization 
of  medical  care  on  a broad  base  will  need  to  include 
provision  for  competent  research  as  the  heart  alike 
of  preventive  and  cui'ative  medicine. 


ANENT  THE  QUALITY  OE  MEDICAL 
CARE 

Professor  Henry  Sigerist  once  said  that  the 
society  it  serves  influences  the  type  and  character 
of  medical  care  that  society  receives.  Sigerist 
has  since  become  one  of  the  proponents  of  social- 
ized medicine.  What  he  said,  nevertheless,  based 
as  it  was  on  studies  of  the  trends  in  medical  prac- 
tice during  the  changing  epochs  of  history,  is 
essentiall}^  true. 

If  the  strong  individualists  who  compose  our 
great  middle  class  are  passing,  as  Louis  Corey 
believes,  then  this  country  instead  of  consisting 
mostly  of  individual  farmers,  store-keepers,  and 
manufacturers  will  be  composed  of  a great  army 
of  job-holders.  The  liberal  professions  of  law 
and  medicine,  too,  having  almost  no  private  cli- 
entele upon  which  to  draw — because  there  would 
be  so  few  independent  persons  in  the  society  of 
the  allegedly  ensuing  epoch — will  perforce  have 
to  conform  to  the  pattern  of  the  society  about 
them,  and  they  also  would  become  part  of  the 
great  job-holding  public.  Only  in  this  way  can 
one  conceive  that  the  thetic  statement  of  Sigerist 
can  find  substantiation. 

Naturally  it  would  follow,  were  Corey’s  pre- 
diction to  come  true — a prediction  with  which  we 
do  not  find  ourselves  fully  in  accord — that  we 
would  have  a less  vital,  a less  virile,  and  a less 
potent  middle  class.  Likewise  we  should  have 
medical  men  of  less  calibre  and  of  a poorer  type. 
The  job-hunting  and  job-holding  groups  are  no- 
where conceded  the  equal  of  those  who  take  life 
as  they  find  it  and  carve  out  for  themselves  from 
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their  environment,  and  from  the  circumstances 
it  presents,  careers  and  achievements  and  worldly 
goods  to  better  their  living  standards. 

During  the  various  phases  of  historical  times, 
if  we  trace  the  trend  of  youth  toward  occupa- 
tions, we  find  that  when  interesting  and  adven- 
turous careers  were  closed  to  most  walks  of  life 
except  in  the  Church,  brilliant  youth  gravitated 
to  the  Church.  When  adventure  and  army  life 
held  a lure  under  the  Napoleonic  influence,  the 
brightest  and  best  sought  a Marshal’s  baton  in  an 
army  career.  When,  at  the  end  of  the  nineteenth 
century,  industrial  development  offered  fame  and 
fortune  as  rewards  for  initiative  and  courage  to 
those  who  essayed  those  careers,  intellectually 
adventurous  youth  gravitated  to  these  fields.  This 
period  also  saw  the  rapid  and  astounding  develop- 
ments in  medicine,  because  here  too,  individual- 
istic endeavor  brought  adequate  rewards,  and  the 
medical  career  was  both  interesting  and  attrac- 
tive. The  same  brilliant  types  were  attracted  to 
medicine  as  to  the  industrial  fields  of  endeavor. 
In  all  these  activities,  men  were  their  own  mas- 
ters. They  were  much  encouraged  but  not  con- 
trolled by  government  agencies.  In  education  the 
emphasis  was  on  the  development  of  the  individ- 
ual doctor,  and  none  on  anything  else.  Medical 
schools  and  colleges  could  successfully  raise  their 
standards  of  requirements  for  admission,  and  of 
curricula.  To  these  schools  came  some  of  the 
best  among  our  youth,  and  the  institutions  of 
learning  could  exercise  their  power  of  selecting 
the  best  of  these.  From  this  the  public  bene- 
fited by  receiving  better  grade  in  medical  service. 

The  country’s  educators  should  ponder  on  the 
problem  that  will  confront  them  if  the  efforts  of 
the  protagonists  of  compulsory  health  insurance 
have  their  way,  and  such  a form  of  delivering 
medical  care  to  our  people  is  thoughtlessly  adopt- 
ed. 

What  type  of  youth  would  be  attracted  to  a 
medical  career?  After  a difficult  medical  course 
of  four  years,  and  the  necessary  preparatory  one, 
then  the  arduous  postgraduate  internship — to  be 
qualified  for  what?  A job,  with  a fixed  income, 
with  a definite  number  of  assigned  patients  who, 
to  follow  the  custom  set  in  England,  are  not 
thoroughly  examined  even  if  there  were  time  al- 
lowed to  do  it;  fixed  hours  of  work,  perhaps  a 
paid  vacation,  and  at  the  end — a pension.  A job- 
holder's career!  A government  employee  with 
all  that  this  implies ! 

Obviously  such  a system  will  attract  quite  a 
different  type  of  men  than  was  drawn  into  the 
present  system,  men  who  have  won  high  renown 


and  have  given  American  medicine  the  high  place 
it  holds  today. 

Will  not  the  emphasis  in  medical  education  also 
have  to  change  ? Will  it  not  be  necessary  to  train 
American  medical  officials  rather  than  American 
doctors?  We  see  a similar  change  in  a trend 
in  the  field  of  nursing.  Formerly  all  student 
nurses  were  educated  alike,  now  there  is  a dis- 
tinct change  toward  educating  nursing  adminis- 
trators. Those  who  actually  handle  the  sick  have 
less  arduous  curricula  to  cover.  Since  the  finan- 
cial income  will  be  greater  among  the  medical 
administrators  of  the  system  than  among  those 
of  the  rank  and  file  who  handle  the  sick,  medi- 
cal education  will  soon  alter  to  meet  the  demand 
of  those  who  will  seek  careers,  not  as  physicians 
to  the  sick,  but  as  a part  of  the  controlling  bureau- 
cracy set  over  the  physicians.  The  colleges  will 
give  two  types  of  education  to  meet  the  changed 
conditions.  Reasoned  out  further,  it  will  become 
necessary  to  lower  standards  (as  was  done  in 
Russia)  to  attract  sufficient  numbers  to  meet  the 
needs  of  the  so-called  lower  branches  of  the  med- 
ical system.  Lower  standards,  reduced  entrance 
requirements,  and  a totally  different  type  of  in- 
dividual will  be  found  taking  up  a medical  career. 
And  all  this  is  proposed  “for  the  betterment  of 
mankind !’’ 

We,  who  are  opposed  to  compulsory  health  in- 
surance, call  to  the  attention  of  our  educators 
these  thoughts,  for  we  are  deeply  concerned  with 
the  quality  of  medical  care  our  community  will 
receive.  For  it  we  desire  only  the  best  quality  of 
medical  care  obtainable,  delivered  by  a man  or 
woman  of  the  highest  type. 

The  medical  educators  of  our  country  have 
here  a responsibility  that  they  must  continue  to 
carry.  In  the  discussion  of  the  pros  and  cons 
of  compulsory  health  insurance,  obviously  it  is 
not  an  economic  problem  nor  is  it  wholly  a so- 
ciological question.  It  is  a problem  with  which 
the  educators  of  our  youth  are  also  concerned. 
Medical  education  must  be  planned  to  the  end  that 
we  may  maintain  what  we  have  laboriously  won 
— a lower  death  rate,  and  a lower  morbidity  rate 
than  any  country  where  compulsory  health  insur- 
ance is  in  force,  and  a level  of  preventive  medi- 
cine not  equaled  in  any  of  the  countries  of  Europe 
whose  example  we  are  so  blithely  urged  to  follow. 

— N.  Y.  State  Jour.  Med.,  Oct.  1,  1936. 


Doctor — “Clieer  up ! I’ve  had  the  same  com- 
plaint, exactly.’’ 

Patient — “Yes — but  you  didn’t  have  the  same 
doctor !’’ 
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RESULTS  OF  BLOOD  TESTS  BY  THE 
WASSERMANN  AND  KAHN  METHODS 
AT  THE  GOVERNMENT  CLINIC, 

HOT  SPRINGS,  ARK. 

In  view  of  a recent  report  on  the  status  of  the 
serum  diagnosis  of  syphilis  which  was  based  on 
the  results  of  the  various  tests  as  performed  by 
their  authors  at  the  Copenhagen  and  Alontevideo 
conferences^^L  it  seems  timely  to  present  this 
comparison  of  the  results  of  the  complement  fix- 
ation and  the  precipitation  tests  obtained  by  the 
laboratory  technician  in  the  routine  examination 
of  sera.  Such  a report  does  not  determine  the 
reliability  of  a test  as  does  a competitive  examina- 
tion of  the  blood  serum  by  the  authors  of  the  re- 
spective tests,  but  it  does  afford  to  some  extent 
an  indication  of  the  ease  and  accuracy  with  which 
a test  can  be  performed  by  the  average  technician, 
and  in  the  final  analj^sis  it  is  on  his  work  that 
the  value  of  the  serum  diagnosis  of  syphilis  de- 
pends. 

This  study  includes  4,420  syphilitics  in  whom 
blood  tests  by  both  the  hemolytic  and  precipita- 
tion methods  were  made  on  admission.  All  pa- 
tients were  admitted  to  the  United  States  Public 
Health  Service  clinic  at  Hot  Springs,  Ark.,  for 
antisyphilitic  treatment  with  a diagnosis  of  syph- 
ilis based  on  serologic  or  clinical  findings  or  both, 
or  on  a history  of  infection.  Some  had  been 
treated  previously  elsewhere.  The  patients  were 
in  various  stages  of  the  disease — 27  percent  had 
early  syphilis.  64  percent  latent  or  late  syphilis, 
or  both,  and  h percent  had  neurosyphilis.  The 
complement  fixation  test  used  in  the  examination 
of  the  blood  serum  was  the  quantitative  Kolmer 
modification  of  the  Wassermann  test.  The  pre- 
cipitation test  used  as  a check  was  the  standard 
Kahn  procedure. 

Results  of  scrum  (liog)iosis  on  admission. — A 
comparison  of  the  results  of  the  two  tests  made 
when  the  patient  was  admitted  to  the  clinic  re- 
vealed that  there  was  complete  agreement  in  91 
percent,  complete  disagreement  in  3.7  percent, 
and  partial  agreement  in  the  remainder.  By  the 
term  complete  agreement  is  meant  that  both  tests 
gave  the  same  negative  or  positive  results ; by 
complete  disagreement  that  the  result  was  strong- 
ly positive  by  one  test  and  completely  negative 
by  the  other ; and  by  partial  agreement,  that  the 
result  was  negative  with  one  test  and  slightly  posi- 
tive with  the  other,  or  was  slightly  positive  with 
one  and  definitely  positive  with  the  other. 

A review  of  the  cases  in  which  the  tests  showed 
complete  disagreement  or  partial  agreement  fur- 
nishes evidence  as  to  the  comparative  sensitiveness 


of  the  tests.  There  were  104  cases  in  which  one 
test  was  definitely  negative  and  the  other  slightly 
positive.  In  79  percent  of  these  the  Kahn  was 
positive  and  the  Kolmer  negative,  whereas  in  the 
remaining  21  percent  the  Kolmer  gave  a positive 
reaction  and  the  Kahn  a negative  one.  Thus,  in 
the  hands  of  the  technicians  of  the  Hot  Springs 
clinic,  the  Kahn  test  was  four  times  as  successful 
as  the  Kolmer  modification  of  the  Wassermann  in 
making  a serum  diagnosis  of  syphilis  in  doubtful 
cases. 

False  positives. were  eliminated  from  this  study 
because  only  those  cases  were  included  which  were 
definitely  diagnosed  as  syphilis,  either  by  means 
of  serologic  or  clinical  findings  or  a definite  his- 
tory of  infection. 

In  the  127  cases  where  there  was  a difference 
in  the  degree  of  positivity  but  where  both  tests 
showed  the  blood  to  be  positive  to  some  extent 
there  was  about  an  equal  distribution  for  the  two 
tests.  In  the  161  cases  where  there  was  a com- 
plete disagreement  the  Kahn  showed  67  percent 
definitely  positive,  whereas  the  Kolmer  Wasser- 
mann showed  33  percent  of  the  cases  positive 
which  were  found  negative  by  the  Kahn. 

In  a report  of  the  results  of  the  League  of  Na- 
tions conference  on  laboratory  tests  for  syphilis 
it  appears  that  there  were  four  methods  which 
did  not  give  false  positive  reactions.  These  were 
the  Wassermann  test  performed  by  Wyler  and  by 
Sierokowski,  the  double  test  (lentochol  and  cito- 
choD  of  Sachs-Georgi  performed  by  Sachs  and 
Witebsky,  and  the  standard  Kahn  test  performed 
by  Kahn.  The  Kahn  reaction  was  more  sensitive 
than  the  other  three  reactions  to  the  extent  of  45, 
56,  and  20  percent,  respectively. 

Results  of  scrum  tests  on  discharge. — After  an 
average  of  6 weeks  of  antisyphlitic  therapy  the 
two  tests  were  repeated  at  the  Hot  Springs  clinic 
by  the  laboratory  technician,  and  the  results  indi- 
cated that  the  Kahn  test  was  the  more  sensitive 
in  those  cases  where  treatment  had  been  adminis- 
tered. Complete  agreement  existed  only  in  70 
percent  of  the  cases  at  this  time  as  against  91 
percent  on  admission.  There  was  complete  dis- 
agreement in  20  percent  of  the  cases  and  a much 
higher  percentage,  6.6  as  compared  with  3.3  per- 
cent on  admission,  were  negative  by  1 method  and 
1 plus  or  2 plus  by  the  other. 

An  examination  of  700  cases  in  which  there 
was  complete  disagreement  on  discharge  reveals 
that  98  percent  of  those  found  positive- were  the 
Kahns  and  in  only  2 percent  was  the  Kolmer  test 
positive  and  the  Kahn  negative.  Among  the  265 
cases  which  showed  only  partial  agreement  the 
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Kahn  was  partially  positive  in  81  percent  and  the 
complement  fixation  test  negative,  and  in  only  19 
percent  was  the  latter  partially  positive  and  the 
Kahn  negative. 

It  is  evident  that  the  comparative  value  of  these 
tests  which  were  carried  out  at  the  Copenhagen 
and  ^Montevideo  conferences  by  their  respective 
authors  cannot  be  determined  without  taking  into 
consideration  the  accuracy  of  the  results  when  the 
tests  are  performed  by  the  regular  laboratory  tech- 
nician. 

— O.  C.  Wenger,  surgeon,  and 

Lida  J.  Usilton,  associate  statistician. 
United  States  Public  Health  Service. 

1.  Kahn,  R.  L..  Arch.  Dermat.  & Syph.,  1932,  XXVI, 
597. 

THE  FALLACY  OF  SPINAL 
ADJUSTMENT 

In  the  Federation  Bulletin  for  June  1937,  Dr. 
Thomas  J.  Crowe,  Secretary  of  the  Texas  State 
Board  of  IMedical  Examiners  says  in  part: 

“All  of  the  intervertebral  foramina  are  three 
times  the  diameter  of  the  nerves  passing  through 
them.  A thick  cushion  of  fatty  tissue  surrounds 
each  nerve,  holding  it  in  the  center  of  the  foramen, 
and  safely  protecting  it  against  pressure  even  un- 
der extraordinary  conditions.  Except  in  case  of 
fracture  or  crushing  of  a vertebra  or  laceration 
of  its  powerful  ligaments,  it  is  impossible  to  dis- 
locate or  subluxate  a single  vertebra  to  the  point 
of  pinching  the  nerves  passing  through  its  fora- 
men. 

Any  movement  of  a thoracic  vertebra  must  car- 
ry a rib  with  it  or  tear  it  from  its  attachment. 
Further,  the  articular  processes  are  so  deeply  in- 
terlocked that  one  of  them  could  not  be  moved 
without  lifting  it  and  all  above  it  from  one  fourth 
to  one  half  inch  and  carrying  all  superimposed 
structures  with  it,  in  order  to  release  it  from  the 
interlocking  socket  of  the  one  below.  The  nine- 
teen powerful  ligaments  of  the  spine  are  powerful 
enough  to  resist  a force  sufficient  to  fracture, 
even  crush,  the  dense  bony  parts  of  the  vertebra 
and  reduce  the  softer  body  part  to  a powder,  as 
proved  by  actual  test. 

The  surprising  thing  about  the  subluxated  or 
slipped  vertebra  is  that,  according  to  the  adjusters, 
it  will  not  stay  put ; that,  unlike  other  dislocated 
bones,  and  notwithstanding  its  interlocking  articu- 
lations, intervertebral  fibrocartilage,  supporting 
ribs  and  numerous  sustaining  ligaments,  it  has  to 
be  readjusted  every  day  or  two,  regardless  of  what 
ails  the  unfortunate  patient — whether  whooping 
cough  or  stone  in  the  kidney.  It  sounds  like  the 
story  of  the  Indian  doctors  who  cure  people  by 
throwing  them  into  a fit.” 
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In  Russia  the  drunken  automobile  driver  who' 
kills  others  is  shot.  We  frequently  let  him  off 
with  a reprimand. 

The  Pan  American  Medical  Association  Cruise 
Congress  will  sail  on  its  seventh  cruise  from  New 
York,  January  15,  1938  for  a 15-day  cruise  in  the 
Carribean. 

In  1936  Nebraska  and  Oregon  had  the  lowest 
infant  mortality,  41  deaths  of  infants  under  one 
year,  per  1,000  live  births,  as  against  a United 
States  average  of  56  per  1,000  live  births. 

The  urge  to  specialize  is  taking  hold  of  the  Ne- 
braska profession  more  and  more.  Human  Inter- 
est Tales  in  this  number  record  six  Nebraska  phy- 
sicians have  gone  east  for  post  graduate  study  in 
special  lines. 

In  three  generations  the  Navajo  Indians  have 
increased  from  about  8,000  to  about  50,000,  ac- 
cording to  Salisbury,  medical  director  of  Sage 
Memorial  hospital  at  Ganado,  Arizona.  Unusual 
fecundity : not  race  suicide. 

The  state  board  of  control  has  employed  a psy- 
chiatrist at  a salary  of  $4,800  in  a correctional 
program  to  study  problem  children,  principally  in 
the  Geneva  Home  for  Girls,  the  Kearney  Indus- 
trial School  for  Boys  and  the  Home  for  Depen- 
dent Children  at  Lincoln.  Dr.  Frank  Richey  of 
Cleveland  has  been  named  for  the  position  and 
has  assumed  his  duties. 

“The  evidence  indicates  that  in  this  country  the 
balance  is  already  against  the  survival  of  the  tu- 
bercle bacillus,  and  we  may  reasonably  expect 
that  the  disease  will  eventually  be  eradicated. 
There  can  be  no  certainty  of  this  result ; but  it  is 
an  expectation  sufficiently  well  grounded  to  jus- 
tify shaping  our  tuberculosis  control  program  to- 
ward this  definite  end.” — Wade  H.  Frost,  M.D. 

Partly  to  curb  the  rapid  increase  of  medical 
graduates  and  in  the  interest  of  better  medicine, 
only  about  one-half  the  applicants  for  entrance 
to  medical  colleges  are  being  accepted  and  thus  a 
balance  between  the  number  of  doctors  graduated 
and  the  public  demand  for  them  has  been  reached. 
Dr.  C.  W.  M.  Poynter,  dean  Nebraska  L^niversity 
College  of  Medicine,  is  reported  to  have  told  the 
Lincoln  Rotary  cluh  at  a recent  meeting  of  that 
body. 

Of  the  .seven  bonds  which  formerly  held  fam- 
ilies together,  says  Dr.  William  Oghurn  of  Chi- 
cago University,  only  two  persist.  The  seven 
bonds,  Dr.  Ogburn  explained,  were  economy,  af- 
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fection,  recreation,  protection,  education,  prestige 
and  religion.  “Now  only  the  affectional  and  edu- 
cational bonds  remain,”  he  said.  “The  others 
are  taken  care  of  by  institutions.”  The  speaker 
blamed  the  smaller  modern  family  as  a prime 
reason  for  the  failure  of  marriages. 

The  need  of  a definite  understanding  between 
the  medical  profession  and  the  county  commis- 
sioners in  regard  to  payment  for  the  medical  care 
of  paupers  and  indigents  was  partly  worked  out 
in  Madison  county  at  a conference  attended  by 
the  commissioners  and  75%  of  the  physicians 
of  the  county.  A basis  of  fifty  per  cent  of 
the  Nebraska  Compensation  schedule  was  agreed 
upon,  applying  to  paupers  only.  The  matter  of 
payment  for  indigents  was  deferred. 

A special  program  of  lectures  and  demonstra- 
tions in  surgery  and  medicine  will  be  held  under 
the  direction  of  The  Mayo  Foundation  from  No- 
vember 8 to  12,  inclusive.  Mornings  will  be  de- 
voted to  surgical  and  medical  clinics.  In  the  af- 
ternoons and  evenings,  in  addition  to  a clinico- 
pathologic  conference,  symposiums  will  be  con- 
ducted on  gastro-enterology,  sulfanilimide  ther- 
apy, hematolog>%  neurology,  allergy,  diseases  of 
the  chest  and  cardio-vascular  diseases.  Visiting 
physicians  are  invited  to  attend. 

How  a doctorless  county  immunized  500  chil- 
dren against  diphtheria  is  told  in  the  lay  press. 
Wheeler  county  has  no  physician  living  within  its 
borders  but  the  Wheeler  County  Federation  of 
Women’s  clubs,  sensing  the  need  gave  ice  cream 
socials,  quilting  parties,  and  sponsored  beauty 
contests  to  raise  the  money  to  buy  the  needed 
serum.  Physicians  from  nearby  counties  adminis- 
tered the  serum.  There  was  general  cooperation 
of  county  superintendent,  teachers  and  parents 
when  the  immunization  process  was  started. 

Colorado  Medicine  announces  that  with  the 
January,  1938  number  the  name  will  be  changed 
to  The  Rocky  Mountain  Medical  Journal.  Also 
at  that  time  it  will  become  the  official  journal  of 
The  U^tah  State  Medical  Association,  and  all 
members  of  that  Association  well  become  paid 
subscribers  to  the  Rocky  Mountain  Medical  Jour- 
nal. This  Journal  will  continue  to  represent  The 
Colorado  State  Medical  Society,  The  Wyoming 
State  Medical  Society,  and  The  Colorado  Hos- 
pital Association,  and  ownership  of  the  Journal 
will  remain  with  The  Colorado  State  Medical  So- 
ciety. 

The  United  States  Department  of  Agriculture 
in  the  campaign  for  clean  food  products,  among 
other  things  seized  during  the  summer,  because 


of  unwholesome  condition,  60,000  pounds  of  mol- 
dy, dirty  and  insect-infested  prunes,  200  pounds 
of  wormy,  rancid  and  decomposed  walnut  meats, 
76  crates  of  maggotty  blueberries  and  huckleber- 
ries, 1,760  sacks  of  weevilly  flour,  18  shipping 
cases  of  canned  mustard  greens  containing  in- 
sects, 59  cases  of  apple  butter  containing  insect 
particles,  47  cases  of  decomposed  canned  spinach, 
15  cases  of  decomposed  preserves,  1,052  cases  of 
tomato  puree  and  tomato  paste  containing  mold, 
and  2 cases  of  decomposed  eggs  that  had  failed 
to  hatch  under  incubation  and  which  the  dealer 
was  attempting  to  sell  for  food. 

OBITUARIES 

Stuart  A.  Campbell,  Norfolk,  Nebr.;  native  of 
Saquoit,  N.  Y.;  Nebraska  University  College  of  Medi- 
cine, 1898;  surgeon  in  charge  of  the  emergency  hos- 
pital at  the  Trans-Mississippi  Exposition,  Omaha, 
1898-1899;  in  practice  at  Tilden,  from  1900  to  1918 
where  he  established  hospital  facilities  and  developed 
an  extensive  surgical  clientele;  located  at  Norfolk  in 
1918  and  in  the  intervening  years  developed  temporary 
hospital  facilities,  built  the  Campbell  hosi^ital  (now 
the  Lutheran  hospital)  and  the  Campbell  clinic;  an 
outstanding  diagnostician  and  a deft  surgeon  of  wide 
repute;  recent  past  president,  Sioux  Valley  Medical 
Society;  member,  Nebraska  State  Medical  Associa- 
tion, Fellow  of  the  American  College  of  Surgeons;  a 
man  of  outstanding  personality;  a tireless  worker; 
died  October  19,  1937,  of  coronary  thrombosis  and 
cerebral  hemorrhage,  aged  sixty-three  years. 

A wife,  four  daughters  and  a son,  Douglass,  medi- 
cal student  at  Northwestern  University  School  of 
Medicine,  Chicago,  survive. 

Elmer  R.  Porter,  Los  Angeles;  Nebraska  Univer- 
sity College  of  Medicine,  1898;  surgeon  in  Omaha  from 
date  of  graduation  until  two  years  ago  when  he  re- 
tired and  moved  to  Los  Angeles;  former  member, 
Nebraska  State  Medical  Association;  died  October  18, 
1937,  aged  sixty-six  years. 

A wife,  a daughter  and  three  sons,  one  Dr.  Elmer 
R.  Porter,  Jr.,  Omaha,  and  John  B.  Porter,  Creighton 
University  medical  student,  survive. 

Robert  W.  Hufman,  Lincoln,  Nebr.;  Hering  Medi- 
cal College,  Chicago,  1903;  practitioner  at  University 
Place,  for  thirty-four  years;  active  in  civic  affairs  of 
the  town  and  board  of  education  before  University 
Place  became  an  integral  part  of  Lincoln;  died  Oc- 
tober 21,  1937,  aged  about  seventy-eight  years. 

Marie  Ames,  North  Platte,  Nebr.;  Creighton  Uni- 
versity School  of  Medicine,  1901;  physician  at  North 
Platte  for  thirty-four  years;  in  failing  health  for  some 
months;  died  September  6,  1937,  aged  about  seventy- 
four  years. 

Roy  E.  Hall,  Portland,  Ore.;  Creighton  University 
School  of  Medicine,  1914;  in  practice  at  Fullerton  for 
some  years  immediately  following  graduation;  later 
for  several  years  in  practice  at  Lyons;  in  practice  at 
Portland,  Ore.,  for  past  five  years;  medical  officer 
during  the  World  War,  with  service  overseas;  died 
October  13,  1937,  aged  about  fifty-one  years. 

A wife,  daughter  and  son,  survive. 


AUXILIARY  NEWS  NOTES 
The  Executive  Board  members  of  the  Omaha-Doug- 
las  County  Auxiliary  held  their  first  meeting  at  the 
Fontenelle  Hotel  at  ten  o’clock  Friday  morning,  Octo- 
ber 8,  1937.  Following  the  meeting,  Mrs.  Olin  .1.  Cam- 
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cron,  president,  was  hostess  at  luncheon  in  the  Black 
Mirror  Room. 

Forty-four  members  of  the  Lancaster  County  Auxil- 
iary were  present  at  a coffee  sandwich  luncheon 
given  at  the  home  of  Dr.  and  Mrs.  .1.  E.  M.  Thomson, 
Monday,  October  4,  at  one  p.  m.  Following  the  lunch- 
eon, Mrs.  Alan  Campbell  presided  at  a business 
meeting.  Encouraging  reports  were  given  by  the 
Committee  Chairman.  Hygeia  Chairman,  Mrs.  F.  A. 
Alcorn,  reported  placing  Hygeia  in  thirty  schools. 

Mrs.  Elmer  Hansen,  Auxiliary  delegate  to  the  Amer- 
ican Medical  Association  meeting  in  Atlantic  City, 
gave  a very  interesting  report. 

Mrs.  Fred  Ferciot  gave  a report  of  the  State  Board 
meeting  in  Grand  Island  September  9. 

Mrs.  Elmer  Hansen  introduced  the  honored  guest, 
Mrs.  Earl  E.  Farnsworth,  State  President,  who  spoke 
to  the  group  on  “The  Aims  and  Objectives  of  the  Aux- 
iliary.” 

— Mrs.  C.  Fred  Ferciot. 

****** 

To  the  County  Presidents  for  1937-1938: 

As  your  State  President,  I am  happy  to  greet  you 
and  wish  you  all  a successful  and  happy  year  and  that 
with  a united  effort  we  may  accomplish  an  enviable 
record. 

1.  Membership  and  Organization:  The  wife  of 

every  doctor  affiliated  with  the  Nebraska  State  Med- 
ical Association  should  be  a member  of  the  Auxiliary. 
The  Woman’s  Auxiliary  to  the  Nebraska  State  Medi- 
cal Association  numbered  about  two  hundred  fifty 
members  last  year,  and  so  this  year  let  every  member 
pledge  one  new  member.  Your  organization  chairman 
and  your  membership  at  large  chairman  are  ever 
ready  and  anxious  to  assist  in  extending  this  privi- 
lege to  all  eligible  members.  As  your  State  President, 
I am  offering  a pi'ize  to  the  auxiliary  for  the  highest 
percentage  of  membership. 

2.  Program:  Your  state  chairman  of  program  and 
health  education,  with  the  assistance  received  from 
the  national  chairman  of  program  and  health  educa- 
tion, has  prepared  an  outline  of  programs  for  county 
auxiliaries.  Of  course  this  outline  is  merely  a sugges- 
tion and  I firmly  believe  the  local  conditions  should 
govern  your  local  programs  in  order  that  they  may  be 
adapted  to  your  particular  needs,  however  your  advis- 
ory council  should  be  consulted.  I wish  also  to  re- 
mind you  of  the  speakers  bureau  and  when  possible 
a physician  should  be  secured  as  a speaker. 

3.  Public  Relations:  I wish  to  urge  every  auxiliary 
member  to  assist  in  this  important  work,  to  serve 
lay  organizations  with  authentic  health  programs  and 
improve  our  public  health  conditions  whenever  pos- 
sible. 

4.  Hygeia:  As  one  of  our  objectives  is  to  promote 
Hygeia,  which  gives  an  intelligent  and  comprehen- 
sive interpretation  to  the  public  of  health  problems 
as  interpreted  by  the  medical  profession,  w'e  should 
assume  the  task  of  its  wide  distribution. 

5.  Radio:  LTrge  everyone  you  know  to  listen  to  the 
radio  programs  under  the  auspices  of  the  American 
Medical  Association  and  ijresented  by  the  National 
Broadcasting  Company.  The  program  is  broadcast 
each  Wednesday  at  1 P.  M.  over  the  Red  Network 
from  October  30th  to  June  15th,  1938. 

Your  state  chairman  as  well  as  myself  are  most 
anxious  to  be  of  assistance  to  you,  as  your  problems 
are  our  problems.  It  is  our  sincere  hope  that  the 
present  year  shall  be  a happy  and  profitable  one. 

Sincerely, 

Mrs.  Earl  E.  Farnsworth,  President. 


EXAMINATIONS:  AMERICAN  BOARD  OF 
OBSTETRICS  AND  GYNECOLOGY 

The  next  examinations  (written  and  review  of  case 
histories)  for  Group  B candidates  will  be  held  in 
various  cities  of  the  United  States  and  Canada  on 
Saturday,  November  6,  1937,  and  Saturday,  P^ebru- 
ary  5,  1938.  Application  for  admission  to  these  ex- 
aminations must  be  filed  on  an  official  application 
form  in  the  office  of  the  Secretary  at  least  sixty  days 
prior  to  these  dates. 

The  general  oral,  clinical  and  pathological  examina- 
tions for  all  candidates  (Groups  A and  B)  will  be 
conducted  by  the  entire  Board,  meeting  in  San  P’ran- 
cisco,  California,  on  June  13  and  14,  1938,  immediately 
prior  to  the  meeting  of  the  American  Medical  Asso- 
ciation. 

Application  for  admission  to  Group  A examinations 
must  be  on  file  in  the  Secretary’s  Office  before  April 
1,  1938. 

P'or  further  information  and  application  blanks 
address  Dr.  Paul  Titus,  Secretary,  1015  Highland 
Building,  I'ittsburgh,  (6),  Pa. 


MISSISSIPPI  VALLEY  MEDICAL  SOCIETY 
AWARD 

The  Mississippi  Valley  Medical  Society  offers  a 
cash  prize  of  $100.00,  a gold  medal  and  a certificate 
of  award  for  the  best  unpublished  essay  on  a subject 
of  interest  and  practical  value  to  the  general  practi- 
tioner of  medicine.  Entrants  must  be  ethical  licensed 
physicians,  residents  of  the  United  States  and  gradu- 
ates of  approved  medical  schools.  The  winner  will  be 
invited  to  present  his  contribution  before  the  next 
annual  meeting  of  the  Mississippi  Valley  Medical  So- 
ciety (September  28,  29,  30,  1938),  the  Society  reserv- 
ing the  exclusive  right  to  first  publish  the  essay  in 
its  official  publication — the  Radiologic  Review  and 
Mississippi  Valley  Medical  Journal,  All  contributions 
shall  not  exceed  5000  words,  be  typewritten  in  Eng- 
lish in  manuscript  form,  submitted  in  five  copies,  and 
must  be  received  not  later  than  May  15,  1938.  Further 
details  may  be  secured  from  Harold  Swanberg,  M.  D., 
Secretary,  Mississippi  Valley  Medical  Society,  209-224 
W.  C.  U.  Building,  Quincy,  111. 
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The  first  meeting  of  the  1937-38  sessions  of  the 
Omaha- Douglas  County  Medical  Society  was  held 
September  28,  in  the  Medical  Arts  Auditorium,  Presi- 
dent Wearne  in  the  chair. 

The  scientific  program  consisted  of: 

Demonstration  of  the  Drinker  Respirator  through 
the  courtesy  of  the  Omaha  Red  Cross.  Dr.  George 
Robertson  gave  a comprehensive  demonstration  of 
the  mechanics  and  operation  of  the  respirator.  Dr. 
Robertson  then  through  a slide  on  the  screen  demon- 
strated the  number  of  cases  of  poliomyelitis  treated 
at  the  Douglas  County  Hospital  and  the  results  ob- 
tained. He  stated  that  the  slide  merely  depicted  a 
preliminary  report  and  it  was  in  no  way  intended  as 
a comprehensive  paper  on  poliomyelitis.  Discussion 
by  Dr.  J.  Harry  Murphy  and  Dr.  Edward  C.  Thomp- 
son. 

The  next  number  on  the  program  was  a paper  on 
Childhood  Tuberculosis  in  Omaha  by  Dr.  J.  Harry 
Murphy.  Discussion  by  Dr.  John  Allen. 

The  guest  speaker.  Dr.  Howard  K.  Gray,  of  the 
Mayo  Clinic  of  Rochester,  Minn.,  was  introduced  by 
Dr.  Herbert  Davis.  Dr.  Gray’s  subject  was  “The 
Pathologic  Physiology  of  the  Biliary  Tract  and  Its 
Relation  to  Surgery.” 

The  Twelfth  Councilor  District  Medical  Society, 
jointly  with  the  Western  Nebraska  District  Dental 
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Society  held  an  all  day  meeting  at  Alliance  Septem- 
ber 28,  with  an  attendance  of  some  forty  physicians 
and  twenty-five  dentists. 

M.  C.  Smith,  executive  secretary,  Nebraska  State 
Medical  Association,  talked  on  Medical  Organization; 
Dr.  E.  G.  Zimmerer,  State  Board  of  Health,  talked 
on  Venereal  Disease  Control;  Dr.  Homer  Davis,  pres- 
ident-elect of  the  Nebraska  State  Medical  Associa- 
tion, presented  the  Value  of  Organized  Medicine; 
Dr.  P.  H.  Bartholomew  gave  an  after-luncheon  talk 
on  “Public  Health — A Future.”  At  the  scientific  ses- 
sion Dr.  William  L.  Shearer,  Omaha,  spoke  on  “Focal 
Infections  of  Dental  Origin;”  Dr.  Herman  F.  .John- 
son, Omaha,  on  "Indication  for  Open  Reduction  of 
Fractures  and  Dislocations;”  Dr.  R.  Russell  Best,  Oma- 
ha, on  “Lesions  of  the  Rectum  and  Colon.”  Dr.  Davis  de- 
nounced state  medicine  as  a detriment  to  the  indi- 
vidual patient.  He  decried  how  socialized  medicine 
is  set  up  in  various  European  countries  and  declared 
it  cannot  be  a success  because  medicine  is  not  a busi- 
ness. Under  state  medicine,  he  said,  physicians  would 
be  directed  by  laymen  who  had  no  understanding 
of  the  problems  of  medicine.  Davis  also  said  that 
such  a system  of  state  medicine  would  stop  compe- 
tition and  doctors  consequently  would  sink  into  a hole 
of  apathy. 

Dr.  S.  O.  Harris,  Chappell,  was  elected  president; 
Dr.  Joseph  Kuncl,  Alliance,  vice  president;  Dr.  Paul 
Q.  Baker,  Scottsbluff,  secretary-treasurer. 

A joint  meeting  of  the  Ninth  and  Tenth  Councilor 
Districts  Medical  Societies  was  held  at  the  Hotel 
Dale,  Holdrege,  September  30,  beginning  with  a 
luncheon.  Fifty  doctors  attended,  again  showing  what 
the  writer  said  a generation  ago,  that  the  doctors  in 
the  more  sparsely  settled  portions  of  Nebraska  were 
the  most  organization  conscious. 

Dr.  Homer  Davis,  Genoa,  spoke  on  Medical  Organi- 
zation following  the  luncheon.  The  regular  program: 
Carcinoma  of  the  Prostate,  Dr.  D.  W.  Kingsley, 
Hastings;  Health  Program,  Dr.  P.  H.  Bartholomew, 
Lincoln;  Infantile  Paralysis,  Dr.  G.  Alex.  Young, 
Omaha. 

Dr.  W.  A.  Schreck,  Bertrand,  was  elected  president; 
Dr.  George  Pinney,  Hastings,  was  reelected  secretary- 
treasurer  of  the  Tenth  Councilor  District,  while  the 
officers  for  the  Ninth  District  are  Dr.  D.  E.  Rose, 
Kearney,  president;  Dr.  Amil  Johnson,  Grand  Island, 
was  chosen  secretary-treasurer. 

Following  a 6:30  dinner  at  the  McCloud  Hotel, 
York,  the  Sixth  Councilor  District  Medical  Society 
enjoyed  this  interesting  program:  Public  Health — A 
Future,  P.  H.  Bartholomew,  M.  D.,  Lincoln;  Motion 
Pictures  on  Lues,  E.  G.  Zimmerer,  M.  D.,  Lincoln. 
The  meeting  was  well  attended. 

The  Adams  County  Medical  Society  met  in  regular 
session  October  6th  at  the  Ingleside  State  Hospital 
where  the  members  enjoyed  one  of  the  fine  meals 
which  have  been  largely  responsible  for  record  at- 
tendances for  the  past  two  years. 

Following  the  brief  business  session  the  twenty- 
seven  members  and  visitors  present  were  treated  to 
the  showing  of  three  motion  pictures.  One  was  con- 
cerning “Orthopedic  Treatment  of  Infantile  Paraly- 
sis;” the  second,  “Appendectomy  for  Acute,  Gangren- 
ous Appendicitis;”  and  the  third,  “Subtotal  Thyroid- 
ectomy.” 

There  was  an  unusually  good  attendance  for  the 
first  meeting  following  the  summer  vacation  and  was 
probably  due,  in  a large  part,  to  the  fact  that  last 
spring  the  society  decided  to  discontinue  their  meet- 
ings through  June  and  begin  again  the  following  Oc- 
tober, thereby  avoiding  a small  attendance  by  such 
factors  as  warm  weather  and  vacations. 

The  Madison  Six  County  Medical  Society  held  its 


September  meeting  at  the  Horst  Hotel  in  Madison 
on  the  28th.  A chicken  dinner  was  enjoyed  by  46 
doctors  and  their  ladies. 

The  scientific  program  included  the  following  pre- 
sentations: Dr.  John  R.  Kleyla,  Omaha,  “Recent  Ad- 
vances in  the  Treatment  of  Lobar  Pneumonia.”  Dr. 
Kleyla  stressed  the  early  diagnosis  and  early  admin- 
istration of  serum.  The  typing  of  the  sputum  was 
also  advised  as  an  early  duty  of  the  doctor.  He  also 
evaluated  the  other  measures  in  the  treatment  advo- 
cating the  use  of  sedatives  especially  morphine  in  in- 
suring rest. 

Dr.  Chas.  M.  Swab,  Omaha,  “The  Differential  Diag- 
nosis and  Treatment  of  a Bloodshot  Eye.”  This  paper 
covered  the  acute  bloodshot  eye,  subjunctival  hem- 
morhage,  pink  eye,  and  traucoma.  The  treatment  of 
the  above  was  well  covered  as  was  the  question  of 
gonorrheal  ophthalmia  in  children  and  adults. 

Dr.  N.  Frederick  Hicken,  Omaha,  “Prevention  of 
Thyroid  Disease.”  The  recognition  of  and  proper 
handling  of  thyroid  disease  was  the  keynote  of  Dr. 
Hicken's  presentation.  Lantern  slides  showing  many 
cases  of  unusual  interest  and  value  of  early  diagnosis 
were  shown.  The  improper  use  of  thyroid  extract 
and  iodine  was  criticized.  The  checking  of  newborn 
infants  for  congenital  thyroids  was  suggested  by  Dr. 
Hicken. 

Dr.  John  C.  Eagan,  Madison,  “Persistent  Enlarge- 
ment of  the  Thymus  Gland.”  This  was  a case  report 
of  an  infant  with  an  enlarged  thymus  gland  that  was 
of  unusual  size  and  very  resistent  to  treatment.  The 
dangers  associated  with  the  condition,  the  diagnostic 
points  along  with  the  treatment  of  this  case  were 
presented.  X-ray  was  used  in  the  treatment. 

The  meeting  was  one  of  unusual  interest  and  each 
paper  was  generously  discussed. 

Before  the  Platte- Loup  Medical  Society  at  the 
Thurston  hotel,  Columbus,  October  13,  Dr.  Robert  D. 
Schrock,  Omaha,  gave  a lecture  on  “Plaster  Versus 
Splints  in  Fracture  of  the  Long  Bones.”  The  meeting 
followed  a 6:30  dinner. 

The  Seventh  Councilor  District  Medical  Society  met 
at  Davenport  October  14,  with  the  following  program 
built  around  the  problem  of  Diabetes:  “Incidence, 

Etiology,  Complications  and  Diagnosis  of  Diabetes 
itlellitus,”  Frank  Conlin,  M.  D.,  Omaha;  “Pathological 
Physiology,”  F.  Lowell  Dunn,  M.  D.,  Omaha;  “Dietary 
Treatment,”  F.  L.  Rogers,  M.  D.,  Lincoln;  “Use  of 
Insulin,”  M.  Margolin,  M.  D.,  Omaha. 

Following  the  dinner  talks  on  the  problems  of  med- 
ical organization  and  medical  economics  were  given 
by  Dr.  Roy  Fonts,  President,  Nebraska  State  Medical 
Association;  Dr.  Homer  Davis,  President-elect,  and 
by  Mr.  M.  C.  Smith,  Executive  Secretary.  Dr.  P.  H. 
Bartholomew,  of  the  Department  of  Health,  gave  a 
lecture  on  Public  Health — A Future. 

Dr.  .1.  B.  Dierker,  Lawrence,  was  elected  president 
for  the  ensuing  year  and  Dr.  Rudolph  Decker  was  re- 
elected secretary. 


HUMAN  INTEREST  TALES 

Dr.  and  Mrs.  W.  A.  Schreck,  Holdrege,  recently  made 
a trip  to  Colorado. 

Dr.  W.  D.  Hansen,  lately  of  Omaha  and  Winside, 
has  located  in  Wisner. 

Dr.  G.  W.  Bartlett,  Belgrade,  enjoyed  a fishing  trip 
to  Minnesota  recently. 

Dr.  William  Ketter,  formerly  in  practice  at  DuBois, 
has  located  at  Falls  City. 

Dr.  O.  C.  Ehlers  and  a friend  fished  in  the  Minne- 
sota lakes  in  September. 

It  is  currently  reported  that  Cozad  is  to  have  a 
hospital  privately  operated. 
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Dr.  and  Mrs.  R.  C.  Ranter,  Dorchester,  spent  their 
vacation  at  Woman  Lake,  Minn. 

The  marriage  of  Dr.  Clifford  Howard  and  Miss 
Clare  Foley,  Blair,  is  announced. 

Dr.  L.  A.  Johnson  for  two  decades  in  practice  at 
Plainview  has  located  at  Gordon. 

Dr.  William  Edmonds,  Nebraska  City,  recently  vis- 
ited his  mother  at  Fredonia,  N.  Y. 

Dr.  and  Mrs.  Robert  Lovell,  Los  Angeles,  visited 
their  parents  at  Hastings  recently. 

Dr.  George  H.  Boetel  has  been  appointed  assistant 
county  physician  of  Douglas  county. 

Dr.  and  Mrs.  J.  Hewitt  Judd,  Omaha,  have  returned 
from  a motor  trip  to  the  west  coast. 

Dr.  and  Mrs.  R.  Allyn  Moser,  Omaha,  toured  Quebec 
and  the  New  England  states  this  fall. 

Dr.  I.  N.  Smith,  pioneer  Syracuse  physician,  is  re- 
covering from  a recent  serious  illness. 

Dr.  J.  A.  Alquist,  missionary  in  As.sam,  spoke  re- 
cently in  the  Baptist  church,  Fremont. 

Dr.  and  Mrs.  W.  A.  Rush,  Beatrice,  have  returned 
from  a trip  to  the  eastern  plains  states. 

Dr.  and  Mrs.  J.  B.  Potts,  Omaha  people,  are  winter- 
ing at  the  Ambassador  hotel,  Los  Angeles. 

The  recent  marriage  of  Dr.  Robert  May  and  Miss 
Barbara  Lee  Baugh,  Erickson,  is  announced. 

Dr.  P.  J.  Sullivan,  Rushville,  has  gone  to  New  York 
for  a three  month  intensive  course  in  surgery. 

Dr.  Earl  R.  Lee,  formerly  of  LaVeta,  Colorado,  has 
located  at  Leigh  in  succession  to  Dr.  P.  W.  Berney. 

Dr.  L.  E.  Collins,  for  a short  period  located  at  Sny- 
der, has  gone  east  for  postgraduate  study  in  surgery. 

Dr.  and  Mrs.  E.  C.  McAleer,  Peru,  toured  the  North- 
west, including  Glacier  National  Park  in  late  summer. 

Dr.  E.  T.  Hobbs  has  resigned  as  assistant  city  phy- 
sician of  Lincoln  to  give  all  his  time  to  private  prac- 
tice. 

Dr.  Fi'ed  Long,  for  the  past  year  in  practice  at 
Harrison,  has  gone  to  Ann  Arbor  for  postgraduate 
study. 

Dr.  R.  A.  Newton,  Genoa,  with  some  friends  en- 
joyed a fishing  trip  to  the  Minnesota  lakes  in  Sep- 
tember. 

Dr.  Paul  Royal,  Lincoln,  spoke  to  a group  of  Uni- 
versity and  high  school  students  recently  on  Mental 
Hygiene. 

Dr.  B.  M.  Riley,  dean  of  Creighton  University 
School  of  Medicine,  has  recovered  from  a recent  major 
operation. 

The  recent  marriage  of  Dr.  Bernard  J.  Harvey, 
Gothenburg,  and  Miss  Guenn  Adams  of  Red  Cloud,  is 
announced. 

Dr.  J.  H.  Calvert,  Pierce,  who  recently  lost  all  his 
equipment  by  fire,  has  built  an  up-to-date  office  of 
eight  rooms. 

Dr.  Miles  ,T.  Breuer  of  Lincoln  recently  told  the 
Optimist  club  that  the  biggest  problem  of  life  comes 
at  fifty  years. 

Dr.  and  Mrs.  L.  D.  McGuire,  Omaha,  visited  the  lat- 
ter’s parents  at  Dexter,  Minn.,  recently,  accompanied 
by  their  four  sons. 

Dr.  W.  J.  Novak,  well  known  Howells  physician,  has 
relinquished  his  practice  and  has  gone  to  Philadelphia 
for  postgraduate  study. 

Dr.  Milan  D.  Bakei',  for  two  years  located  at  Battle 
Creek,  has  gone  to  St.  Louis  to  study  plastic  surgery 
under  Dr.  Vilray  P.  Blair. 

Dr.  Earl  B.  Brooks,  Lincoln  ophthalmologist,  has 
been  appointed  examining  consultant  for  the  state 
blind  assistance  program. 

Dr.  A.  G.  Pohlman  of  Creighton  Medical  College, 
recently  spoke  on  his  observations  in  Europe  before 
the  Cooperative  club,  Omaha. 

Dr.  B.  F.  Williams,  Lincoln,  psychiatrist,  recently 
spent  some  time  doing  research  work  at  the  Washing- 
ton State  Hospital  at  Stielacoom. 

Dr.  L.  P.  Johnson,  recently  in  practice  at  Humboldt 


and  more  recently  at  Pawnee  City,  has  moved  to 
Omaha  and  has  accepted  a hospital  position. 

Dr.  E.  G.  Zimmerer  of  the  state  division  of  venereal 
diseases  gave  an  address  on  Syphlilis  before  the  Ne- 
braska Federation  of  Women’s  Clubs  in  session  in 
Omaha. 

Dr.  P.  W.  Berney,  for  eleven  years  in  practice  at 
Leigh,  has  moved  his  family  to  Philadelphia  and  will 
engage  in  postgraduate  study  at  the  University  of 
Pennsylvania. 

Dr.  and  Mrs.  Philip  Romonek,  Omaha,  have  gone  to 
Europe  taking  the  conventional  routes  and  the  doctor 
also  will  visit  European  clinics  at  Prague,  Vienna  and 
other  centers. 

The  American  Congress  of  Physical  Therapy  was 
attended  by  the  following  Nebraska  physicians:  J.  E. 
Meisenbach,  Staplehurst;  Roy  Fouts,  Omaha;  James 
F.  Kelly,  Omaha. 

Dr.  G.  L.  Nutzman,  Harvard  physician  for  a num- 
ber of  years,  has  accepted  a position  at  University 
of  North  Dakota  as  associate  professor  in  the  organi- 
zation of  student  health  department. 

Dr.  J.  P.  Lord,  Omaha  orthopedic  surgeon,  attended 
the  meeting  of  the  Orthopedic  Clinical  Society  in  Chi- 
cago the  middle  of  October.  Dr.  Lord  was  one  of  the 
early  presidents  of  this  society. 


BOOKS  RECEIVED 

DR.  COLWELL’S  DAILY  LOG  FOR  1938:  A Brief, 
Simple,  Accurate  Financial  Record  for  the  Physician’s 
Desk.  Large  Octavo.  Colwell  Publishing  Co.,  Cham- 
paign, 111. 

SYNOPSIS  OF  GENITOURINARY  DISEASES  by 
Austin  I.  Dodson.  M.  D.,  F.  A.  C.  S.,  Richmond,  Vir- 
ginia. Professor  of  Genitourinary  Surgery,  Medical 
College  of  Virginia;  Genitourinary  Surgeon  to  the 
Hospital  Division,  Medical  College  of  Virginia;  Geni- 
tourinary Surgeon  to  Crippled  Children’s  Hospital; 
Urologist  to  St.  Elizabeth’s  Hospital  and  McGuire 
Clinic.  Second  Edition.  With  112  Illustrations.  294 
pages.  Twenty-four  mo.  The  C.  V.  Mosby  Company, 
St.  Louis,  Mo.  1937.  $3.00. 


WELL,  I’LL  TELL  YOU— 

In  the  old  days,  the  family  doctor  took  care  of  ev- 
erything. You  called  him  if  you  had  a cold,  fever, 
stomach  ache  or  a nail  in  your  foot,  but  today  it 
looks  like  you  have’ta  have  a specialist  for  every 
little  thing  that  ails  you.  All  you  have’ta  do  now  is 
find  out  what  ails  you  and  then  go  to  the  specialist. 

My  Uncle  Chig  came  out  to  see  me  not  long  ago 
and  when  he  started  complainin’  about  his  health  bein’ 
bad,  I took  him  down  to  see  a big  health  specialist. 
The  first  thing  he  asked  Uncle  Chig  was,  “Do  you 
sleep  with  your  windows  open?’’  Uncle  Chig  says, 
“No,  I ain’t  got  no  windows,”  and  the  specialist  says, 
“Well,  that’s  just  the  trouble  with  you.  You’ve  got 
to  have  more  air  at  night.  You  need  more  ventila- 
tion.” 

Uncle  Chig  says,  “Well,  then,  I reckon  I’ll  have’ta 
knock  some  spokes  out  of  the  wheels — I been  sleepin’ 
under  my  wagon  for  three  years.” — Bob  Burns. 


HERPES  ZOSTER  INTERCOSTALIS  RELIEVED 
BY  ALCOHOL  INJECTION  INTO  THE 
INTERCOSTAL  NERVE 

At  the  Surgical  Clinic  in  Palermo,  Italy,  Dr.  G. 
Buttafarri  has  obtained  quick  and  excellent  results 
in  the  treatment  of  herpes  zoster  intercostalis  by  al- 
cohol injections  into  the  intercostal  nerve.  With  the 
technique  which  he  uses,  the  injection  is  almost  pain- 
less and  well  tolerated.  Pain  completely  disappears 
within  a few  minutes,  and  skin  symptoms  are  soon 
banished. 
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The  technic:  With  a thin,  long  (5  cm.)  needle  at  a 
site  4 cm.  away  from  the  middle  line  and  the  spinous 
processes,  2 cc.  of  5%  nov’ocain  solution  are  injected. 
The  needle  is  left  in  position  and  2 cc.  of  95%  alco- 
hol then  injected.  The  needle  is  always  kept  in  con- 
tact with  the  lower  edge  of  the  ribs  in  feeling  the  way 
for  the  nerve  with  the  point  of  the  needle. — Modern 
Medicine. 


THE  PHYSICIAN  AND  THE  TRAFFIC 
PROBLEM 

Lowell  S.  Selling,  Detroit  {Journal  A.  M.  A., 
Jan.  9,  1937),  is  of  the  opinion  that  the  chief 
rea.son  for  criticism  of  the  tests  proposed  in  some 
states  and  now  given  to  drivers  in  others,  which 
should  be  of  interest  to  physicians,  is  the  fact 
that  these  tests  in  themselves  do  not  separate  the 
good  from  the  bad  driver.  Many  of  the  driving 
difficulties  are  due  to  emotional  handicaps  or 
arise  from  some  temporary  physical  condition 
that  is  correctable  or  that  might  not  occur  again 
in  the  same  individual  during  the  rest  of  his  life. 
Cnder  these  conditions  the  mere  physical  exam- 
ination, a mere  check-up  of  the  eyesight,  or  a 
brief  psychologic  test,  such  as  the  Binet  or  some 
simpler  test,  would  fail  to  reveal  why  the  man  un- 
der consideration  had  his  accident  or  why  he  is  a 
chronic  law  violator.  Until  physicians  themselves 
give  these  examinations,  compile  data  and  show 
just  where  the  line  must  be  drawn  between  ade- 
(|uate  and  inadequate  physical  capacities,  licens- 
ing by  means  of  physical  and  mental  tests  will  be 
more  or  less  of  a*  farce.  A mere  physical  handi- 
cap is  no  contraindication  to  driving,  and  it  re- 
quires the  decision  of  an  experienced  and  highly 
trained  individual  to  make  a determination.  The 
features  which  the  physician  must  consider  when 
mapping  out  plans  for  making  examinations  for 
driver’s  license,  or  examining  offenders  or  per- 
sons involved  in  accidents,  from  the  physical  and 
mental  standpoint,  are  the  general  physical  con- 
dition, the  eye  examination  and  mental  deviations. 


DON’T  WAIT  FOR  CRITICAL  SICKNESS 
TO  DEVELOP 

“My  girl  friend  Bo  Peep 
Is  losing  sleep, 

.\nd  we  don’t  know  just  what  ails  her. 
She’s  young  and  strong 
But  something’s  wrong 
Her  natural  Zest  just  fails  her. 

She  first  tried  some  i^ills 
That  made  her  ill, 

•And  now  she  is  worse,  not  better; 
y\nd  I can  tell 
She  won’t  get  well, 

’Till  the  good  old  M.D.  we  get  her.’’ 
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THE  DIAGNOSTIC  INTERPRETATION  OF  JAUNDICE* 

CHAS.  GORDON  HEYD,  B.  A.,  M.  D.,  F.  A.  C.  S., 

President,  American  Medical  Association;  Professor  of  Surgery,  New  York  Postgraduate 
Medical  School,  Columbia  University, 

New  York  City. 


Our  conception  of  jaundice  has  undergone 
many  changes  and  recently  a fundamental  revi- 
sion. In  1847  Virchow  upon  finding  hematoidin 
crystals  in  connection  with  fluid  collections  of 
blood  postulated  the  development  of  jaundice 
from  causes  that  arose  within  the  liver,  and  in 
addition,  a jaundice  that  arose  from  pathological 
processes  outside  of  the  liver.  This  view  was 
held,  more  or  less  intermittently,  throughout  the 
subsequent  period  although  it  was  largely  invali- 
dated by  the  celebrated  experiments  of  Minkowski 
and  Naunym  carried  out  on  geese,  the  livers  of 
which  had  been  removed  and  in  which  despite 
the  severest  degree  of  arsenhydrogen  poisoning 

*Abstract  of  Lecture  delivered  before  the  Nebraska  State  Med- 
ical Association,  Omaha,  Nebraska,  May  12,  1937. 


no  jaundice  occurred.  In  the  light  of  these  ex- 
periments it  was  asserted  that  “without  the  liver, 
no  formation  of  bile — without  the  liver,  no  jaun- 
dice.” Thus  the  only  type  of  jaundice  that  could 
be  recognized  was  that  of  hepatogenous  origin, 
it  being  considered  that  true  hematogenous  icterus 
was  not  possible. 

The  blood  content  of  bilirubin  may  be  raised 
to  1 in  40,000  before  macroscopic  tingeing  or 
tissue  jaundice  occurs.  There  is  thus  a blood 
icterus  which  ranges  from  the  normal  blood 
Iiilirubin  content  up  to  a bilirubinemia  of  1 m 
40,000  before  clinical  jaundice  is  apparent.  This 
bilirubin  range  is  termed  latent  jaundice— an  ic- 
terus of  the  blood  serum  and  detected  only  by 
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chemical  tests.  It  is  obvious  that  a blood  icterus 
always  anticipates  a clinical  icterus.  This  chem- 
ical blood  condition  is  analogous  to  that  which  is 
present  in  diabetes  with  blood  sugar  and  in 
nephritis  with  blood  urea.  In  a chemical  sense 
jaundice  is  essentially  a disorder  of  bilirubin 
metabolism  and  always  manifests  itself  by  an  ac- 
cumulation of  bilirubin  above  the  normal  physio- 
logical blood  content. 

Jaundice  has  been  defined  as  a visible  color- 
ation of  the  skin,  mucous  membranes  and  sclera, 
due  to  the  deposition  of  bile  pigments.  In  this 
form,  however,  we  recognize  jaundice  as  a clin- 
ical or  tissue  jaundice  which  gives  a very  imper- 
fect picture  of  the  underlying  chemical  mecha- 
nism. Jaundice  is  an  expression  of  the  sum  total 
of  the  retention  and  accumulation  of  bilirubin  in 
the  blood  stream.  There  is  at  all  times  circulat- 
ing in  the  blood  stream  a normal  content  of  bili- 
rubin. This  amount  varies  from  one  part  of 
bilirubin  to  4U0,000-(i00,000  parts  of  blood  serum 
and  is  termed  “physiologic  bilirubin.”  The  blood 
stream  may  contain  a content  of  bilirubin  et|ual 
to  1 to  40,000  before  the  skin  becomes  tinged  or 
clinical  jaundice  appears.  The  intensity  of  the 
jaundice  may  be  estimated  by  the  so-called  “ic- 
terus index.”  The  icteric  index  is  the  measure 
of  intensity  of  the  color  of  the  blood  serum  as 
compared  with  a .standard  1/10,000  solution  of 
potassium  bichromate.  Under  normal  circum- 
stances the  normal  icteric  index  varies  from  3 to 
0 ; and  the  clinical  evidences  of  jaundice  are  us- 
ually obtained  when  the  icteric  index  rises  to  20 
or  more.  This  interval  between  6 and  20  is 
known  as  a period  of  latent  jaundice,  a period 
when  there  is  more  than  the  normal  amount  of 
bilirubin  in  the  blood  stream,  yet  not  enough  to 
.give  an  icteric  tinge  to  the  skin  and  sclera. 

There  is  another  aspect  of  jaundice  which  must 
be  canvassed,  and  that  is  whether  the  jaundice  is 
due  to  a retention  of  bilirubin  with  or  without  the 
bile  acids.  The  retention  of  bilirubin  with  bile 
acids  si.gnifies  that  the  casual  factor  in  the  pro- 
duction of  this  jaundice  is  in  some  way  or  an- 
other obstructive  and  due  to  the  reabsorption  of 
a completely  formed  bile.  jaundice  that  is 
due  to  the  retention  of  bilirubin  per  se  and  with- 
out bile  acids  is  in  no  way  connected  with  an 
obstructive  phenomena  and  is  referred  to  as  a 
“dissociated  jaundice.”  This  is  the  type  of  jaun- 
dice that  occurs  during  the  absorption  of  large 
hemorrhagic  exudates  and  also  in  certain  types 
of  familial  jaundice. 

\^an  den  Bergh  assumed  that  icterus  was  en- 
tirely due  to  an  increase  of  bilirubin  in  the  serum 
and  upon  utilizing  the  color  reaction  given  by 


bilirubin  with  the  diazo  reagent  of  Ehrlich,  he 
was  able  to  make  the  orginal  observation  that 
in  some  cases  of  jaundice  it  was  necessary  to 
bring  the  bilirubin  into  alcoholic  solution  before 
a color  reaction  could  be  obtained,  while  in  other 
cases  the  adding  of  the  icteric  serum  directly  to 
the  diazo  reagent  brought  about  a color  reaction. 
He,  therefore,  made  the  very  important  distinc- 
tion that  in  the  icteric  group  there  were  two  dis- 
tinct kinds  of  sera : first,  sera  which  gave  a color 
reaction  at  once  or  immediately  upon  the  addition 
of  diazo  reagent  directly  to  the  sera,  the  so-called 
“prompt  or  immediate  reaction second,  sera 
which  gave  no  color  reaction,  or  only  after  a long 
delay  on  the  addition  of  the  diazo  reagent  di- 
rectly to  the  sera,  the  so-called  “delayed  reaction.” 
\’an  den  Bergh  supposed  that  a prompt  direct 
reaction  was  obtained  only  from  a bilirubin  that 
had  passed  through  the  polygonal  liver  cells  and 
had  subsequently  been  absorbed  because  of  ob- 
struction. On  the  other  hand,  if  the  sera  gave  a 
delayed  reaction  he  assumed  that  the  bilirubin 
had  been  formed  independently  of  the  liver  cells 
and  in  addition  had  not  passed  through  them.  If 
this  thesis  be  correct  then  there  are  two  kinds  of 
bilirubin  that  may  cause  jaundice.  This  con- 
tention is  supported  by  clinical  facts  is  evidenced 
by  the  following:  (1)  bile  from  the  gallbladder 
always  gives  a typical  prompt  direct  reaction — 
this  bile  has  obviously  passed  through  the  liver : 
( 2 ) bilirubin  obtained  from  the  serous  fluids,  in 
hemorrhagic  effusions  in  the  chest  or  abdomen, 
or  knee  joints,  gives  the  delayed  reaction  only,  or 
generally  not  at  all.  Sudh  a bile  pigment  has  been 
elaborated  independently  of  tbe  polygonal  cells  of 
the  liver. 

It  is  the  cells  of  the  reticulo-endothelial  cell 
system  and  particularly  Kupffer’s  cells  in  the 
liver  and  the  reticular  cells  of  the  spleen  which 
are  concerned  with  the  breaking  down  of  hemo- 
globin into  bilirubin.  Bile  pigment,  hemosiderin, 
and  fragments  of  red  corpuscles  have  been  seen 
repeatedly  in  both  these  types  of  cell,  but  partic- 
ularly in  Kupffer's  cells  of  the  liver.  It  would 
seem  then  that  splenic  tissue,  without  and  within 
the  liver  (Kupffer’s  cells)  and  not  the  liver  cells 
per  se  plays  a very  prominent  part  in  the  forma- 
tion of  bile  pigment.  On  the  other  hand,  not 
the  slightest  proof  has  been  brought  forward  to 
substantiate  the  hepatocellular  formation  of  bile 
pigment.  Jaundice  may  then  arise  theoretically 
from  the  obstruction  of  the  outlet  of  the  bile 
capillaries  after  the  changed  bilirubin  has  passed 
through  the  polygonal  cells  of  the  liver  or  it  may 
occur  by  reason  of  the  fact  that  the  bilirubin  has 
not  passed  through  the  polygonal  cells  but  is  ab- 
sorbed by  the  vascular  capillaries  or  lymphatics 
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of  the  liver  into  the  general  circulation.  The  for- 
mer would  be  the  elimination  of  an  altered  bili- 
rubin with  bile  salts  and  subsequent  absorption 
from  obstruction ; the  second  would  be  the  ab- 
sorption of  an  unaltered  bile  pigment  and  with- 
out bile  salts.  It  is  this  conception  of  jaundice 
that  explains  the  two  reactions  of  Van  den 
Bergh’s  test.  It  seems  possible  therefore  to 
predicate  inferentially  two  different  kinds  of 
bilirubin.  While  these  have  not  been  experimen- 
tally or  clinically  demonstrated,  the  behavior  of 
bilirubin  in  varied  conditions  of  jaundice  allows 
this  assumption.  It  would  seem  that  there  is  a 
normal  content  of  bilirubin  that  at  all  times  is 
circulating  in  the  body.  A portion  of  this  bili- 
rubin, which  we  may  call  Bilirubin  A is  taken  out 
by  the  activity  of  the  liver  cells  and  eliminated 
in  the  bile.  This  bilirubin  is  possibly  of  no  use 
to  the  organism  and  represents  a waste  product 
in  the  process  of  excretion,  for  by  its  concentra- 
tion or  by  some  slight  change  in  its  chemical 
character,  it  gives  the  positive  direct  reaction  of 
V'an  den  Bergh.  The  remaining  moiety  of  bili- 
rubin is  evidently  a useful  product  conserved  by 
the  organism  and  so  is  not  withdrawn  from  the 
blood  stream  by  the  liver  cells  and  continues  cir- 
culating. This  type  of  Bilirubin  A is  dissimilar 
either  in  concentration  or  in  slight  variation  of 
chemistry  from  the  other  and  gives  ordinarily 
the  indirect  reaction  of  Van  den  Bergh.  It  is  ap- 
parently this  type  of  bilirubin  that  reaches  a large 
measure  of  concentration  in  pathologic  hemolysis 
and  gives  the  distinct  bilirubinemia  of  hemolytic 
jaundice.  The  amount  of  bilirubin  in  hemolytic 
jaundice  available  for  action  upon  by  the  liver  cells 
is  greatly  in  excess  of  their  capacity  and  there 
might  be  a direct  injury  to  the  liver  cells  by  reason 
of  the  overcharged  bilirubin  content.  The  presence 
of  calculi  in  hemolytic  jaundice  in  non-inflamma- 
tory  gallbladders  and  ducts  would  suggest  that 
this  element  of  pleichroma  was  a factor  in  their 
production.  The  removal  of  the  spleen  would 
obviously  limit  the  degree  of  pathologic  hemolysis 
and  the  liver  would  then  be  able  to  excrete  its 
normal  quantity  of  bilirubin.  The  liver  has  a 
threshold  for  the  elimination  of  bilirubin  just  as 
has  the  kidney.  In  some  cases  it  allows  the  elim- 
ination of  bilirubin  in  the  bile  much  more  readily 
than  in  others,  and  in  hemolytic  jaundice  the 
threshold  is  exceedingly  high  with  retention  and 
accumulation  of  bilirubin  in  the  blood  stream. 
The  bilirubin  that  occurs  in  frank  obstructive 
jaundice  or  in  disease  of  the  liver  cells  has  a renal 
threshold  of  1 :40,000,  whereas  the  bilirubin  that 
occurs  after  marked  hemolysis,  and  meets  its  best 
example  in  hemolytic  jaundice,  has  a much  high- 
er threshold  of  renal  elimination  and  does  not 


appear  in  the  urine  as  a bilirubinuria.  In  fact,  it 
may  be  doubted  if  in  hemolytic  jaundice,  without 
some  added  complication,  bilirubin  ever  passes 
through  the  kidney  at  all. 

A differential  diagnosis  of  jaundice  will  em- 
brace an  analysis  of  the  history,  an  examination 
of  the  gastrointestinal  tract,  blood,  urine,  togeth- 
er with  a physical  examination  of  the  patient  and 
such  additional  information  as  may  be  given  by 
x-ray  studies.  Statistical  analysis  of  a large 
series  of  cases  exhibiting  jaundice  indicates  that 
according  to  the  frequency  jaundice  may  be  clas- 
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sified  in  the  following  order — jaundice  associat- 
ed with:  (1)  gall  stones  and  infection  of  the  ex- 
trahepatic  bile  ducts:  (8)  catarrhal  jaundice — 
hepatic  degeneration:  (3)  cancer  of  the  liver: 

(4)  cirrhosis  of  the  liver:  (5)  cancer  of  the  bile 
ducts  or  gallbladder:  (G)  cancer  of  the  pancreas: 
(7)  cancer  of  the  stomach.  Of  outstanding  im- 
portance is  whether  the  onset  of  the  icterus  was 
associated  with  pain.  So  important  is  the  pres- 
ence or  absence  of  pain  with  jaundice  that  most 
clinicians  for  ease  of  diagnostic  interpretation 
speak  of  “painless  jaundice"  and  “jaundice  asso- 
ciated with  pain."  Pain  when  it  occurs  in  pa- 
tients with  jaundice  may  be  of  two  types: 

1.  Colic — colicky  pain  comes  on  suddenly,  has  a 
rapid  rise  to  a maximum  intensity,  is  followed  by  a 
short  free  interval  from  pain  and  is  so  severe  as  to 
require  anodynes.  This  type  of  pain  is  pre-eminently 
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the  type  of  pain  that  is  associated  with  calculus,  or 
infectious  obstruction  of  the  cystic,  hepatic,  or  com- 
mon duct. 

2.  Distension  pain  is  a dull,  heavy,  “"stretching 
pain.”  It  is  continuous,  has  none  of  the  colicky  or 
paroxysmal  features  of  the  former  type  of  pain,  and 
is  associated  with  the  stretching  of  the  capsule  of 
Glisson,  from  hepatic  degeneration,  with  malignancy 
or  metastatic  deposits  in  the  liver.  A distended  gall- 
bladder from  carcinoma  of  the  head  of  the  pancreas 
gives  the  same  general  type  of  pain. 

The  onset  of  jaundice  with  colicky  pain  is 
abrupt,  dramatic,  sudden  and  the  icterus  will  ap- 
pear within  24  hours.  Jaundice  that  appears  pain- 
lessly is  insidious,  continuous  and  ordinarily  some 
neighbor  or  member  of  the  family  informs  the  pa- 
tient that  he  has  a yellow  color.  To  recapitulate, 
the  development  of  a jaundice  after  a dramatic 
attack  of  colicky  pain  presupposes  diseases  of  the 
external  biliary  apparatus  in  which  calculus  and 
infection  are  the  etiological  factors.  A slow 
creeping  jaundice  without  initiatory  pain  and  one 
which  continues  to  rise  in  intensity,  with  the  de- 
velopment of  aching  type  of  pain  sometime  after 
the  onset  of  jaundice  is  indicative  of  either  a 
neoplastic  compression  of  the  common  duct,  or 
the  development  of  some  intrinsic  pathology  of 
the  liver. 

In  all  infectious  conditions  of  the  gallbladder 
there  is  a concomitant  infection  of  the  common 
duct  and  hepatic  ducts,  and  mechanical  obstruc- 
tion, be  it  calculous  or  infectious  products,  is  as 
a rule  intermittent  and  rarely  complete  for  long 
periods  of  time.  In  a malignancy  of  the  head 
of  the  pancreas,  or  of  the  common  duct,  the  oc- 
clusive process  is  complete  and  permanent.  In 
hepatic  degenerations,  which  vary  from  catarrhal 
jaundice,  to  acute  yellow  atrophy,  there  is  no 
change  in  the  lumen  of  the  extrahepatic  ducts 
sufficient  to  cause  obstruction  and  therefore  an 
investigation  as  to  the  presence  or  absence  of 
bile  in  gastrointestinal  tract  is  of  great  diag- 
nostic importance.  Two  methods  of  investiga- 
tion may  be  carried  out : one  is  the  daily  exami- 
nation of  the  stool  for  the  presence  or  absence 
of  bile  and  the  other  is  duodenal  drainage  for 
three  successive  days.  A complete  absence  of  bile 
from  the  stools  or  in  the  duodenal  drainage  in 
patients  with  continuous  jaundice  would  suggest 
a malignant  obstruction  of  the  external  biliary 
duct  system.  The  intermittent  presence  of  bile  in 
the  stools  or  duodenal  drainage  would  suggest 
that  from  time  to  time  bile  is  delivered  into  the 
intestinal  tract  and  therefore  would  suggest  in- 
flammatory disease,  with  or  without  calculi,  of 
the  external  biliary  duct  .system  or  intrinsic  dis- 
ease of  the  liver. 

Certain  data  may  be  obtained  from  blood  chem- 


istry. Of  outstanding  importance  is  the  periodic 
determination  of  the  icteric  index.  Since  the  liver 
is  concerned  with  (1)  the  excretion  of  bile  pig- 
ment-bilirubin, (2)  carbohydrate  metabolism  and 
(3)  the  analysis  and  synthesis  of  protein,  it  fol- 
lows the  examination  of  the  chemistry  of  the 
blood  can  be  fruitful  in  suggesting  diagnostic  dif- 
ferentiation. The  icteric  index  determines  the  in- 
tensity of  jaundice.  It  is  the  measure  of  the  inten- 
sity of  the  color  of  the  blood  serum  as  compared 
with  a standard  solution  of  1 :10,000  potassium  bi- 
chromate. Normally  the  blood  serum  has  3 to  6 
times  as  intense  a color  as  the  standard  so  that  the 
normal  icteric  index  is  from  3 to  6.  Clinical  evi- 
dences of  jaundice  are  usually  present  when  the 
icteric  index  reaches  17.  The  interval  between 
the  normal  index  of  3 to  6 and  the  clinical  evi- 
dence of  jaundice  from  17  to  20,  is  termed  latent 
jaundice.  The  icteric  index  then  represents  a 
quantitative  estimation  of  icterus  but  gives  no  in- 
formation as  to  whether  the  jaundice  is  obstruc- 
tive, toxic  or  hemolytic.  It  is  in  short,  a measure 
of  the  degree  of  jaundice.  However,  in  obstruc- 
tive jaundice,  the  icteric  index  rises  rapidly  and 
maintains  itself  in  a more  or  less  Uniform  eleva- 
tion. The  icteric  index  in  malignancy  of  the 
head  of  the  pancreas  is  usually  from  150  to  250, 
while  the  elevation  in  hepatic  degeneration  is  con- 
tinuous and  has  a tendency  to  rise  above  300. 
Tbe  icteric  index  may  be  combined  with  the  Van 
den  Bergh  but  the  determination  as  to  whether 
the  reaction  is  direct  or  indirect  is  not  of  much 
diagnostic  importance. 

The  liver  receives  cholesterol  from  the  blood 
and  excretes  it  as  cholesterol  and  cholesterol  es- 
ters in  the  bile.  In  obstructive  jaundice  there  is 
an  increase  of  cholesterol  in  the  blood.  The  nor- 
mal amount  of  cholesterol  in  the  blood  is  from 
lGO-200  mg.  per  100  c.  c.  of  blood.  In  liver 
disease,  per  se,  cholesterol  has  a normal  range. 
In  hemolytic  jaundice  and  in  pernicious  anemia 
there  is  a low  cholesterol  content,  while  in  ob- 
structive jaundice  there  is  a rise  in  cholesterol 
content  which  in  a rough  way  parallels  the  rise 
in  the  icteric  index. 

Bauer  suggested  the  galactose  tolerance  test. 
When  galactose  is  ingested  the  liver  converts  it 
into  glycogen  and  ultimately  into  dextrose.  The 
kidney  has  no  threshold  for  galactose  and  so  long 
as  it  is  circulating  in  the  blood  it  will  be  excreted 
in  the  urine.  If  40  grams  of  galactose  are  taken 
by  the  patient  on  an  empty  stomach,  the  liver 
readily  metabolizes  it  so  that  less  than  1 gram  and 
rarely  more  than  3 grams  will  appear  in  the  urine 
in  a 5 hour  period.  If  liver  degeneration  is  pres- 
ent galactose  appears  in  larger  amounts  in  the 
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blood  stream  and  the  finding  of  more  than  3 
grams  in  the  urine  in  a 5 hour  period  would 
sugg'est  liver  degeneration. 

In  obstructive  jaundice  there  is  no  inability  of 
the  liver  to  metabolize  galactose.  In  late  cases 
of  liver  disease  with  edema  and  hydrohepatosis, 
the  galactose  test  will  indicate  liver  disability. 

The  presence,  however,  of  petechia  or  the  de- 
velopment of  purpuric  sixits  along  the  lines  of  a 
lightly  applied  tourniquet  is  significant  of  the 
hemorrhagic  tendency  in  jaundice.  Pruritis  may 
be  present.  Contrary  to  opinions  expressed  in 
the  literature,  our  own  experience  has  been  that 
chronic  jaundice  due  to  neoplasm  of  the  liver  is 
not  associated  with  marked  pruritis.  The  most 
marked  cases  of  pruritis  have  been  those  associat- 
ed with  the  obstruction  due  to  calculus  in  the  ex- 
trahepatic  duct  system.  The  presence  or  absence 
of  ascites  suggesting  late  portal  cirrhosis  or  met- 
astatic malignancy  is  readily  determined.  In  the 
absence  of  ascites  the  liver  edge  may  be  palpated 
and  significant  information  may  be  obtained.  Not 
infrequently,  bosselated  areas  or  nodular  deform- 
ities of  the  liver  may  be  palpated,  significant  of 
metastatic  carcinoma  of  the  liver.  In  approxi- 
mately 80  percent  of  the  malignancies  of  the  pan- 
creas. a pear-shaped  tumor  may  be  felt  in  the 
right  upper  quadrant.  This  tumor — a distended 
gallbladder — increases  in  size  with  the  jaundice 
and  is  the  basis  of  Courvoisier’s  law: — In  cases 


of  chronic  jaundice  due  to  blocking  of  the  com- 
mon duct,  a contraction  of  the  gallbladder  signi- 
fies that  the  obstruction  is  due  to  stone ; a dila- 
tation of  the  gallbladder  that  the  obstruction  is 
due  to  causes  other  than  stone. 

Jaundice  plus  pain  plus  bile  in  the  stool  or 
duodenal  drainage,  denotes  calculous  of  infectious 
obstruction  of  the  external  biliary  system.  Jaun- 
dice without  pain  and  without  bile  in  the  stools 
or  duodenal  contents  indicates  carcinoma  of  the 
external  biliary  system.  Jaundice  without  pain, 
with  bile  in  the  stools  or  duodenal  contents,  in- 
dicates carcinoma  of  the  external  biliary  system. 
Jaundice  without  pain,  with  bile  in  the  stool  or 
duodenal  drainage  suggests  intrinsic  pathology  of 
the  liver.  Hemolytic  jaundice,  familial  jaundice, 
the  jaundice  of  the  anemias,  are  termed  “disso- 
ciated jaundice”  in  that  there  is  an  excess  of 
bilirubin  in  the  blood  but  no  retention  of  bile 
salts  or  bile  acids  and  the  excretory  function  of  the 
liver  for  the  delivery  of  bile  into  the  intestinal 
tract  is  normal.  Gall  stones,  however,  may  be 
found  at  laparotomy  in  patients  with  hemolytic 
jaundice  because  there  is  “bile  retention”  in  the 
intrahepatic  bile  ducts  due  to  the  excess  of  bile 
pigments,  with  an  inability  of  the  liver  to  excrete 
this  excess.  Rile  thrombi  occur  in  the  intrahep- 
atic bile  canaliculi  and  there  is  a deposition  of  bile 
pigments  in  the  gall  bladder  with  the  production 
of  pleichromic  calculi. 


HEALTH  INSURANCE  IN  AMERICA* 

M.  C.  SMITH,  Executive  Secretary, 
Nebraska  State  Medical  Association, 
Curtis,  Nebr. 


I have  been  asked  to  discuss  Health  Insurance 
and  State  Medicine  for  you  today  and  since  I am 
not  a physician  myself,  but  a layman  like  most  of 
you  before  me,  yet  having  been  closely  associated 
with  the  medical  profession  in  the  State  of  Ne- 
braska for  some  time  as  one  of  the  officers  of  the 
Nebraska  State  Medical  Association,  I hope 
that  I may  bring  to  you  something  of  the 
thought  and  attitude  of  the  medical  profes- 
sion toward  this  question  yet  tinged  and  flavored, 
if  you  please,  with  the  attitude  of  the  layman  or 
that  large  majority  of  people  who  are  the  recipi- 
ents and  beneficiaries  of  that  vast  amount  of  med- 
ical knowledge  handed  down  through  the  ages  in 
an  ever  increasing  quantity  and  quality,  now  vest- 
ed in  our  present  medical  profession. 

1 wish  to  establish  the  basis  of  my  discussion 
today  on  the  premise  that  the  medical  profession 

'Given  before  the  Lincoln  Rotary  Club,  October  19,  1937. 


is  to  a large  extent  an  altruistic  profession,  and 
that  your  physician  is  interested  chiefly  in  giving 
to  you.  his  patient,  the  very  best  kind  of  medical 
care  of  which  he  is  capable,  and  that  he  is  ever 
ready  and  willing  to  adopt  and  give  to  the  public 
any  new  type  of  treatment  or  service  which  he  is 
convinced  is  for  the  betterment  of  society  as  a 
whole.  Surely  the  medical  profession  has  justi- 
fied this  premise  in  the  past  and  in  the  present 
by  a never  ending  and  tireless  search  for  improved 
methods  of  relieving  pain  and  illness  and  better 
methods  of  serving  mankind.  More  often  than 
not  this  is  without  thought  of  monetary  reward, 
and  there  are  many  records  of  physicians  who 
have  given  their  lives,  that  this  work  may  be  car- 
ried on,  with  always  that  thought  in  mind  of  the 
duty  of  the  physician  to  mankind.  The  medical 
]irofession  has  always  maintained  that  its  mission 
is  to  fight  disease  and  guard  the  health  of  the 
people.  Few  achievements  of  the  modern  scientif- 


450 


HEALTH  INSURANCE  IN  AMERICA:  SMITH 


Nebr.  S.  M.  Jour. 
December,  1937 


ic  age  are  more  striking  in  the  progress  of  medical 
discovery  than  the  conquest  of  once  widespread 
diseases.  A host  of  diseases  like  smallpox,  yel- 
low fever,  malaria  and  typhoid  fever,  which  were 
once  among  the  largest  causes  of  sickness  and 
death  have  been  abolished  or  reduced  to  a fraction 
of  their  former  importance.  In  many  others,  im- 
proved methods  of  treatment  have  shortened  the 
period  of  recovery.  While  every  other  occupation 
avows  its  mission  to  be  the  improvement  of  the 
economic  condition  of  its  members,  the  medical 
profession  has  always  insisted  that  its  mission  is 
to  protect  the  welfare  of  the  individual  and  the 
public. 

Organized  medicine  has  labored  diligently  for 
years  in  an  effort  to  raise  its  own  standards  gen- 
erally in  the  healing  art,  often  penalizing  its  own 
members  through  legislation  and  by  other  means 
in  order  that  the  public  might  be  benefited  by  fin- 
er equipment  and  better  means  of  serving  the  ill. 
In  Nebraska  the  organized  profession  succeeded 
a few  years  ago,  through  cooperative  effort,  in 
getting  a basic  science  law  passed  in  our  legisla- 
ture, which  law  definitely  raised  medical  stan- 
dards to  a new  high  level,  with  the  greatest  pen- 
alty being  placed  on  the  regular  medical  profes- 
sion itself,  because  of  the  large  number  of  this 
school  who  seek  a place  in  the  healing  art.  Quack- 
ery and  incompetence  suffered  and  the  public 
benefited.  And  thus  we  might  go  on  indefinitely 
and  enumerate  these  advances  in  the  healing  art 
which  have  always  been  headed  by  the  profession 
itself  when  it  has  been  to  the  benefit  of  society 
generally,  but  my  time  is  all  too  short  for  such 
a comprehensive  discussion.  Suffice  it  to  say  that 
I am  su"e  every  one  of  you  has  confidence  in  your 
family  physician.  THAT  IS  WHY  HE  IS 
YOUR  PHYSICIAN,  and  that  when  you  con- 
sult him  on  matters  of  health  for  yourself  or  your 
family,  you  have  confidence  in  his  counsel  and  feel 
sure  that  he  is  going  to  give  you  the  very  best 
service  he  can  and  is  going  to  advise  you  for  your 
own  best  interest  and  health.  If  you  have  confi- 
dence that  your  own  personal  physician  will  do 
that  for  you  as  an  individual,  isn’t  it  fair  and 
reasonable  to  assume  that  the  organized  profes- 
sion will  react  exactly  the  same  way  in  matters  of 
benefit  to  society  as  a whole? 

The  altruism  of  this  profession  is  attested  to 
every  day  by  the  countless  thousands  who  seek 
and  are  given  help  with  no  thought  of  compensa- 
tion. In  New  York  City  alone  it  is  estimated  that 
physicians  donate  more  than  seven  million  dollars 
annually  in  medical  service  to  those  who  do  not 
have  the  means  to  pay.  Statistics  tell  us  that  in 
the  United  States  there  is  approximately  one  mil- 


lion dollars  in  free  medical  service  donated  daily 
by  the  profession.  Without  definite  figures,  I 
will  venture  to  say  that  right  here  in  Lincoln,  the 
medical  profession  is  donating  more  in  medical 
service  every  year  than  is  given  through  all  of 
your  organized  charities  for  all  purposes.  And 
what  is  true  here  in  Lincoln  is  just  as  true  in 
every  town  and  county  in  the  State  of  Nebraska. 

Do  you  know  of  any  grocer  in  Lincoln  who  is 
giving  groceries  to  people  merely  because  they 
do  not  have  the  means  to  buy  them?  If  so,  I 
should  like  to  know  where  that  store  is  located. 
Do  you  know  of  a clothing  store  in  Lincoln  where 
I might  secure  a suit  of  clothes  free,  merely  be- 
cause my  cash  is  too  low  to  pay  for  them?  Can 
your  wife  go  to  any  store  in  town  and  get  a new' 
dress  w'ithout  charge?  Are  there  any  local  deal- 
ers in  the  audience  who  are  sending  load  after 
load  of  coal  out  every  day  during  this  crisp  fall 
weather,  without  knowing  definitely  where  the 
payment  is  coming  from  for  each  ton?  Can  you 
tell  me  of  any  automobile  dealer  in  town  where  I 
might  get  one  of  the  new  1938  models  without 
paying  cash  for  it,  or  signing  a note  that  draws*a 
good  rate  of  interest.  These  things  don’t  hap- 
pen in  business ; yet  I can  name  you  physicians 
right  here  in  Lincoln  who  have  freely  donated  suf- 
ficient services  to  a single  patient,  to  buy  a new' 
car,  that  the  patient  might  regain  health  and  hap- 
piness. 

If  this  be  true  regarding  the  attitude  of  the 
medical  profession  toward  the  public  and  toward 
their  patients,  then  why  is  it  that  the  fact  is  rather 
generally  broadcast  and  seems  to  be  more  or  less 
common  knowledge  that  the  medical  profession  is 
opposed  to  Health  Insurance  and  State  Medicine 
or  a new  socialized  order  of  medical  practice ; and 
w'hy  are  they  sometimes  criticized  so  severely  for 
the  stand  which  they  take  in  these  matters  ? Sure- 
ly there  is  some  great  misunderstanding  or  dis- 
crepancy here  some  place.  We  are  told  that 
Health  Insurance  or  State  Medicine  will  provide 
the  highest  type  of  medical  care  to  the  masses — 
that  everyone  in  this  broad  country  of  ours  will 
receive  the  best  that  medical  science  can  provide, 
regardless  of  their  economic  status.  Apparently, 
then,  if  the  physician  is  as  altruistic  as  we  say  and 
if  he  is  really  interested  in  the  public  health,  he 
should  be  the  very  first  to  favor  such  a proposed 
system. 

If  w'e  are  to  discuss  Health  Insurance  and 
State  Medicine,  we  should,  first  of  all,  have  some 
know'ledge  of  what  it  is  and  how  it  is  expected  to 
operate.  Many  of  you  have  probably  heard  the 
terms  used,  but  still  have  a more  or  less  vague 
idea  of  what  it  is  in  actual  practice.  The  pro- 
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ponents  of  State  Medicine  are  apparently  of  the 
opinion  that  the  masses  of  the  American  people 
do  not  receive  the  best  medical  care  obtainable 
under  our  present  system  of  medical  practice. 
This  present  type  of  service  is  a personal  service 
in  which  an  individual  who  becomes  afflicted  with 
any  kind  of  illness  consults  the  physician  of  his 
choice  and  the  matter  of  medical  care  is  one  be- 
tween the  individual  and  his  physician.  Those 
who  favor  State  Medicine  feel  that  the  cost  of 
medical  care  has  reached  such  heights  that  the 
masses  have  been  neglected  simply  because  their 
economical  status  is  on  a plane  lower  than  is  nec- 
essary to  obtain  and  pay  for  their  medical  care. 
To  correct  this  supposed  ill  they  propose  to  create 
an  entirely  new  system,  wherein  the  individual 
pays  a stipulated  sum  of  money  in  advance  to 
guarantee  payment  of  the  costs  of  medical  care  in 
the  event  of  illness.  Such  a system  is  an  imita- 
tion of  systems  in  vogue  in  a number  of  European 
countries,  and  it  is  some  such  imitated  type  of 
medical  practice  which  they  would  have  installed 
in  this  country,  regardless  of  the  many  unhappy 
experiences  for  both  the  public  and  the  medical 
profession  in  those  countries  which  are  at  the 
present  time  controlled  by  such  practices. 

The  term  "Health  Insurance”  is  in  itself  more 
or  less  misleading.  In  the  first  place  it  must  be 
compulsory  to  operate  at  all.  At  the  present  time 
there  is  a certain  amount  of  health  insurence  in 
this  country  which  is  carried  on  a voluntary  basis 
by  insurance  companies.  In  this  instance  the  in- 
dividual is  paying  a premium  based  on  actuarial 
experience  of  his  protecting  company  to  guard 
himself  against  a loss  of  productive  effort  on  his 
part  due  to  illness.  But  in  a mass  movement  we 
find  an  entirely  different  set  up.  It  can  not  prove 
successful  when  the  masses  are  included  because 
those  of  the  low  income  groups  who  seem  to 
have  the  hardest  time  in  paying  for  their  medical 
care,  show  the  greatest  inertia  in  coming  into  a 
voluntary  plan.  In  fact  they  almost  invariably 
refuse  to  pay  premiums  on  a voluntary  basis. 
The  system  must  then  be  established  on  a compul- 
sory basis,  and  when  on  this  basis  it  ceases  to  be 
insurance  and  immediately  becomes  just  another 
tax.  Since  the  main  object  of  the  movement  is  to 
supply  medical  care  during  sickness,  and  is  not  to 
assure  continuance  of  good  health,  the  term  im- 
mediately becomes  “Sickness  Tax”.  However, 
the  term  “Health  Insurance”  has  a greater  appeal 
to  the  masses  and  so  this  term  is  used  rather 
than  the  true  one.  Since  it  must  be  compulsory, 
the  collecting  agency  must  be  either  the  State  or 
Federal  Government.  If  such  a system  is  to  be 
adopted  in  this  country,  the  means  of  operation  or 
collection  will  probably  be  similar  to  the  means 


used  at  the  present  time  for  the  Social  Security 
Act,  that  is,  through  a payroll  tax,  in  which  both 
the  employee  and  the  employer  will  pay  a part 
of  the  cost  and  a third  part  will  probably  be  paid 
by  the  State  or  Federal  Funds.  Since  the  state 
is  to  have  such  a prominent  part  in  the  collection 
of  the  funds,  it  is  evident  that  they  will  maintain 
strict  supervision  over  the  plan  when  once  it  is  in 
operation.  THIS  CERTAINLY  IS  STATE 
MEDICINE.  Along  with  “Health  Insurance” 
and  “State  Medicine”  you  have  probably  also 
heard  the  term  “Socialized  Medicine”  and  may  at 
times  have  wondered  at  the  meaning  of  that  term. 
Since  Health  Insurance  or  State  Medicine  plans 
to  provide  an  equal  amount  of  medical  service 
to  each  individual  regardless  of  his  economic 
status,  through  a system  whereby  the  cost  is 
met  by  a tax  on  the  entire  group;  and  rather 
than  an  individual  or  personal  service,  the  service 
is  rendered  by  physicians  who  are  compensated 
on  a salary  basis  from  the  group,  rather  than  by  a 
fee  from  the  individual — this  is  surely  socializa- 
tion, or  “Socialized  Medicine”.  Thus  all  three 
terms  are  readily  seen  to  be  more  or  less  synony- 
mous. Is  there  any  difference  between  “Social- 
ization" and  “Socialism”?  YES — IN  THE 

SPELLING! 

If  we  are  to  change  our  entire  system  of  medi- 
cal practice  in  this  country  we  should  give  it 
considerable  study  and  sober  thought  and  try 
to  discover  first  what  might  be  wrong  with  the 
old  system.  VVe  should  learn  how  well  our  peo- 
ple are  being  cared  for  under  our  present  system, 
and  if  our  medical  profession  is  not  fulfilling  its 
obligations  to  the  public,  it  is  certainly  time  that 
some  lay  organization  take  over  the  practice  of 
medicine  such  as  is  proposed  under  State  Medi- 
cine. But  if  the  medical  profession  has  done 
a good  job  and  is  continuing  to  do  a good  job, 
there  must  be  some  other  reason  for  wishing  to 
establish  a new  type  and  new  system  of  practice. 

The  most  significant  general  fact  is  that  in 
no  country  have  either  the  physicians  who  are 
to  give  the  service  or  the  proposed  beneficiaries 
of  that  service  ever  asked  for  it.  In  most  coun- 
tries which  now  have  such  a plan  in  practice  its 
introduction  was  opposed  by  both  groups.  J. 
Weston  Walsh  in  his  book,  “On  the  Witness 
Stand,”  says  that  he  did  not  wish  to  miss  any 
valuable  fact  or  argument  for  or  against  State 
Medicine  before  writing  his  book.  He,  with  his 
organization,  tried  to  cover  about  everything 
written  on  the  subject,  that  they  might  present 
an  unbiased  opinion.  He  says  that  they  searched 
the  files  of  all  the  general  periodicals,  the  metro- 
politan dailies  and  hundreds  of  medical  maga- 
zines. They  read  twenty  books,  over  a hundred 
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pamphlets  and  the  reports  of  all  the  Foundations 
and  Committees  who  had  studied  the  question. 
They  then  sent  questionnaires  to  governors,  state 
health  departments,  local  health  officers,  coliege 
professors,  hospital  executives  and  private  phy- 
sicians. In  all  of  this  careful  research,  Mr.  Walsh 
says  that  they  did  not  run  across  a single  indi- 
cation that  the  general  public  is  dissatisfied  with 
the  medical  care  it  is  now  receiving. 

There  are  today  some  fifty  foundations  in  the 
United  States  that  contribute,  in  all,  between  ten 
and  thirty  million  dollars  a year  for  the  study  of 
medicine  and  public  health.  Eight  of  these  foun- 
dations joined  hands  to  raise  a million  dollar 
fund  to  promote  the  work  of  a Committee  which 
they  designated  as  the  "Committee  on  the  Costs 
of  IMedical  Care"  whose  objective  was  a detailed 
study  of  the  conditions  of  health  in  the  United 
States  and  the  cost  of  medical  care.  Three  of 
the  chief  foundations  supporting  the  Committee 
are  active  supporters  of  Health  Insurance.  Like- 
wise, a majority  of  the  Committee  members  had 
a previous  leaning  in  that  direction.  It  was  to 
be  e.xpected,  then,  that  the  recommendations  of 
the  majority  of  the  Committee  would  favor 
some  form  of  health  insurance.  They  began 
their  studies  in  1928  and  completed  them  in  1932. 
The  committee,  consisting  of  48  members  pub- 
lished major  reports  and  a number  of  miscellan- 
eous pamphlets  dealing  with  medical  care  and 
its  costs.  As  a result  of  these  studies  this  com- 
mittee found  that  90.2  percent  of  the  people 
in  the  L’nited  States  are  receiving  adequate  and 
satisfactory  medical  care.  This  leaves  only  the 
very  small  percentage  of  9.8  of  our  people  whom 
we  might  consider  are  receiving  inadequate  care. 
There  is  a certain  percentage  of  people  who,  for 
religious  or  other  reasons,  will  not  consult  a 
physician  for  any  purpose,  and  this  then  lowers 
still  further  the  9.8%  who  are  not  receiving  prop- 
er care.  Where  the  balance  of  the  people  are 
located  we  do  not  know,  but  we  can  assume  that 
many  of  them  are  located  in  backwood  country 
where  proper  medical  care  is  almost  impossible 
of  administration,  and  would  continue  to  be  so 
under  State  Medicine.  We  can  assume  this  fact 
because  the  mayors  of  a hundred  cities  of  various 
sizes  testified  to  the  fact  that  there  was  no  ne- 
glect of  poor  because  of  their  inability  to  pay. 
How  many  industries  or  professions  are  there 
in  these  L’nited  States  that  are  doing  their  job 
as  efficiently?  Yet  we  find  ourselves  facing  the 
spectacle  of  changing  a system  which  has  stood 
the  test  of  time  with  such  a high  efficiency  in 
an  effort  to  eliminate  that  small  percentage. 
M'hat  amount  of  success  might  we  reasonably 
expect  in  making  such  a change  ? 


These  figures  show  definitely  that  the  med- 
ical profession  at  the  present  time  is  doing  a 
good  job  of  discharging  its  duty  to  mankind  in 
caring  for  the  ill.  It  is,  however,  a fact  that  in 
doing  this  they  are  carrying  an  enormous  load 
of  free  service,  much  larger  than  is  justified  by 
the  wealth  and  strength  of  the  nation.  Will  the 
vast  lay  organization  who  will  operate  such 
a new  system  donate  over  a million  dollars  per 
day  in  their  services  to  see  that  their  system  is 
a success?  It  is  a significant  fact  that  the  Com- 
mittee on  Costs  of  Medical  Care  made  no  at- 
tempt to  show  how  many  sick  people  sought  and 
were  denied  medical  care  because  of  poverty. 
The  reason  is  that  there  were  practically  none. 

With  these  facts  then,  the  question  arises  as 
to  who  is  favoring  and  promoting  such  an  ex- 
treme change  in  our  type  of  medical  practice  if 
there  is  no  real  need  apparent  for  it.  Largely, 
these  activities  are  due  to  sociologists  and  so- 
cialists, and  a scattering  of  millenium  promoters 
whose  chronic  discontent  obscures  an  apprecia- 
tion of  the  values  in  the  present  system.  They 
think  in  theoretical  terms  of  large  groups  of  peo- 
ple, and  are  not  sufficiently  sympathetic  to  the 
value  of  personal  integrity  in  the  individual  to 
see  how  disastrously  mass  medicine  will  effect 
the  self  respect  of  both  the  doctor  and  patient. 
The  very  first  advocates  of  Health  Insurance 
have  almost  always  been  social  workers  and  phil- 
anthropists. These  groups  and  individuals  see 
in  Health  Insurance  a simplification  of  their  work 
in  providing  medical  relief.  Neither  are  they 
blind  to  the  fact  that  the  introduction  of  such  a 
system  will  involve  the  employment  of  large  num- 
bers of  such  social  workers.  Then  too,  when  we 
consider  that  the  establishment  of  State  IMedicine 
regiments  the  profession  which  holds  the  closest 
contact  to  the  home,  and  subjects  that  profession 
as  well  as  the  class  of  people  which  would  be  serv- 
ed under  such  a system,  to  political  control,  we 
can  immediately  see  the  possibilities  for  the  build- 
ing up  of  a political  machine,  the  like  of  which 
would  put  to  shame  any  type  of  political  party 
or  ward  machine  which  we  have  ever  seen  in  this 
country.  It  would  also  provide  an  almost  un- 
limited number  of  political  jobs  outside  of  the 
medical  profession  for  the  administration  of  the 
system,  and  any  true  blue  politician  will  always 
look  with  favor  upon  any  system  which  will 
provide  such  an  enormous  basket,  full  and  run- 
ning over  with  political  plums.  It  has  been  the 
experience  of  other  countries  where  such  a sys- 
tem is  being  practiced  that  it  develops  into  a 
strong  and  almost  unbeatable  machine  in  the 
])olitics  of  the  country.  It  might  be  barely  pos- 
sible that  some  of  the  proponents  of  such  a sys- 
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tern  in  this  country  are  looking  well  to  that  as- 
pect of  the  system,  more  than  to  the  increased 
(piality  of  medical  service  which  they  promise. 

Some  sociologists  would  have  us  believe  that 
a system  of  State  iMedicine  would  completely 
eliminate  all  of  the  unsatisfactory  features  of  our 
present  system  of  medical  practice.  They  tell 
us  that  there  are  many  people  who  cannot  afford 
to  pay  their  doctors  and  who  dislike  to  rely  on 
charity.  And  for  this  reason  they  will  not  seek 
medical  care  when  they  are  actually  in  need  of 
it.  A goodly  number  of  these  people  are  the 
same  people  who  lose  their  toothache  when  in 
sight  of  the  dentist’s  office.  It  is  not  a question 
of  whether  or  not  they  CAN  pay  for  medical 
care — they  WILL  pay  for  it  under  compulsory 
health  insurance.  The  main  question  is  how 
much  they  shall  pay  for  it.  When  they  pay  for 
it  directly  they  know  how  much  they  are  paying 
and  in  the  event  of  illness  they  are  treated  by  a 
doctor  who  knows  them  and  is  personally  respon- 
sible for  their  welfare.  When  they  pay  for  it 
through  a payroll  tax  or  any  other  tax  they  have 
only  a vague  notion  of  how  much  they  are  pay- 
ing for  the  actual  service  and  how  much  is  for 
administration  and  they  have  also  an  awareness 
of  a lower  standard  of  living.  When  they  are 
ill  they  are  treated  by  doctors  who  are  more  re- 
sponsible to  officials  of  the  insurance  fund  than 
to  them. 

Another  of  the  arguments  presented  in  favor 
of  State  Medicine  is  that  the  free  services 
which  the  physicians  give  to  the  poor  are  de- 
grading or  injurious  to  their  self  respect.  We 
have  every  sympathy  for  the  poor  who  wish  to 
maintain  their  self  respect.  Yet  in  viewing  this 
matter  it  is  necessary  to  preserve  a sense  of  pro- 
portion. No  one  has  yet  suggested  that  the  state 
take  over  farms  and  factories  and  provide  every- 
body with  food  and  clothing  merely  to  save  those 
on  relief  the  embarrassment  of  receiving  free 
provisions.  It  is  true  that  the  costs  of  medical 
care  fall  unevenly  and  are  subject  to  wide  fluctu- 
ations, yet  at  the  same  time  such  costs  should 
be  provided  for  in  the  family  budget  along  with 
the  rent,  food  and  clothing,  the  costs  of  which 
fall  unevenly  on  people  of  varying  incomes.  The 
trouble  is  that  many  people  regard  sickness  as 
an  accident  for  which  they  are  not  to  blame,  and 
therefore  they  do  not  feel  the  oblig'ation  of  med- 
ical bills  as  much  as  the  obligation  of  install- 
ments on  the  radio  or  family  automobile.  They 
should  understand  that  illness  is  to  be  expected, 
the  costs  should  be  prepared  for,  and  in  justice, 
paid  as  promptly  as  other  bills.  These  same 
people  do  not  budget  for  automobiles,  radio  and 


washing  machines.  Yet  they  have  them  and  they 
pay  for  them.  Here  is  something  tangible  which 
they  can  see  and  touch  and  use  every  day,  but 
medical  care  which  they  receive  today  is  forgot- 
ten tomorrow. 

It  is  one  of  the  national  indoor  sports  to  call 
a doctor  from  his  slumbers  late  at  night,  and 
expect  him  to  arrive  within  a few  moments  be- 
cause little  IMary  is  having  convulsions,  but  after 
the  convulsions  subside  they  forget  that  the  doc- 
tor was  the  greatest  fellow  in  the  world,  and 
when  the  first  of  the  month  rolls  around  they 
pay  the  installment  on  the  radio,  the  washing 
machine  and  the  vacuum  cleaner,  but  they  can’t 
find  a payment  for  the  doctor,  because  they  must 
save  enough  out  of  the  pay  envelope  so  that  they 
can  see  all  of  the  good  shows  in  town  during 
the  month.  A little  sympathy  for  the  doctor  may 
not  be  out  of  place.  Perhaps  he,  too,  can  find 
a lot  of  things  wrong  with  the  present  system  of 
medical  care,  if  he  cared  to  voice  them. 

Those  who  are  favoring  an  establishment  of 
State  Medicine  in  this  country  wish  you  to  be- 
lieve that  such  a practice  would  solve  all  of  the 
problems  of  medical  care.  Yet  it  plans  only 
that  this  system  should  furnish  treatment  for 
those  on  payrolls  and  from  the  “sickness  tax’’ 
could  be  taken  each  week  or  month.  It  makes 
absolutely  no  provision  for  those  who  are  un- 
employed or  that  indigent  class  who  have  no  in- 
come and  therefore  could  not  come  under  this 
system.  Those  who  are  employed  and  receiving 
salaries  regularly  are  as  able  to  pay  for  their 
family  medical  care  as  they  are  able  to  pay  for 
the  other  necessities  of  life.  If  their  income  is 
not  sufficient  for  them  to  maintain  a decent  stan- 
dard of  living  which  would  take  care  of  medical 
bills  along  with  their  other  regular  family  living 
expenses,  then  there  is  something  wrong  with  the 
labor  compensation  system,  and  they  are  certain- 
ly not  going  to  be  helped  by  an  additional  tax 
to  their  already  insufficient  wages,  and  thus  low- 
ering still  further  their  standard  of  living.  Why 
should  there  not  be  a provision  made  to  pro- 
vide them  with  a salary  which  is  adequate  to 
provide  for  their  family  needs,  and  then  allow 
them  to  purchase  their  own  medical  care  and 
Iiave  their  choice  of  physician.  Llere  is  a real 
social  problem  which  needs  solving.  If  these 
families  can  be  provided  with  an  income  sufficient 
to  maintain  a decent  living  standard,  it  will  not 
I)e  necessary  to  regiment  a great  profession  to 
furnish  them  with  so-called  adequate  medical  care. 

The  greatest  problem  in  medical  care  comes 
to  us  from  the  indigent  class,  who  have  no  means 
whatever  to  ])ay  for  medical  service,  as  well  as 
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to  provide  themselves  with  the  bare  necessities 
of  life.  It  is  to  this  class  that  the  medical  pro- 
fession contributes  literally  millions  of  dollars 
every  year  in  medical  service.  Here  is  another 
real  social  problem  to  which  the  sociologists 
might  give  some  time.  It  is  a question  whether 
indigency  causes  illness  or  whether  illness  causes 
indigency,  but  it  is  a fact  that  if  this  class  of  peo- 
ple were  provided  with  proper  housing,  food  and 
clothing,  the  medical  problem  would  be  greatly 
relieved.  However,  there  is  no  provision  made 
in  Health  Insurance  or  State  Medicine  for  this 
class  of  people  and  that  great  problem  will  still 
remain  unsolved.  If  we  are  to  look  at  this  prob- 
lem from  a purely  socialistic  standpoint  everyone 
is  entitled  to  the  best  medical  service  that  money 
can  buy  and  at  the  same  time  everyone  is  en- 
titled to  the  best  food  and  best  housing  and  best 
clothing  that  money  will  buy.  If  we  are  going  to 
solve  this  problem,  why  solve  just  a part  of  it? 

If  we  are  going  to  change  our  entire  system 
of  medical  care  and  sail  our  bark  out  on  a more 
or  less  uncharted  sea  we  should  also  consider 
something  of  the  cost  of  medical  care  under  this 
new  system.  Will  it  be  more  or  less?  In  an- 
swering this  question  one  must  remember  that 
this  is  going  to  be  a function  of  government,  and 
when  we  consided  the  records  of  state  govern- 
ment control  of  other  projects,  what  grounds  have 
we  for  thinking  that  costs  will  go  down  or  even 
remain  at  the  level  which  is  established  at  the 
start  ? 

The  thought  that  compulsory  health  insurance 
or  state  medicine  will  reduce  the  cost  of  medical 
care  is  far  from  fact.  Plans  for  socialized  medi- 
cine have  ahvays  meant  greatly  increased  costs 
in  every  country  where  they  have  been  tried,  and 
if  we  are  to  copy  European  plans,  we  must  ex- 
pect to  have  some  of  the  same  results.  The  in- 
creased cost  is  not  due  to  increased  or  improved 
service,  but  to  the  expansion  of  the  bureaucratic 
adm'nistrative  branches  of  the  system.  In  Ger- 
many, the  number  of  administrative  employees 
has  grown  to  be  practically  the  same  as  the  num- 
ber of  physicians  employed  to  give  the  service, 
according  to  a German  authority  on  the  subject. 
In  England,  under  their  panel  system,  that 
country  was  forced  to  spend  25  million  dollars 
for  administrative  costs  in  1933,  and  here  also 
the  number  of  laymen  employed  to  operate  the 
system,  outnumber  the  physicians  who  actually 
give  the  service.  I give  you  the  thought  that 
the  cost  of  administration  alone  of  such  a sys- 
tem would  pay  for  a great  deal  of  medical  care 
if  expended  under  our  present  system. 

Something  of  the  costs  from  an  actuarial  an- 


gle should  be  found  in  our  army  service.  We 
might  reasonably  expect  that  the  cost  of  medical 
care  in  our  army  would  be  held  at  a minimum, 
since  it  is  a picked  group,  each  man  being  picked 
because  of  his  superior  physical  condition,  in 
fact  all  applicants  must  pass  a rigid  physical 
examination  before  being  admitted.  But  authori- 
ties tell  us  that  the  army  medical  system  costs 
just  double  the  average  per  capita  medical  cost 
for  the  Elnited  States.  This  is  confirmed  by  the 
Committee  on  Costs  of  Medical  Care  itself, 
when  it  found  that  army  medicine  at  Fort  Ben- 
ning  costs  just  $50.67  a person,  or  the  equivalent 
of  over  $200  per  year  for  the  average  family 
of  four. 

As  yet  in  this  discussion  we  have  said  nothing 
as  to  the  reason  why  the  medical  profession 
should  oppose  State  Medicine,  and  this  discus- 
sion would  certainly  not  be  complete  without 
some  such  statement.  It  is  considered  of  utmost 
importance  in  practicing  the  healing  art  that  the 
patient  should  always  have  his  choice  of  physi- 
cian. In  the  treatment  of  any  illness  there  is  a 
distinct  advantage  if  the  patient  has  the  utmost 
confidence  in  his  physician.  The  psychological 
effect  of  such  circumstances  has  been  definitely 
proven  to  have  real  curative  value.  In  diagnosing 
and  treating  disease,  the  physician,  to  render  the 
best  possible  service,  must  have  the  confidence  of 
his  patient  and  that  patient  must  have  sufficient 
confidence  in  his  physician  to  give  him  complete 
facts  and  history,  many  times  baring  secrets  to 
his  physician  which  he  would  never  reveal  to 
another  living  soul.  He  knows  that  his  physi- 
cian will  respect  his  confidence.  But  this  rela- 
tionship would  be  removed  by  State  Medicine. 
The  complicated  system  of  records  of  every  case 
which  would  necessarily  have  to  be  made  and 
which  would  be  passed  from  physician  to  physi- 
cian and  also  go  through  the  hands  of  countless 
lay  administrative  officers,  would  entirely  re- 
move any  confidential  relationship  between  the 
patient  and  the  physician  and  thus  the  work  of 
the  physicians  would  become  more  complicated 
and  oftimes  impossible. 

THAT  SACRED  RELATIONSHIP  BE- 
TWEEN THE  PHYSICIAN  AND  PATIENT 
WILL  ALWAYS  BE  MAINTAINED  IF  THE 
COMBINED  STRENGTH  OF  THE  PHYSI- 
CIANS OF  THE  UNITED  STATES  IS  SUF- 
FICIENT TO  MAINTAIN  IT! 

It  is  an  accepted  fact  that  under  a system  of 
State  Medicine  it  would  be  impossible  to  allow 
the  patient  his  free  choice  of  physician,  and  it  is 
only  through  a free  choice  of  physician  that  a 
really  confidential  relationship  can  exist.  If 
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choice  of  physician  was  to  be  allowed,  every  pa- 
tient who  had  an  appendix  to  be  removed  would 
specify  that  the  work  be  done  by  one  of  the 
leading  surgeons.  Like  the  British  panel  sys- 
tem the  more  prominent  physicians  would  be 
overworked  and  a complete  system  of  pill  ped- 
dling and  shotgun  diagnosis  would  result.  To 
avoid  such  congestion  in  the  offices  of  leading 
physicians,  it  would  be  necessary  that  the  admin- 
istrators adopt  a system  of  control  and  assign 
the  patients  to  various  physicians. 

If  you  were  afflicted  with  appendicitis  you 
would  no  longer  consult  your  family  physician, 
but  would  become  a number  rather  than  a pa- 
tient. You  might  be  No.  2G-265L;  District  R; 
subdistrict  K.  Your  diagnosis  would  be  by  In- 
ternist F24  and  you  would  be  assigned  to  oper- 
ation on  the  second  morning  shift  by  Surgeon 
J39.  Surgeon  J39  would  not  regard  you  as  a 
patient,  because  he  doesn’t  even  know  you,  and 
probably  never  will  see  you  again,  since  House 
Physician  H64  will  have  charge  of  you  imme- 
diately after  the  surgery.  All  Surgeon  J39  knows 
about  you  is  that  your  chart  from  Internist  F24 
says  that  you  need  an  appendectomy,  checked 
and  approved  by  Radiologist  S40,  and  Surgery 
approved  by  the  manager  of  your  district.  To 
Surgean  J39  you  are  merely  a job  to  be  complet- 
ed, and  that  before  the  whistle  blows.  You  are 
just  another  case!  And  as  you  lie  in  your  hos- 
pital bed,  you  commence  to  wonder  what  the  man 
is  like  who  is  going  to  open  your  belly  and  look 
inside.  You  are  going  to  commence  to  wonder 
just  how  much  experience  he  has  had  doing 
that  sort  of  thing,  or  whether  this  is  among  his 
first  cases.  Doubts  and  fears  may  crowd  close 
upon  you,  sap  your  strength  and  still  lower  your 
resistance  for  the  surgery  that  is  awaiting  you. 
You  may  call  your  nurse  and  ask  her  regarding 
your  condition  and  she  will  assure  you  that  the 
staff  knows  all  about  you  and  your  condition. 
Didn’t  they  spend  two  hours  only  that  morning 
filling  out  red  and  green  and  yellow  blanks  about 
you?  The  records  prove  that  you  had  a restful 
night,  and  there  is  no  need  for  the  doctor  to  come 
to  see  you,  because  he  can  turn  to  his  current 
card  file  and  learn  of  the  facts  about  your  case. 
This  may  be  efficiency  in  business,  but  it  is 
mighty  poor  medicine,  and  you  are  a little  diffi- 
cult to  assure  that  you  are  going  to  get  well.  You 
prefer  to  talk  to  “Doc”  yourself.  He  has  taken 
care  of  you  and  your  family  for  years.  You 
know  that  he  is  acquainted  with  you  and  knows 
just  what  to  do  for  you.  You  have  confidence  in 
his  ability.  This  picture  is  of  course  overdrawn, 
but  at  the  same  time  is  presented  to  you  to  give 
you  some  idea  of  mechanical  medicine. 


The  medical  profession  will  always  oppose 
any  such  system  of  medical  practice  wherein  the 
patient  does  not  have  the  choice  of  his  physician 
and  where  the  work  of  the  physician  is  interfered 
with  by  the  entrance  of  a third  party  who  is  di- 
recting the  care  between  the  physician  and  his 
patient.  In  every  country  where  such  a system 
has  been  put  into  practice  there  has  been  a grad- 
ual decline  in  the  general  efficiency  of  medical 
practice,  and  the  health  of  the  people.  Under 
such  a system  the  physician  is  always  overworked 
in  the  number  of  patients  he  must  care  for,  many 
such  systems  demanding  that  the  physician  care 
for  as  high  as  100  patients  in  a day.  Let  us 
suppose  that  a physician  is  required  to  see  a min- 
imum of  fifty  patients  during  an  eight  hour  day. 
In  eight  hours  there  are  480  minutes  which 
means  that  these  patients  are  going  to  receive 
less  than  an  average  of  ten  minutes  each,  which 
is  not  sufficient  in  most  cases.  The  physician 
practicing  on  such  a basis  must  then  devise  some 
system  whereby  he  can  handle  that  number  of 
patients  and  get  through  before  the  whistle 
blows.  He  must  devise  a mass  production  plan 
of  caring  for  his  patients,  and  this  can  be  ac- 
complished only  through  giving  a cursory  ex- 
amination and  a bottle  of  medicine  or  a few  pills 
to  each  case  and  send  them  on  their  way.  Un- 
der such  a system  he  is  never  to  have  the  indivi- 
dual and  personal  interest  in  his  patients  and  he 
has  no  incentive  whatever  to  increase  his  know- 
ledge in  order  that  he  might  give  an  ever  im- 
proved type  of  service. 

Death  rates  and  mortality  rates  of  various  di- 
seases which  require  the  highest  type  of  medical 
care  are  some  indication  of  the  results  of  the  two 
types  of  medical  practice.  Authoritative  sources 
inform  us  that  the  average  recorded  sickness  per 
individual- in  the  United  States  is  from  7 to  9 
days  per  year.  It  is  nearly  twice  that  much 
among  the  insured  population  of  Great  Britain 
and  Germany,  and  has  practically  doubled  in  both 
of  those  countries  since  the  installation  of  Health 
Insurance.  In  comparison  with  a group  of  Euro- 
pean countries,  the  United  States  death  rate 
stood  at  11  per  thousand,  or  one  of  the  lowest. 
This  figure  includes  the  southern  states  with  a 
large  colored  population  not  found  in  any  of  these 
European  countries.  By  leaving  out  these  south- 
ern states  and  considering  only  that  part  of  the 
United  States  which  is  comparable  in  geographic 
location,  to  the  same  European  countries,  we 
would  have  a lower  death  rate  than  that  of  any 
insured  country. 

According  to  the  League  of  Nations  report 
which  I have  been  quoting,  no  city  in  the  United 
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States,  in  1!)34,  had  a mortality  rate  from  diptlier- 
ia  of  more  than  G per  thousand  with  the  exception 
of  New  Orleans  which  had  G.2  Yet  the  average 
mortality  rate  from  the  same  disease  in  52  Ger- 
man cities  and  from  121  English  cities,  both  coun- 
tries with  State  Medicine,  was  ll.G  per  hundred 
thousand.  In  Australia,  according  to  this  same 
report ; like  the  United  States  without  health  in- 
surance, the  rate  varied  from  1.-4  to  8.5  per  hun- 
dred thousand.  Thus,  we  must  conclude  that  the 
record  of  health  insurance  countries  in  the  care 
of  diphtheria  is  very  poor. 

The  Journal  of  the  American  Medical  Associa- 
tion for  August  15.  193G,  says,  “If  the  white 
population  alone  is  considered,  the  death  rate 
from  tuberculosis  is  lower  in  nearly  every  section 
of  the  United  States  than  in  the  European  coun- 
tries having  elaborate  systems  of  sickness  insur- 
ance.” M’e  must  again  conclude  that  countries 
under  Health  Insurance  are  not  as  efficient  in 
their  management  of  this  dread  disease  as  in  our 
country  and  under  our  own  system  of  medical 
practice. 

Efficient  medical  care  always  has  been  and 
always  will  be  strictly  a personal  problem  and  to 
be  treated  as  such,  ^\'hen  a man  is  at  work  dig- 
ging a ditch  or  in  the  assembly  line  of  an  auto- 
mobile factory  he  gets  little  opportunity  to  feel 
that  he  is  an  individual  human  being.  But  when 
he  is  injured  or  when  his  stomach  refuses  to  di- 
gest a piece  of  spoiled  meat,  he  discovers  that 
his  body  does  not  realize  what  the  state  is  trying 


to  do  in  taking  care  of  him.  At  such  a time  he 
prefers  a doctor  who  will  examine  his  injury  as 
belonging  to  him  and  not  as  the  property  of 
the  state.  An  acute  pain  in  the  region  of  the 
abdomen  is  a very  individual  matter.  He  wants 
to  be  able  to  tell  the  doctor  himself  just  where 
it  hurts  and  how  much,  and  he  isn’t  interested 
in  having  his  pain  classified  and  card  indexed 
and  then  have  a third  party  instruct  the  physi- 
cian as  to  the  proper  procedure. 

Those  of  you  before  me  today  are  of  that 
stratum  of  society  which  would  probably  have 
nothing  whatever  to  do  with  such  a system  of 
medical  care.  You  are  able  financially  to  secure 
the  medical  care  for  yourself  and  your  family. 
However,  you  should  consider  for  the  moment 
the  circumstances  of  those  who  would  be  af- 
fected by  such  a type  of  medical  care.  You 
should  consider  that  illness  comes  to  them  the 
same  as  it  might  strike  in  your  own  family.  And 
when  illness  strikes,  that  loved  one  is  entitled  to 
the  best  type  of  medical  care  which  it  is  possible 
for  him  to  obtain,  the  same  as  you  would  want 
to  obtain  for  your  own.  Would  you  want  your 
family  to  become  just  a series  of  numbers  so  far 
as  medical  care  is  concerned?  Would  you  want 
your  family  to  be  classified  or  cured? 

We  believe  that  the  medical  profession  is  still 
guarding  the  interests  of  the  public  today  as  it 
has  for  countless  centuries  when  they  oppose  a 
type  of  medical  practice  which  we  know  is  not 
conducive  to  the  best  interests  of  public  welfare. 


LOW  BACK  PAIN  DUE  TO  HERNIATION  OR  RUPTURE  OE  THE 
INTERVERTEBRAL  DISC  INTO  THE  SPINAL  CANAL* 

FRANCIS  L.  SIMONDS,  M.  D., 

Omaha. 


Low  back  pain  due  to  herniation  or  rupture  of 
the  intervertebral  disc  into  the  spinal  canal  is 
undoubtedly  much  more  common  than  is  gener- 
ally recognized. 

This  condition  was  first  described  in  1911  in- 
dependently by  Goldthwait  in  this  country  and  by 
iMiddleton  and  Teacher  in  England,  but  appar- 
ently their  work  was  soon  forgotten.  At  any 
rate,  the  subject  received  scant  attention  for  a 
good  many  years. 

In  the  meantime  reports  of  enchondroma  or 
ecchrondroma  of  the  intervertebral  disc  began  to 
appear.  Elsberg  in  191G  mentions  the  subject 
and  states  that  Oppenheim  had  also  observed 
such  a case.  Clymer,  iMixter  and  Mella  in  1921 
note  a similar  case.  Numerous  other  reports  by 

♦Read  before  the  Omaha-Douglas  County  Medical  Society  and 
the  Madison-Six  County  Medical  Society. 


Elsberg,  Stookey,  Bucy.  Petit-Dutaillis  and  Ala- 
jouanine,  Adson  and  others  came  into  the  liter- 
ature. Dandy  in  1929  reported  two  cases  from 
which  he  had  removed  loose  cartilagenous  frag- 
ments protruding  into  the  spinal  canal.  He  con- 
sidered them  undoubtedly  traumatic  in  origin. 

Mauric  in  1933,  from  a study  of  the  literature, 
came  to  the  conclusion,  that  many  of  the  so-called 
enchondromata  and  Schmorl's  nodules  were  iden- 
tical. At  about  the  same  time  Mixter,  and  Ayer 
and  their  associates  at  the  iMassachusetts  Gen- 
eral Hospital,  arrived  at  the  same  conclusion  from 
clinical  observations. 

In  the  earlier  cases  the  differential  diagnosis 
lay  between  tumor  and  ruptured  disc  and  all 
studies  were  made  on  patients  showing  marked 
neurological  signs.  As  the  work  advanced  diag- 
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nosis  has  been  possible  on  many  cases  in  whicli 
pain  was  practically  the  only  symptom. 

The  chondromas,  enchondromas,  ecchondroses, 
traumatic  ruptures  of  the  intervertebral  disc,  and 
so  forth,  of  which  Alixter  and  Ayer  in  1935  found 
47  cases  reported  in  literature,  undoubtedly  repre- 
sent a similar  or  identical  pathologic  process.  In 
September.  193(>,  Hampton  and  Robinson  pre- 
sented .x-ray  studies  of  a group  of  50  patients 
at  the  Alassachusetts  General  Hospital  during 
the  previous  three  years,  most  of  whom  were 
operated  upon  by  Dr.  W.  J.  Mixter. 

.At  a recent  Radiological  Conference  in  Roches- 
ter. Alinn..  the  Alayo  Clinic  group  presented  7 
such  cases. 

This  paper  is  limited  to  a discussion  of  lesions 
of  the  lumbar  area  in  which  the  occurrence  is  re- 
corded four  to  one  over  those  combined  cervical 
and  thoracic  regions. 

Hampton  and  Robinson’s  group,  which  this 
writer  was  privileged  to  review  personally,  in- 
clude 39  with  lesions  in  the  lumbar  area.  Of 
these  3()  or  92  per  cent  were  located  at  L 4 or 
L 5 disc.  Ruptures  were  twice  as  common  at 
L 4 at  which  level  there  were  24  ruptures,  as  at 
L 5,  at  which  there  were  11.  One  case  showed 
a rupture  of  both  L 4 and  L 5 and  3 were  at 
other  lumbar  levels. 

The  age  of  reported  cases  varies  from  20  to 
G4  and  the  incidence  in  males  about  5 to  1 over 
that  in  females.  It  has  occurred  in  people  from 
all  walks  of  life  and  a definite  history  of  ante- 
cedent trauma  was  obtained  from  only  50%  of 
the  cases.  It  seems  reasonable  to  assume,  how- 
ever, that  the  cause  must  be  due  to  a jackknifing 
type  of  injury  not  sufficiently  severe  to  crush  a 
vertebral  body,  yet  of  great  enough  violence  to 
injure  the  disc,  with  protrusion  of  a small  piece 
into  the  spinal  canal. 

SYMPTOMS  AND  SIGNS 

Pain  was  the  first  symptom  in  every  case,  and 
it  was  for  the  relief  of  pain  that  nearly  all  sought 
relief.  The  pain  was  usually  described  as  an 
ache  in  the  low  back,  usually  to  one  side  or  the 
other,  becoming  paroxysmal  on  turning,  stooping, 
coughing  or  sneezing,  whereupon  it  would  radi- 
ate outward  over  the  buttock  and  down  the  back 
of  the  thigh  and  at  times  the  back  of  the  leg 
also.  Not  infrequently  the  pain  commenced  in 
the  midline  and  radiated  down  the  back  of  both 
thighs,  but  unilateral  distribution  was  the  rule, 
even  though  the  symptoms  had  lasted  man}- 
months.  Numbness  and  paresthesiae  frequently 
alternated  with  pain  or  were  substituted  for  it. 


No  regular  course  of  illness  was  noted.  In 
some  cases  the  symptoms  progressed  gradually 
over  a period  of  months  with  almost  no  interrup- 
tion with  involvement  of  one  lower  extremity  and 
then  the  other,  and  finally  sphincter  loss.  Alore 
frequently,  however,  symptoms  have  remained 
unilateral  and  have  been  intermittant  over  a 
period  of  many  months  or  years,  the  patient  en- 
joying relatively  good  health  between  attacks. 

Tenderness  even  on  gentle  percussion  over  the 
low  spine,  lumbosacral  ligaments  and  sacro-iliac 
joints  was  commonly  present  and  on  examination 
the  lumbar  muscles  were  found  in  protective 
spasm. 

Alotor  signs  and  symptoms  were  almost  entire- 
ly lacking.  Some  patients  complain  of  weakness 
of  one  leg  but  this  may  be  more  seeming  than 
real,  due  to  protective  spasm.  Atrophy  of  a 
slight  degree  may  be  associated  with  weakness. 

The  sole  reflex  abnormality  noted  in  most  cases 
is  a loss  of  the  Achilles  jerk  on  the  affected  side 
or  of  both  in  cases  of  bilateral  involvement. 

Spinal  fluid  studies  showed  an  increase  of  the 
protein  content  in  many  instances  as  the  only  sig- 
nificant change  and  for  the  most  part  this  was  not 
excessive. 

DIFFERENTIAL  DIAGNOSIS 

The  majority  of  cases  resemble  back  strain, 
lumbosacral  or  sacro-iliac  strain  or  a sciatic  neu- 
ritis. Hypertrophic  arthritis  was  frequently  a 
mistaken  diagnosis  and  because  of  this  supposi- 
tion as  the  causative  factor  in  one  case,  operation 
was  withheld  seven  years.  Tumor,  especially  a 
benign  neurofibroma  or  other  intradural  tumor, 
must  be  considered  but  seldom  is  it  necessary  to 
consider  a malignant  disease  of  the  spine,  men- 
inges or  cord. 

ROUTINE  X-RAY  EXAMINATION 

Routine  x-ray  examination  even  wdth  stereo- 
scopic films,  fails  to  show  direct  evidence  of  a 
ruptured  disc. 

Certain  changes  have  been  seen  in  some  of  the 
proven  cases,  such  as  a narrowing  of  the  inter- 
vertebral joint  space,  degenerative  changes  about 
the  margins  of  the  bodies,  or  variations  in  align- 
ment of  the  vertebrae,  such  as  “sciatic  sco’iosis" 
and  loss  of  the  usual  lordotic  curve  of  the  lumbar 
vertebra,  but  these  findings  are  neither  constant 
nor  sufficiently  marked  when  present,  to  be 
diagnostic. 

The  deep  crescentic  shadow  visualized  in  the 
center  of  vertebral  bodies  may  be  suggestive  of 
a ruptured  nucleus  and  is  thought  to  be  due  to 
a slow  rebuilding  of  new  bone  at  the  rupture  site. 
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Fig.  1.  Lateral  view  of  spine  to  show  a compression  of  the  Fig.  2.  Front  view  showing  same  patient, 
nucleus  pulposus.  Fig.  3.  Negative  routine  film  of  Mrs.  B. 


FIG.  4.  FIG.  5.  FIG.  6. 

Fig.  4.  Normal  spinal  canal  filled  with  lipiodol. 

Fig.  5.  Filling  defect  produced  by  the  herniated  disc  into  the  canal.  6.  Lateral  view  of  same  patient. 


However,  this  finding  only  suggests  further 
study. 

The  subarachnoid  injection  of  lipiodol  is  the 
only  method  by  which  definite  diagnosis  may  be 
made.  Five  cubic  centimeters  of  this  oil  is  in- 
jected into  the  lumbar  spinal  canal.  Examination 
may  be  made  immediately  after  the  injection  or 
at  any  time  thereafter  up  to  several  weeks.  Be- 
fore the  examination  is  begun  the  patient  is  al- 
lowed to  sit  up  for  a few  moments  to  collect  the 
lipiodol  as  one  mass  in  the  sacral  culdesac.  He  is 
then  placed  face  down  upon  the  fluoroscopic  table 
and  is  manipulated  by  the  use  of  the  tilt  of  the 
table  under  roentgenoscopic  control,  the  lipiodol 


being  thus  forced  to  flow  slowly  up  and  down  the 
subarachnoid  spaces.  Particular  attention  is  di- 
rected toward  maintaining  the  oil  in  a single  mass, 
and  it  is  possible  by  this  method  to  place  the 
lipiodol  in  practically  any  portion  of  the  lumbar 
canal.  If  there  is  a questionable  filling  defect,  an 
effort  is  made  to  obliterate  it  either  by  turning 
the  patient  from  side  to  side  or  by  repeating  the 
tilting  process.  Any  area  which  shows  a constant 
filling  defect  is  recorded  on  a film. 

The  characteristic  defect  is  produced  by  a mass 
ventral  to  the  dural  sac,  to  one  side  of  the  midline 
and  is  usually  seen  best  on  the  P.A.  or  oblique 
views.  The  lateral  projection  gives  surprisingly 
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little  information  and  if  a defect  is  seen  in  this 
plane  it  should  probably  not  be  interpreted  as  in- 
dicating a pathological  condition  unless  associated 
with  the  antero-posterior  defect. 

CASE  PRESENTATION 

Mrs.  W.  B.,  age  40,  came  into  our  office  complaining 
of  pain  in  the  right  hip  region  recurring  at  irregular 
intervals  for  the  past  five  years,  sometimes  in  the 
right  sacro-iliac  region  and  at  others  in  the  gluteal 
muscles  or  along  the  posterior  part  of  the  thigh.  For 
the  past  month  this  pain  had  been  very  severe  and 
very  constant  and  was  relieved  only  when  lying 
quietly  in  bed.  This  pain  was  made  worse  on  cough- 
ing, sneezing,  twisting  or  turning  suddenly.  Pain  was 
aggravated  by  standing  still  or  turning  over  in  bed. 

Previous  hostory:  No  definite  history  of  injury  to 
the  lumbar  region  but  prior  to  the  onset  five  years 
ago,  the  patient  did  injure  the  cervical  vertebra  by 
diving  into  shallow  water. 

Physical  examination:  Physical  examination  re- 

vealed a well  dev'eloped,  well  nourished  woman  of 
stated  age,  walking  with  a limp  and  favoring  her 
right  hip.  General  physical  examination  was  negative. 
There  was  definite  tenderness  on  deep  palpation  on 
the  right  gluteus  maximus  muscle  and  a slight  sense 
of  muscle  rigidity.  Extention,  flexion,  abduction  and 
rotation  of  the  right  leg  were  not  limited  in  any  way. 

Stereoscopic  films  of  the  lumbar  spine  and  pelvis 
showed  only  a slight  haziness  of  the  right  sacro-iliac 
joint  such  as  seen  in  chronic  hypertrophic  arthritis 
but  to  a degree  insufficient  to  account  for  patient’s 
symptoms. 

She  then  entered  the  Immanuel  Hospital  and  lipiodol 


was  introduced  into  the  spinal  canal  and  the  diagnosis 
of  a rupture  of  the  fifth  intervertebral  disc  into  the 
spinal  canal  was  made. 

The  patient  was  operated  by  Dr.  J.  J.  Keegan  and 
the  diagnosis  confirmed  and  the  fragment  removed. 
She  made  an  uneventful  recovery  and  was  able  to 
leav'e  the  hospital  completely  reliev'ed  of  her  pain. 

SUMMARY 

1.  Low  back  pain  may  be  due  to  pressure  on 
the  spinal  cord  by  a fragment  of  a ruptured  inter- 
vertebral disc  into  the  canal. 

2.  Diagnosis  is  made  by  injection  of  lipiodol 
into  spinal  canal. 

3.  Case  report  of  diagnosis  confirmed  by  sur- 
gery with  complete  relief  from  pain. 
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CERTAIN  VITAMIN  DEFICIENCY  STATES  ENCOUNTERED 

IN  PRACTICE* 

J.  E.  MEYER,  M.  D., 

Columbus. 


Exploitation  of  any  field  that  rightly  falls 
within  the  scope  of  the  practice  of  medicine  will 
likely  make  for  greater  interest  on  the  part  of 
laymen  but  more  than  likely  lessened  interest  of 
the  practicing  physician.  Thus  it  would  seem  to 
have  been  with  the  vitamins  and  their  deficiences. 
Clinical  knowledge  of  one  deficiency  state — 
scurvy — dates  back  two  centuries  and  only  recent- 
ly chemists  have  isolated  and  synthesized  vitamin 
C (ascorbic  acid),  the  specific  cause  of  scurvy. 
But  often  of  late  clinical  application  has  fallen 
behind  biochemical  research.  The  chemical  na- 
ture of  certain  vitamins  and  the  pathological  ef- 
fects of  their  deficiencies  have  been  determined 
in  the  research  laboratories,  but  too  often  valu- 
able findings  are  seized  by  drug  and  food  manu- 
facturers ...  to  exploit.  National  advertising 
campaigns,  drug  counter  displays  and  claims  of 
detail  men  of  overnight  cures  may  stimulate  sales, 
but  are  not  conducive  to  true  medical  progress. 
The  practicing  physician  shies  away  from  the 
e.xploited  field. 

♦Presented  before  the  annual  meeting,  Nebraska  State  Medical 
Association.  Omaha.  May  11-13,  1937. 


A great  deal  has  been  written  about  the  use  of 
vitamins  in  preventive  medicine,  and  about  their 
use  in  the  control  of  symptoms  such  as  anorexia 
and  constipation  or  as  adjuvants  in  treatment  of 
disease ; but  until  recent  years  little  has  been  said 
of  the  use  of  vitamins  for  specific  treatment  of 
clinical  entities,  except  of  course  in  scurvy  and 
rickets. 

Here  in  Nebraska,  where  ordinarily  food  is 
plentiful  and  extreme  poverty  exceptional,  we 
are  likely  to  regard  vitamin  deficiency  states  as 
clinical  curiosities — but  perhaps  such  is  not  the 
true  state  of  affairs. 

Renewed  interest  in  the  vitamins  has  become 
manifest  during  the  past  few  years.  This  is  due 
in  part  to  fruitful  new  laboratory  research  but  in 
a larger  measure  to  the  ingenious  and  well  con- 
ceived application  of  the  results  of  earlier  investi- 
gation to  clinical  medicine. 

The  material  to  be  presented  in  this  report  is 
based  upon  case  histories  illustrating  certain  vita- 
min deficiency  states  encountered  in  my  daily 
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work.  In  each  of  the  cases  to  be  presented, 
avitaminosis  was  believed  to  be  either  the  major 
etiologic  or  an  important  contributory  factor,  and 
a vitamin  the  specific  curative  agent.  All  of  the 
patients  were  adults  and  none  of  the  deficiency 
states  occurred  during  or  following  pregnancy. 
No  attempt  will  be  made  to  describe  the  typical 
pathological  and  clinical  features  of  the  avitamin- 
oses, so  completely  outlined  recently  by  Wol- 
bach(i)  and  Youmans^^\  respectively.  Nor  would 
the  time  allotted  me  permit  description  in  any  de- 
tail whatsoever  of  cases  illustrating  each  of  the 
vitamin  deficiencies,  so  I have  chosen  to  empha- 
size deficiency  of  one  or  more  of  the  component 
parts  of  the  vitamin  B complex. 

I first  became  interested  in  vitamin  Bj  defi- 
ciency after  the  publication  of  studies  upon  poly- 
neuritis of  pregnancy<^A4)  including  reports  of 
recovery  following  administration  of  vitamin  Bj, 
and  also  the  report^^)  of  one  carefully  studied 
fatal  case  with  autopsy  findings.  It  then  occurred 
to  me  that  I had  occasionally  seen  patients  with 
polyneuritis  in  whom  none  of  the  usually  accepted 
etiologic  factors  could  be  found,  and  in  whom 
recovery  eventuated  only  after  a protracted  ill- 
ness and  convalescence.  Treatment  had  always 
been  sedative  in  the  early  stages,  then  so-called 
tonic  and  finally  restorative  for  the  muscles.  The 
following  case  is  typical  of  this  group,  except  that 
the  patient  received  the  benefit  of  specific  vitamin 
therapy : 

Case  1:  E.  M.,  farmer,  age  23,  native  of  Nebraska, 
married  and  has  one  child.  He  came  to  my  office 
December  7,  1934,  complaining-  of  pain  in  his  neck, 
shoulders  and  back,  and  stated  that  these  symptoms 
had  been  preceded  by  a period  of  malaise  and  poor 
appetite.  His  past  history  was  uneventful  except 
that  his  appendix  had  been  removed  in  1929  and  his 
tonsils  in  1930,  and  that  he  had  always  had  rather 
frequent  temporal  headaches  and  persistent  consti- 
pation. He  neither  drank  nor  smoked.  He  stated 
that  he  had  always  been  very  “nervous.”  Usual 
weight  was  140  to  150  pounds.  At  the  time  I first 
saw  him,  his  pain  was  of  only  a few  days  duration 
and  had  increased  rapidly  in  severity;  appetite  was 
poor  and  malaise  extreme.  Nothing  in  particular  was 
found  on  examination  except  tenderness  of  the  mus- 
cles of  the  neck,  back  and  shoulders.  His  tempera- 
ture was  99.2;  pulse  80.  He  was  given  salicylates  and 
sent  home  to  bed.  The  tentative  diagnosis  was  acute 
myositis.  The  pain  was  not  relieved  and  he  slept 
poorly,  even  after  the  use  of  codein.  He  became  very 
Irritable  and  depressed,  and  would  take  very  little 
food.  On  December  15  his  wife  reported  that  when 
he  got  up  to  go  to  the  bathroom  he  had  difficulty 
walking.  When  I saw  him  at  this  time  I found  that 
he  had  typical  polyneuritis,  involving  all  four  ex- 
tremities. By  careful  inquiry  and  laboratory  studies 
all  of  the  usual  etiologic  factors  were  eliminated.  In- 
vestigation of  his  diet  revealed  that  not  only  had  hie 
appetite  been  poor  but  his  food  habits  had  been  so 
peculiar  that  they  had  been  the  subject  of  frequent 
comment  by  members  of  the  family,  and  analysis  of 
the  dietary  showed  it  greatly  lacking  in  vitamin  B 
content.  Brewers’  yeast  was  then  administered  and 
a high  vitamin,  high  calory  diet  advised.  Within  a 


week  he  was  eating  well  and  resting  without  a seda- 
tive. Return  of  muscular  power  was  slow,  but 
eventually  complete.  His  final  checkup  in  July,  1935, 
showed  his  weight  to  be  161  pounds,  appetite  excel- 
lent, bowels  moving  without  laxative,  perfect  func- 
tion of  all  extremities,  no  muscular  atrophy,  all  ten- 
don reflexes  present  and  apparently  normal. 

Comment : The  supposition  of  vitamin  B^  de- 
ficiency in  this  case  rests  upon  the  absence  of 
other  etiologic  factors,  together  with  prompt  re- 
lief of  pain,  eventual  complete  recovery,  and  at- 
tainment of  a better  state  of  health  than  had  ex- 
isted prior  to  his  acute  illness.  It  seems  reason- 
able to  attribute  the  improved  health,  which  has 
been  maintained  up  to  the  present  writing,  to  the 
adequate  diet  started  during  his  acute  illness  and 
continued  since.  Alcohol,  metallic  poisons  and 
pernicious  anemia  were  eliminated  by  laboratory 
studies  and  the  history.  This  man’s  vitamin  de- 
ficiency was  believed  to  be  due  to  inadequate  in- 
take, since  the  analysis  of  his  diet  showed  it  de- 
ficient and  since  there  was  no  evidence  of  the 
presence  of  any  lesion  that  might  interfere  with 
assimilation.  It  has  been  suggested^®)  that  the 
relief  of  pain  and  the  repair  accomplished  by 
vitamin  Bj  therapy  in  neural  lesions  in  man  is 
a non-specific  action  but  my  experience  in  its 
administration  in  lesions  of  known  cause  other 
than  vitamin  deficiency  lead  me  to  believe  that 
definite  results  from  vitamin  B^  therapy  are 
probably  to  be  expected  only  in  the  presence  of 
vitamin  deficiency.  A study  of  the  effect  of 
vitamin  Bj  upon  the  neuritic  pain  accompanying 
and  following  herpes  zoster  might  well  serve  as 
a test  of  the  effectiveness  of  this  vitamin  for  the 
relief  of  nerve  pain. 

Case  2:  P.  T.,  age  49,  farmer,  native  of  Nebraska, 
was  taken  ill  November  4,  1936,  with  severe  aching 
over  the  entire  body,  chilliness,  fever  and  malaise. 
History  obtained  by  Dr.  Brillhart  of  Shelby  who  saw 
him  first  on  November  6th  revealed  the  following: 
“Scarlet  fever  complicated  by  otitis  media  in  1927; 
several  attacks  of  tonsillitis;  always  a hard  worker 
and  always  very  nervous.  He  was  examined  at  the 
Mayo  Clinic  in  1934  because  of  breathlessness  and 
after  being  given  the  assurance  that  there  was  no 
organic  lesion  present,  he  became  entirely  free  of 
this  symptom.  His  wife  left  him  unexpectedly  in 
1934  and  he  immediately  started  drinking  heavily  and 
eating  little,  all  the  while  continuing  to  work  hard  on 
the  farm.  He  lost  20  pounds  in  the  ensuing  two 
months.  He  drank  heavily  in  ‘sprees’  up  to  the  time 
of  onset  of  his  present  illness.”  Notes  furnished  by 
Dr.  Brillhart  on  the  physical  findings  at  that  time 
follow:  “Temperature  103.4;  pulse  108;  extreme  rest- 
lessness; bilateral  conjunctivitis;  moderate  rhinitis; 
redness  of  the  pharynx  (tonsils  seemed  normal); 
marked  tenderness  along  the  course  of  the  right  sci- 
atic nerve;  both  knee  jerks  exaggerated.”  Salicylates 
were  administered  and  the  temperature  became  lower 
but  pain  increased  in  severity,  and  finally  was  relieved 
only  by  the  administration  of  morphine.  Practically 
no  food  was  taken.  Loss  of  weight  was  rapid.  Labora- 
tory findings  including  urine,  serology,  and  other 
blood  studies  were  negative  except  that  there  was 
slight  leukocytosis — 12,800.  A dry  papular  rash  ap- 
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peared  on  the  plantar  aspect  of  both  feet.  The  pap- 
ules were  discrete  and  after  a few  days  keratotic 
epidermis  peeled  off  leaving-  tender  red  patches.  There 
were  about  thirty  of  these  lesions  on  each  foot.  This 
patient  had  been  acutely  ill  at  the  Shelby  hospital  for 
one  month  when  Dr.  Brillhart  requested  me  to  see 
him  in  consultation.  He  weighed  90  pounds  and  was 
going  downhill  rapidly.  He  was  complaining  bitterly 
of  a sensation  as  if  someone  were  pulling  the  hairs 
out  of  his  thighs,  as  well  as  various  other  paresthe- 
sias and  diffuse  areas  of  numbness.  He  was  ex- 
tremely depressed.  Movement  of  the  neck  and  ex- 
tremities was  very  painful  and  there  was  marked 
muscular  atrophy,  especially  notable  in  the  extensor 
muscles  of  the  thighs  and  the  triceps  and  deltoid  of 
the  right  arm.  A distinctly  inflammatory  but  non- 
ulcerated  reddened  area  involved  a large  portion  of 
the  mucous  membrane  of  the  hard  palate.  Both  knee 
jerks  were  somewhat  exaggerated.  A dry,  moderately 
pigmented  scaliness  was  present  over  the  areas  im- 
mediately above  and  below  and  including  both  knees. 
The  skin  lesions  on  the  feet  were  in  varying  stages 
of  keratosis  and  erythema. 

It  was  my  impression  that  this  man  was  suffering 
from  pellagra  of  the  "alcoholic”  type.  It  was  sug- 
gested that  all  other  medication  be  discontinued  and 
that  he  be  placed  on  vitamin  B complex  therapy  and 
a high  vitamin,  high  protein,  high  calory  diet.  After 
ten  days  there  was  marked  recession  of  all  symptoms 
except  the  mental  depression  which,  however,  disap- 
peared completely  after  about  four  weeks.  One  month 
after  leaving  the  hospital  (about  three  months  from 
the  date  of  onset  of  his  illness),  he  was  walking  fairly 
well,  he  had  no  pain,  his  appetite  was  ravenous  and 
his  weight  was  113  pounds.  Later  checkup  recorded 
continued  gain  of  weight  at  the  rate  of  three  pounds 
per  week,  mental  condition  excellent,  skin  normal  and 
muscular  strength  improving,  though  still  not  normal. 

Comment : With  the  combination  of  fever, 
stomatitis,  symmetrical  skin  lesions,  polyneuritis 
and  the  history  of  alcoholism  and  low  food  intake, 
a diagnosis  of  "alcoholic  pellagra”seemed  fairly 
certain  in  this  case,  even  though  the  symptoms  of 
pellagra  became  manifest  only  after  the  sub- 
sidence of  an  upper  respiratory  tract  infection. 
Spies established  the  connection  between  chron- 
ic alcoholism  and  pellagra  as  observed  in  a north- 
ern climate,  and  later also  outlined  a complete 
regime  for  satisfactory  treatment ; namely,  high 
calory,  high  protein  diet  and  large  doses  of  the 
heat  stable  portion  of  the  vitamin  B complex.  Re- 
cently, Spies,  Chinn  and  iMcLester  (J.  B.)  (^),have 
successfully  applied  the  same  general  mode  of 
treatment  to  endemic  pellagra  in  the  south.  Al- 
though deficiency  of  one  or  more  fractions  of  the 
heat  stable  portion  of  vitamin  B complex  is  not 
accepted  as  the  sole  etiologic  agent  in  pellagra, 
there  is  little  question  of  the  view  that  this  vitamin 
is  a most  important  factor,  a concept  originating 
in  Wheeler  and  Goldberger’s  observations  made 
in  1915,  and  supported  by  experimental  and  clin- 
ical data  that  have  accumulated  since  that  time. 
The  fraction  of  the  heat  stable  portion  of  the 
vitamin  B complex,  believed  to  play  this  impor- 
tant role,  remains  unidentified.  McLester  (J.  S.) 
in  June,  1934,  undoubtedly  voiced  the  opinion  of 
many  of  the  best  medical  men  in  the  south  when 


he  stated  in  reference  to  endemic  pellagra,  " . . . 
the  assumption  that  a single  dietary  fault  is  the 
cause  of  the  disease  is  far  from  satisfactory.” 
Dr.  McLester’s^^^^  present  personal  opinion 
(April,  1937)  is  unchanged.  Nor  is  the  ex- 
planation of  “secondary”  or  “alcoholic”  pellagra 
solely  on  the  basis  of  vitamin  deficiency  entirely 
satisfactory,  for  even  if  toxic  factors  could  be 
eliminated  from  consideration,  other  nutritional 
deficiencies  cannot  be  very  easily  dismissed. 

Case  3;  H.  K.,  male,  age  43,  executive,  born  in  Ne- 
braska. His  only  complaints  up  until  1926  were  long 
standing  constipation,  “indigestion,”  and  periodic  at- 
tacks of  acute  gout.  He  does  not  smoke  and  has  par- 
taken sparingly  of  alcoholic  beverages  at  infrequent 
intervals.  He  has  usually  been  a heavy  eater  and 
his  weight  has  been  above  noimal  except  when  con- 
trolled by  dietetic  restriction.  He  first  consulted  me 
in  1926  with  complaints  of  “gas”,  "indigestion”  and 
vague  “hunger  pains”,  and  was  referred  to  a roent- 
genologist who  submitted  an  unqualified  diagnosis  of 
duodenal  ulcer.  He  was  placed  upon  a Sippy  regime 
and  when  his  progress  did  not  seem  satisfactory,  he 
limited  his  diet  still  further.  After  several  weeks 
upon  this  very  restricted  diet  he  started  having  an- 
orexia, crampy  abdominal  pain,  tenesmus  and  fre- 
quent stools  containing  blood  and  mucus.  He  then 
went  to  the  Mayo  Clinic  where  a diagnosis  of  non- 
specific ulcerative  colitis  was  made.  He  was  treated 
with  vaccine  (Bargen)  and  a great  deal  of  relief  was 
obt'’ined  but  recovery  was  not  complete.  He  returned 
to  the  Mayo  Clinic  in  1930  because  of  an  exacerba- 
tion of  symptoms  and  was  treated  with  specific  diplo- 
streptococcus  serum  and  vaccine,  and  was  also  given 
instruction  in  the  diet  kitchen,  this  instruction  ap- 
parently having  as  its  main  features  those  essentials 
outlined  by  Bargen  (12).  Vaccine  therapy  was  con- 
tinued for  eight  months,  with  gradual  improvement 
in  the  patient’s  condition.  During  the  next  few  years 
he  worked  very  hard  and  was  under  great  nervous 
strain.  He  ate  irregularly,  sometimes  partaking  of 
huge  meals  and  then  again  going  without  food  until 
late  in  the  day  when  an  ice  cream  soda  would  serve 
as  his  only  meal.  He  had  reduced  his  weight  rapidly 
several  times  during  the  year  preceding  the  onset  of 
the  present  illness  by  the  “banana  and  skimmed  milk”, 
or  an  even  more  rigid  diet.  His  present  illness  be- 
gan in  .Tune  or  .luly,  1936,  with  malaise,  nervousness, 
extreme  irritability,  loss  of  appetite,  disturbed  sleep, 
sallow  skin  and  constipation.  In  August  (1936)  he 
noticed  vague  pain  in  the  lumbosacral  region,  fol- 
lowed after  a few  days  by  sudden  onset  (Aug.  20)  of 
rather  severe  pain  in  the  right  leg.  August  22nd, 
there  appeared,  in  addition  to  the  above,  pain  in  the 
left  leg,  abdominal  cramps  and  distention.  August 
24th,  when  he  was  admitted  to  the  Lutheran  hospital, 
he  was  having  frequent  stools  containing  a large 
amount  of  blood  and  mucus,  almost  constant,  crampy 
abdominal  pains,  marked  distention,  nausea  and  vom- 
iting. His  temperature  was  101.6  on  admission  and 
rose  to  104.0  within  12  hours.  After  a few  days  he 
developed  parasthesias  in  both  legs,  hyperesthesia  of 
the  leg  muscles  and  other  characteristic  features  of 
polyneuritis.  Delirium  and  confusion  were  marked. 
Urine  contained  a trace  of  albumin;  Hgb  78%;  BBC 
3,800,000;  WBC  16,000;  uric  acid  4.86  mg.  per  100  CC. 
of  blood.  Other  blood  chemical  as  well  as  serologic 
studies  yielded  normal  results.  Upon  the  insistence 
of  the  patient,  at  the  first  appearance  of  intestinal 
symptoms  a supply  of  the  specific  serum*  (Bargen) 
was  obtained.  Its  administration  was  begun  August 
25th  and  continued  in  increasing  dosage  through 
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August  29th,  when  the  intestinal  symptoms  seemed 
improved  to  the  extent  that  the  stools  were  somewhat 
less  frequent  and  contained  less  blood  but  otherwise 
the  status  of  the  case  was  unchanged.  No  local  treat- 
ment of  the  bowel  was  used  at  any  time  during  the 
course  of  his  illness  except  warm  salt  solution  ene- 
mas as  needed  for  the  relief  of  distention.  August 
29th,  we  started  administration  of  large  amounts  of 
brewers’  yeast  and  a moderately  high  calory,  low 
residue,  high  vitamin  diet.  Appetite  remained  poor 
for  several  days  and  since  the  yeast  caused  nausea, 
it  was  partly  replaced  by  a vitamin  B concentrate 
derived  from  rice  polishings.  By  September  5th,  tem- 
perature was  normal  throughout  the  day,  though  he 
was  still  having  several  stools  daily  and  pain  in  the 
legs  was  severe,  but  improving.  By  September  13th 
he  was  eating  all  of  the  diet  prescribed,  was  having 
two  formed  stools  daily,  and  had  no  symptoms  re- 
ferable to  the  gastro-intestinal  tract;  pain  in  the  legs 
was  of  mild  degree,  only  present  at  night  and  relieved 
by  aspirin.  September  15th,  administration  of  the 
diplo-strcptococcus  vaccine  was  started,  but  only  a 
few  small  doses  were  given.  Until  about  October  1st, 
he  was  bothered  by  marked  extensor  weakness  in 
both  legs  with  a very  troublesome  left  foot  drop  which, 
however,  gradually  improved;  and  at  the  end  of  an- 
other month  he  was  entirely  symptom  free.  The  pa- 
tient remarked  then  that  for  the  first  time  in  his 
memory  he  had  no  distress  after  eating  and  was  not 
troubled  with  either  diarrhea  or  constipation.  Ad- 
ministration of  vitamin  B concentrate  was  continued 
until  .January  1,  1937. 

Comment ; This  case  has  not  been  cited  to 
prove  or  disprove  the  value  of  any  particular 
type  of  therapy,  and  certainly  not  to  minimize 
the  value  of  the  serum  and  vaccine  treatment  of 
Bargen  for  ulcerative  colitis.  The  patient  was  re- 
lieved of  the  distressing  symptoms  of  ulcerative 
colitis  by  specific  therapy  administered  under  the 
direction  of  Dr.  Bargen  on  two  occasions,  and  the 
use  of  serum  may  have  contributed  toward  the 
control  of  i'ltestinal  symptoms  in  this  most  recent 
episode.  There  is  nothing  new  in  the  use  of  vita- 
min therapy  in  the  treatment  of  ulcerative  colitis. 
Larimore*^^^  in  1927  administered  codliver  oil  and 
tomato  juice  together  with  a high  vitamin  diet 
to  patients  with  ulcerative  colitis  and  attributed 
the  excellent  results  obtained  in  his  cases  to  the 
use  of  vitamins.  Larimore  called 

attention  to  the  earlier  experimental  and  clinical 
observations  of  other  investigators.  The  im- 
portance of  the  case  I have  just  reported  depends 
upon  the  almost  simultaneous  onset  of  polyneu- 
ritis and  ulcerativ^e  colitis.  This  may  have  been 
coincidence  Init  it  seems  more  logical  to  assume 
that  either  both  were  the  result  of  the  same  causa- 
tive agent  or  that  both  were  permitted  to  become 
operative  through  the  absence  of  some  essential 
element.  Pursuing  the  same  thought,  it  is  pos- 
sible that  ulcerative  colitis  may  always  be  pri- 
marily avitaminosis,  and  secondarily  an  infection 
with  Bargen's  organism.  Bargen’s  work  appears 
to  be  founded  upon  s o u n d experimental 
data^^^^^^^P  and  splendid  therapeutic  results: 
but  extensive  lesions  in  the  intestinal  tracts  of 


experimental  animals  have  also  been  noted  fol- 
lowing prolonged  feeding  of  a diet  deficient  in 
the  heat  labile  portion  of  the  vitamin  B com- 
plex^^®) ; and  many  authors,  including  Bar- 
gen (^2)^  have  emphasized  the  importance  of  a 
high  vitamin  diet  in  the  treatment  of  organic  dis- 
ease of  the  colon.  Some  of  the  symptoms  of  ul- 
cerative colitis  are  immediately  suggestive  of  in- 
fection ; for  example,  in  this  case  high  fever  and 
leukocytosis,  but  the  earlier  manifestations  are 
sometimes  not  at  all  suggestive  of  bacterial  inva- 
sion and  this  is  particularly  true  of  the  early 
stages  of  a first  attack.  Often  anorexia,  vague 
abdominal  distress  and  bleeding  have  been  pres- 
ent for  some  time  before  fever,  leukocytosis, 
muco-pus  in  the  stools  and  macroscopic  ulcera- 
tion in  the  bowel  appear. 

Nutritional  diseases  may  be  caused  by  the 
interference  with  assimilation  as  the  result  of  long 
standing  organic  disease  in  the  gastro-intestinal 
tract.  A number  of  cases  of  pellagra  secondary 
to  organic  disease  in  the  intestinal  tract  have  been 
reported and  Wilbur  and  Eusterman*^®) 
have  reported  a case  of  avitaminosis  A developing 
in  a patient  whose  vitamin  A intake  was  entirely 
adequate,  but  whose  nutrition  was  disturbed  by 
a gastrocolic  fistula.  We  have  observed  a pa- 
tient with  a poorly  functioning  gastroenter- 
ostomy, who  developed  a severe  polvneuritis 
w’hich  was  controlled  by,  large  doses  of  vitamin 
B before  surgical  correction  of  the  vicious  circle 
in  his  intestinal  tract.  There  was  no  such  ana- 
tomical basis  for  the  development  of  avitaminosis 
in  the  case  under  discussion,  and  further  the  se- 
quence of  events  practically  ruled  out  the  possi- 
bility of  a to.xic  neuritis  secondary  to  absorption 
of  toxins  from  an  ulcerated  intestine.  There  was 
no  reason  to  suspect  any  extraneous  toxic  agent 
nor  did  laboratory  studies  reveal  any.  The  de- 
velopment of  the  recent  attack  of  ulcerative  coli- 
tis (and  polyneuritis)  was  apparently  preceded  by 
a diet  deficient  in  vitamins  and  I feel  that  I can 
positively  state  that  the  diet  taken  for  several 
months  immediatelv  preceding  the  initial  attack 
of  ulcerative  colitis  was  deficient  in  vitamins, 
since  I prescribed  the  diet  and  the  patient  re- 
stricted it  even  further.  Later  analysis  of  the 
diet  ingested  by  the  patient  prior  to  the  onset  of 
the  first  attack  of  ulcerative  colitis  showed  it  de- 
ficient in  vitamins  B and  C,  and  while  the  evi- 
dence of  deficiency  immediately  preceding  the 
other  two  attacks  is  not  so  definite,  it  is  sugges- 
tive. 

VITAMIN  B DEFICIENCY  AND  DIABETES 
MEELITUS 

Reports  pointing  to  a high  incidence  of  avita- 


Volume  22 
Number  12 


IT  AM  IN  DEFICIENCY  STATES:  MEYER 


463 


iiiinosis  IJ  in  diabetes  mellitus  have  appeared  in 
the  medical  literature.  This  has  been  attributed 
to  inadequate  vitamin  content  of  prescribed 
diets^2®\  but  other  explanations  have  been  of- 
fered and  would  appear  equally  tenable,  especial- 
ly since  there  is  probably  some  relationship  be- 
tween vitamin  B and  carbohydrate  meta- 
bolism^^^B  As  a likely  instance  of  two  mani- 
festations of  avitaminosis  in  a diabetic  patient, 
the  following  case  deserves  brief  mention; 

An  elderly  man  with  moderately  severe  diabetes  was 
self-treated  for  a period  of  fifteen  years,  and  always 
had  glycosuria  and  hyperglycemia  except  while  under 
medical  care  for  some  intercurrent  illness.  He  had  a 
severe  attack  of  neuritis  with  eventual  recovery  after 
hospitalization,  control  of  diet,  (with  adequate  vita- 
min content),  vitamin  therapy,  and  adjustment  of  in- 
sulin dosage.  Return  to  careless  habits  of  diet  quick- 
ly followed  his  discharge  from  the  hospital.  Six 
months  later  he  developed  multiple  ulceration  of  the 
large  intestine,  a diagnosis  that  was  established  at 
operation,  undertaken  as  an  emergency  procedure 
because  of  an  acute  perforation  of  one  of  the  ulcers. 
A therapeutic  test  of  avitaminosis  could  not  be  ap- 
plied in  this  case  as  the  patient  died  eight  days  after 
operation.  It  was  felt  that  his  poor  nutritional  state 
might  have  contributed  in  a large  degree  to  the  fatal 
outcome  and  it  was  my  belief  that  both  the  neuritis 
and  the  intestinal  ulceration  had  their  origin  in  a 
deficiency  of  vitamin  B.  A study  of  the  diet  ingested 
by  this  patient  would  not  lead  to  the  belief  that  it 
was  deficient  in  vitamin  B and  certainly  not  for  a 
non-diabetic  individual.  I have  somehow  gained  the 
impression  that  the  poorly  controlled  diabetic  with 
excessive  food  intake  and  constant  glycosuria  is  more 
likely  to  develop  avitaminosis  than  the  well  controlled 
diabetic,  even  though  the  diet  of  the  latter  may  con- 
tain less  vitamins. 

THE  CLINICAL  LABORATORY  AND  VITAMIN 
DEFICIENCIES 

Methods  of  accurately  measuring  avitaminosis 
or  hypo-vitaminosis  A,  B,  and  C are  now  in  use. 
Loss  of  normal  dark  adaptation  is  the  earliest 
known  evidence  of  vitamin  A deficiency,  and 
photometers  have  been  devised  which  detect  pre- 
clinical  night  blindness.  Sufficient  evidence  has 
accumulated  to  warrant  the  belief  that  the  degree 
of  loss  of  normal  dark  adaptation  is  an  accurate 
gauge  of  hypovitaminosis  A.  Earlier  work  in 
this  country  was  done  upon  children  only (^2)  (23)^ 
but  lately  the  test  has  been  found  to  be  equally 
reliable  in  detecting  hypovitaminosis  A in 
adults^^^L  Recently,  Jeans^^^^  and  his  associates 
have  reported  an  improved  photometer  and  tech- 
nic. An  excretion  test  (urinary)  for  determin- 
ing vitamin  B deficiency  has  been  described^^e) 
but  its  value  in  clinical  medicine  has  not  been 
established.  Clinical  laboratory  methods  for  de- 
termining vitamin  C (ascorbic  acid)  content  in 
blood  and  urine  are  now  in  use.  We  have  been 
making  determinations  of  the  concentration  of 
ascorbic  acid  in  the  blood  in  normal  adults,  groups 
of  adult  patients  not  suspected  of  being  vitamin 
C deficient  and  in  adults  in  whom  vitamin  C de- 


ficiency was  suspected.  Either  we  have  been  in 
error  in  the  selection  of  cases  or  some  study  other 
than  determination  of  the  concentration  of  vita- 
min C in  the  blood  is  needed  to  detect  mild  or 
latent  vitamin  C deficiency  in  adults.  Study  of 
some  of  our  results  in  patients  not  suspected  of 
vitamin  C deficiency  have  proved  more  interest- 
ing, though  no  group  of  cases  of  any  well  defined 
clinical  entity  is  sufficiently  large  to  justify  any 
conclusions.  Our  results  do  justify  further  study 
of  the  concentration  of  ascorbic  acid  in  the  blood 
of  patients  with  hypothyroidism  and  hyperthy- 
roidism. We*  have  used  the  method  found  by 
Abt  and  h'armer^^T)  (-g  be  reliable  in  the  detection 
of  preclinical  scurvy  in  infants.  However,  as  far 
as  is  known  now,  vitamin  C deficiency  is  uncom- 
mon in  adults  and  furthermore  the  ascorbic  acid 
content  of  the  blood  is  subject  to  many  influ- 
ences. We  have  not  utilized  methods  either  to 
determine  the  total  excretion  of  ascorbic  acid  in 
the  urine  or  saturation  tests^^*^ but  would 
judge  that  more  information  in  regard  to  vitamin 
C deficiency  in  adults  might  be  gained  from  such 
studies  than  from  ascorbic  acid  determinations 
upon  blood.  Capillary  resistance  tests  are  also 
used  in  determining  vitamin  C deficiency,  but 
these  tests  have  definite  limitations. 

The  laboratory  phase  of  the  vitamin  problem 
has  been  touched  upon  in  this  communication 
merely  to  emphasize  the  fact  that  relatively  sim- 
ple clinical  laboratory  procedures  for  detecting 
hypovitaminosis  are  now  in  use  or  are  being  de- 
veloped. This  will  naturally  result  in  earlier  de- 
tection of  hypovitaminosis  in  known  deficiencies, 
and  more  important  will  give  more  exact  knowl- 
edge of  other  maladies,  the  vitamin  status  of 
which  is  not  known  now.  Had  practicable  clin- 
ically checked  laboratory  procedures  for  detecting 
and  measuring  vitamin  B deficiencies  been  avail- 
able, they  would  have  been  most  welcome  as  an 
aid  in  determining  the  exact  place  of  the  vitamin 
deficiency  in  the  cases  described  in  this  report. 

SUMMARY 

1.  Case  histories  of  patients  believed  to  have 
been  ill  because  of  vitamin  B deficiency,  or  in 
whose  illnesses  vitamin  B deficiency  played  an 
important  part,  have  been  presented  and  briefly 
discussed. 

2.  The  relationship  of  vitamin  B deficiency 
to  diabetes  mellitus  has  been  briefly  discussed. 

3.  The  report  includes  brief  notes  upon  the 
clinical  laboratory  methods  available  for  the  de- 
tection of  hypovitaminosis. 

The  purpose  of  this  report  has  been  to  invite 
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attention  to  the  likelihood  of  encountering  vita- 
min deficiency  states  in  native  born  Nebraskans 
of  the  type  seen  in  private  practice. 

DISCUSSIONS 

DR.  WARREN  THOMPSON  (Omaha):  I wish  to 
congratulate  Dr.  Meyer  on  his  excellent  selection  and 
presentation  of  cases  illustrating  vitamin  B deficiency. 
Certainly  those  of  us  serving  as  general  practitioners 
have  not  been  as  alert  in  recognizing  these  clinical 
problems  as  have  the  pediatricians  and,  more  recent- 
ly, the  obstetricians.  There  must  be  some  reasons 
for  this.  In  the  first  place  it  is  important  to  recog- 
nize the  fact  that  vitamin  deficiencies  can  occur  in 
our  state.  I believe  Richard  Cabot  once  said  that  per- 
nicious anemia  occurs  most  frequently  in  those  lo- 
calities where  it  is  most  sought  for.  The  same  is 
doubtless  true  of  cases  of  avitaminosis.  Another 
reason  is  that,  thus  far,  we  have  no  practical  clinical 
laboratory  tests  for  determining  vitamin  concentra- 
tions, as  we  have  for  instance  in  measuring  iron,  cal- 
cium, etc.  Another  factor  undoubtedly  arises  from  a 
reluctance  on  our  part,  especially  in  a preventive 
way,  to  prescribe  vitamins  in  suspected  deficiencies, 
knowing  that  we  have  no  scientific  proof  for  such 
medication  and  that  our  therapy  must  be  looked  upon 
as  more  or  less  empirical. 

If  you  will  review'  some  of  the  salient  points  in  Dr. 
Meyer’s  case  reports  you  will  be  impressed  with  the 
fact  that  each  case  was  at  some  time  on  an  unbal- 
anced diet.  Another  important  factor  emphasized 
especially  in  his  case  with  ulcerative  colitis  was  the 
likely  difficulty  or  interference  in  absorption  of  the 
vitamins  from  a diseased  gastro-intestinal  tract. 
From  the  clinical  standpoint  the  important  observa- 
tions were — glossitis,  polyneuritis,  and  in  one  instance, 
skin  manifestations  similar  to  those  seen  in  pellagra. 
Such  a combination  of  symptoms  should  always 
arouse  our  suspicions  for  a likely  vitamin  B defi- 
ciency. 

DR.  VICTOR  E.  LEVINE  (Omaha):  Dr.  Meyer’s 
paper  is  an  excellent  one.  I w'ant  to  add  a few  practi- 
cal remarks.  How  is  the  physician  to  secure  for  his 
patient  the  various  vitamins?  Ordinarily  these  vita- 
mins may  be  obtained  from  food,  with  the  possible 
exception  of  vitamin  D.  But  in  the  case  of  subnormal 
health  or  serious  illness  the  vitamin  requirement  to 
satisfy  biologic  needs  for  repair,  healing  and  conva- 
lescence may  be  three  to  five  times  the  normal.  Such 
high  vitamin  requirements  cannot  be  satisfied  through 
food  alone.  Too  much  food  would  have  to  be  con- 
sumed, and  people  who  are  sick  very  often  have  little 
appetite  or  an  appetite  that  is  very  erratic. 

For  the  B vitamins  we  prescribe  brewers  yeast 
tablets,  preferably  Mead’s,  the  dosage  being  three 
tablets  three  times  a day  before  meals.  For  vitamin 
C we  may  prescribe  one  to  two  grains  (130  to  260 
mgs)  of  crystalline  vitamin  C twice  a day.  Ascorbic 
acid,  cebione  and  cevitamic  acid  are  synonyms  for 
vitamin  C.  Some  authorities  believe  that  citrous 
fruits  are  even  better  than  the  crystalline  vitamin. 
An  anti-hemorrhagic  factor,  vitamin  'K,  has  been 
found  in  citrous  fruits,  but  which  is  absent  in  the  pure 
crystalline  preparations  of  vitamin  C.  The  juice  of 
one  orange  two  or  three  times  a day  is  highly  satis- 
factory for  fulfilling  the  vitamin  C requirements. 

And  now  for  the  fat  soluable  vitamins.  Vitamins 
A and  D can  be  secured  from  percomorph  oil  (50  per 
cent),  a product  made  by  Mead  Johnson  and  Com- 
pany. This  preparation  contains  50  per  cent  cod 
liver  oil  and  50  per  cent  percomorph  oil.  It  is  very 
rich  in  vitamin  A and  in  vitamin  D,  each  gram  con- 
taining not  less  than  60,000  vitamin  A units  (U.S.P.) 
and  8500  vitamin  D units  (U.S.P.) . Ten  to  fifteen 
drops  once  a day  is  the  dose  required.  For  vitamin 


E we  may  use  whole  wheat  breakfast  food,  or  whole 
wheat  bread.  Meat  and  leafy  vegetables  like  lettuce 
are  also  rich  in  this  vitamin.  There  are  preparations 
on  the  market — concentrates  of  wheat  germ  oil — which 
are  very  rich  in  vitamin  E.  For  vitamin  F we  may 
resort  to  salad  dressing  made  with  corn  oil.  The 
amount  of  this  oil  used  in  the  dressing  for  one  vege- 
table salad  is  sufficient  to  cover  the  daily  require- 
ment for  vitamin  F.  All  these  vitamin  preparations 
are  administered  by  mouth. 

Vitamin  therapy  is  very  useful  in  the  treatment  of 
patient  with  subnormal  health  with  vague  symptoms 
that  do  not  characterize  any  particular  disease  found 
in  the  text-books.  'Such  patient  may  also  have  a red 
cell  count  and  a quantity  of  hemoglobin  slightly  be- 
low the  normal.  Such  persons  can  be  restored  to 
complete  vim  and  vigor  and  optimal  health  by  vita- 
min therapy  plus  the  administration  of  iron,  prefer- 
ably as  iron  ammonium  citrate  30  grains  a day  and 
liver  extract  per  day  equivalent  to  about  200  to  300 
grams  of  fresh  liver.  Due  to  the  expense,  it  may  be 
necessary  to  substitute  both  for  iron  ammonium 
citrate  and  liver  extract  the  preparation,  lextron, 
which  is  a mixture  of  iron,  liver  and  stomach  concen- 
trate. Three  to  four  puvules  three  times  a day  is  the 
dose.  Since  each  puvule  contains  about  three  grains 
of  iron  ammonium  citrate,  the  daily  dose  insures  a 
sufficient  iron  intake. 

DR.  HOWARD  B.  HAMILTON  (Omaha):  It  is  bet- 
ter to  prevent  deficiency  disease  than  cure  it.  In 
many  of  these  cases  in  children  they  have  lost  con- 
tact with  their  doctor.  The  solution  of  the  nutritional 
problem  is  to  have  the  child  in  contact  with  his  physi- 
cian. So  many  mothers  will  discontinue  giving  the 
foods  which  have  well  known  vitamins — for  instance, 
vitamin  C.  We  have  a case  of  scurvy  perhaps  every 
two  or  three  years.  The  mother  says  the  child  can- 
not or  will  not  take  the  necessary  food.  If  the  baby 
is  kept  in  frequent  contact  with  the  doctor,  I am  cer- 
tain that  can  be  taken  care  of.  If  we  pay  attention 
to  different  varieties  of  foods,  we  do  not  need  to  cure 
these  ailments.  We  prevent  them. 

Dr.  Meyer  (closing) : I attempted  to  make  an  appeal 
for  specific  use  of  vitamins.  In  all  of  the  cases  cited 
a diet  high  in  content  of  all  the  water  soluble  vita- 
mins was  used  and  further  in  the  case  of  pellagra 
the  treatment  was  not  entirely  specific  as  whole 
brewers'  yeast  was  used  and  the  heat  labile  fraction 
not  destroyed.  I am  glad  the  anemias  were  men- 
tioned and  to  a certain  extent  I must  disagree  with 
Dr.  Levine.  Many  anemias  are  simple  iron  deficiency 
anemias  and  require  no  liver  extract  or  vitamin  B for 
their  control;  for  example,  in  my  experience  most 
anemias  originating  during  pregnancy  are  iron  de- 
ficiencies. I have  observed  one  patient  for  more 
than  six  years  with  a severe  anemia  orginating  during 
pregnancy,  whose  anemia  is  completely  controlled  by 
moderate  doses  of  iron;  but  I have  never  been  able 
to  discontinue  the  iron  for  more  than  two  months 
without  return  of  anemia  and  neither  vitamin  B nor 
Liver  Extract  are  of  any  value  in  control  of  the 
anemia.  Two  cases  of  primary  nutritional  anemia 
are  reported  by  Groen  of  Amsterdam  in  the  current 
number  of  the  Journal  of  the  American  Medical  Sci- 
ences, and  this  same  author  further  states  that  in 
experiments  to  be  published  an  impaired  absorption 
of  glucose  in  deficiency  has  been  demonstrated.  Mild 
secondary  nutritional  anemias  are  probably  quite 
common  but  primary  nutritional  anemias  relatively 
rare. 
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The  introduction  of  cows’  milk  into  the  human 
diet  provided  an  extremely  valuable  source  of 
food,  but  it  also  provided,  by  virtue  of  its  excel- 
lence as  a culture  medium,  an  important  potential 
source  of  human  disease.  This  potentiality  is 
amply  attested  to  by  the  more  than  a thousand 
milk-borne  epidemics  which  have  occurred  in  the 
LMited  States.  Derived  directly  from  the  healthy 
animal,  it  usually  serves  its  purpose  without  threat 

•This  work  was  made  possible  by  the  Roberts  Dairy  Research 
Fellowship. 


to  the  individual;  this  situation  changes,  howevet, 
when  milk  is  collected  and  held  in  storage  to  lie 
used  later  as  a food  and  a beverage. 

Purity  of  the  milk  supply  thus  becomes  an  im- 
portant personal  and  community  problem.  Con- 
tamination of  milk  by  pathogenic  bacteria  to  the 
extent  of  becoming  a public  menace  must  neces- 
sarily occur  before  the  milk  is  delivered  to  the 
consumer.  The  opportunities  for  contamination 
are  three  fold,  namely,  through  infected  cattle. 
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by  means  of  dirty  utensils  and  through  those 
individuals  who  must  handle  the  milk  previous  to 
processing,  and  finally  at  the  processing  and  de- 
livery plant. 

The  purpose  of  these  papers  is  to  present  the 
results  of  a survey  of  the  milk  situation  in  Omaha. 
The  first  paper  will  deal  with  the  raw  milk  sup- 
ply, the  second  with  the  finished  product  as  it  is 
retailed  in  the  city. 

METHODS  OP  INVESTIGATION 

Samples  from  individual  producers  were  col- 
lected from  cans  via  sterile  pipettes.  These  were 
placed  in  sterile  containers  and  packed  in  ice. 
Determinations  were  made  as  soon  as  the  sam- 
ples could  be  brought  to  the  laboratory,  usually 
within  one  hour.  Samples  were  also  taken  from 
large  raw  milk  vats,  such  samples  really  present- 
ing a fair  cross-section  of  the  milk  of  a large 
number  of  producers. 

Two  methods  were  used  in  making  counts  of 
the  bacteria  in  the  samples.  The  first  was  the 
standard  dilution  plate  method  as  described  in 
Standard  ^Methods  of  Milk  Analysis^^\  Two 
or  more  plates  were  made  of  each  dilution.  A 
special  modification  of  this  was  used  to  count 
the  numbers  of  hemolytic  streptococci,  blood-agar 
being  used  in  place  of  the  usual  nutrient  agar. 

The  second  method  used  was  the  direct  micro- 
scopic count  devised  by  Breed^^\  The  principle 
of  this  method  is  as  follows:  0.01  cc.  of  milk  is 
spread  evenly  over  an  area  of  1 square  centimeter 
on  a slide.  The  fat  is  extracted  with  xylol,  the 
film  fixed  with  alcohol,  and  the  slide  is  then  im- 
mersed in  a solution  of  methylene  blue.  When 
viewed  with  a calibrated  microscope  (one  in 
which  the  area  of  the  field  is  known),  the  actual 
number  of  bacteria  in  a given  field  can  be  count- 
ed. When  the  average  field-content  has  been  de- 
termined, the  bacterial  content  of  a cubic  centi- 
meter can  be  calculated.  Because  this  method 
does  not  distinguish  dead  organisms  from  living 
forms,  and  for  various  other  reasons,  the  Breed 
count  is  usually  about  four  times  as  high  as  the 
standard  plate  count  of  a given  sample.  It  may 
be  as  much  as  twenty  times  that  of  the  plate 
count. 

STANDARD  PLATE  COUNTS  OF  SAMPLES  FROM 
INDIVIDUAL  PRODUCERS 

The  counts  to  be  listed  here  were  made  over 
a period  of  thirteen  days  in  August,  1936.  They 
were  collected  in  chronological  order  as  they  came 
to  the  receiving  platform  and  passed  the  grader. 
No  discrimination  was  made,  the  samples  being 
taken  from  the  truck  load  of  cans  at  hand.  None 


of  these  are  duplications.  One  set  of  dilution 
plates  were  poured  with  nutrient  agar,  another 
with  blood-agar  to  detect  hemolytic  streptococci. 
Since  the  bacteria  grew  luxuriantly  in  the  latter 
medium,  the  lowest  dilution  at  which  the  hem- 
olytic streptococci  could  be  counted  was  1/1000. 
Hence  some  of  the  samples  listed  as  negative  in 
this  regard  may  actually  have  contained  the  strep- 
tococci in  numbers  less  than  1000  per  cubic  centi- 
meter. 

The  results  of  fifty  consecutive  counts  are  list- 
ed in  Table  I. 

TABLE  1 

Results  of  Fifty  Consecutive  Counts  on  Milk  of 
Individual  Producers 


Sample  Standard  Plate  Hemolytic  Strep- 

Number  Count — per  cc.  tococci  per  cc. 

1  380,000  2,000 

2  120,000,000  400,000 

3  230,000  130,000 

4  110.000  0 

5  310,000  40,000 

6  58,000  0 

7  1,610,000  doubtful 

8  13,500  0 

9  1,250,000  20,000 

10  9,600,000  doubtful 

11  35,000  2,000 

12  2.000,000  1,000,000 

13  40,000  0 

14  1,700,000  130,000 

15  7,500,000  750,000 

16  45,000  doubtful 

17  950,000  100,000 

18  115,000  0 

19  220,000  2,000 

20  125,000  0 

21  100,000  90,000 

22  75,000  0 

23  6,600,000  350,000 

24  6,000,000  1,250,000 

25  185,000  8,000 

26  2,220,000  17,000 

27  60,000  5,000 

28  700,000  2,000 

29  11,700,000  600,000 

30  12,900,000  50,000 

31  4,600,000  doubtful 

32  13,000,000  tntc* 

33  270,000  0 

34  240,000  doubtful 

35  300,000  10,000 

36  60,000  0 

37  13,000,000  tntc* 

38  220,000  2,000 

39  150,000  1,000 

40  2,500,000  110,000 

41  600,000  1.000 

42  920,000  0 

43  1,100,000  70,000 

44  1,150.000  4,000 

45  1,800,000  5,000 

46  220,000  27,000 

47  30,000  0 

48  1,000,000  tntc* 

49  tntc*  5,000 

50  80,000  1,000 


*Too  numerous  to  count. 

The  highest  standard  plate  count  was  180  mil- 
lion per  cubic  centimeter.  One  sample  contained 
bacteria  in  numbers  too  numerous  to  count.  The 
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TABLE  2 


Results  of  Count  of  Milk  of  Ten  Selected  Producers 


Pro- 

standard  Plate 

20  C.  Plate 

Hemolytic 

Breed 

ducer 

Count — per  cc. 

per  cc. 

Strept.  per  cc. 

Count 

A 

60,000 

20,000 

0 

900,000 

B 

480,000 

780,000 

240,000 

5,100,000 

C 

2,130,000 

1,600,000 

1,100,000 

14,700,000 

D 

50,000 

77,000 

8,500 

750,000 

E 

7,600,000 

10,800,000 

1,220,000  (est)150,000,000 

F 

11,100,000 

14,000,000 

20,600,000 

G 

2,600,000 

1,200,000 

4,000 

3,600,000 

H 

10,800,000 

6,800,000 

tntc* 

I 

2,700,000 

4,150,000 

55,000 

J 

58,000,000 

64,000,000 

90,000 

•Too  numerous  to  count. 

lowest  count  was  13,500. 

The  general 

average 

was 

6,600,000 

bacteria 

per  cubic  centimeter. 

Twenty  per  cent  of  the  whole  contained  o million 
bacteria  per  cc.  or  more;  22%  contained  one  mil- 
lion to  five  million  organisms;  10%  from  one 
million  to  one-half  million  and  48%  contained 
less  than  a half  million  bacteria  per  cubic  centi- 
meter. 

Thirty-four  or  68%  contained  hemolytic  strep- 
tococci. The  highest  counted  number  of  strepto- 
cocci contained  in  any  one  sample  was  approxi- 
mately 1,250,000  per  cubic  centimeter.  The  aver- 
age counted  number  was  about  100,000  per  cubic 
centimeter.  Three  samples  contained  these  or- 
ganisms in  numbers  too  numerous  to  count,  prob- 
ably in  the  neighborhood  of  four  million  per 
cubic  centimeter.  In  general,  those  samples  hav- 
ing the  lower  plate  counts  contained  fewer  num- 
bers of  streptococci,  though  there  was  no  abso- 
lute ratio.  No  attempt  was  made  to  prove  wheth- 
er or  not  these  streptococci  belonged  to  the  innocu- 
ous group  of  animal  streptococci  or  to  the  po- 
tentially pathogenic  human  group. 

The  milk  of  ten  selected  producers  was  also 
studied.  These  producers  have  consistently  sent 
in  milk  of  poor  quality.  Three  sets  of  plates 
were  poured,  one  for  the  standard  plate  count, 
one  for  the  streptococcus  count  and  a third  for 
a count  of  those  organisms  present  which  would 
grow  best  at  20  degrees  Centigrade,  e.i.,  the 
saprophytic  forms  derived  from  dust,  air  and 
water.  Breed  counts  were  made  simultaneously 
of  seven  of  the  samples.  The  results  of  one 
series  of  counts  are  recorded  in  Table  2. 

Expressed  in  averages,  the  differences  between 
these  figures  and  the  previous  ones  become  read- 
ily apparent.  The  average  number  of  organisms 
per  cc.  which  grew  at  body  temperature  was 
about  9,500,000.  Of  those  which  could  develop 
at  room  temperature  there  was  an  average  figure 
of  11,300,000.  Doubtless  there  was  some  over- 
lapping of  these  counts,  since  the  thermal  require- 
ments of  some  milk  bacteria  are  relatively  wide. 
Hemolytic  streptococci  were  found  in  eight  of 
the  samples,  the  average  number  being  ;HO,O00 


per  cubic  centimeter.  Here  again  no  attempt  was 
made  to  determine  their  pathogenic  potentialities. 

BREED  COUNTS  OF  RAW  MILK  VATS 
Samples  were  taken  daily  from  raw  milk  vats 
after  the  vats  were  filled  and  had  been  thorough- 
ly stirred.  Direct  microscopic  counts  were  made 
and  the  results  correlated  with  the  daily  mean 
atmospheric  temperatures  over  a period  from  June 
15,  1936,  to  July  26,  1936,  inclusive.  The  effect 
of  the  relative  humidity  was  also  studied.  The 
development  of  bacteria  in  milk,  as  in  other  nu- 
tritious media,  depends  largely  upon  the  temper- 
atures of  their  environment.  With  proper  han- 
dling of  the  milk  before  it  is  delivered  to  the 
dairy,  particularly  with  proper  cooling  after  milk- 
ing, no  direct  relationship  of  the  bacterial  counts 
to  atmospheric  temperatures  should  be  apparent. 
The  results  of  this  series  of  counts,  however,  do 
show  such  a relationship.  The  counts,  given  as 
average  figures  from  the  vats,  are  listed  in 
Table  3. 

T.\BLE  3 


Averages  of  Daily  Breed  Counts  of  Raw  Milk  Vats 


Breed  Count 

Daily  Mean 

Date 

in  Millions 

Temperature 

June 

15  

14.67 

80 

F. 

“ 

16  

38.03 

84 

F. 

17  

20.33 

76 

F. 

18  

6.39 

72 

F. 

19  

17.60 

86 

F. 

20  

15.09 

80 

F. 

991 

3.30 

70 

F. 

“ 

23  

3.66 

70 

F. 

“ 

24  

4.46 

72 

F. 

25  

5.95 

80 

F. 

26  

14.68 

91 

F. 

27  

8.85 

82 

F. 

29  

19.46 

86 

F. 

30  

8.29 

81 

F. 

July 

1 

32.11* 

78 

F. 

“ 

9 

7.61 

78 

F. 

3 

11.53 

90 

F. 

4 

14.36 

94 

F. 

6 

26.69 

86 

F. 

“ 

7 

19.02 

86 

F. 

“ 

8 

34.12 

86 

P’. 

“ 

9 

42.20 

88 

F. 

10  

31.36 

89 

F. 

11  

26.57 

89 

F. 

13  

37.38 

89 

F. 

** 

14  

33.37 

92 

F. 

15  

24.62 

90 

F. 

16  

35.13 

90 

F. 

17  

26.69 

92 

F. 

“ 

18  

41.52 

94 

F. 

20  

39.24 

78 

F. 

21  

19.95 

79 

F. 

“ 

22  

21.98 

86 

F. 

23  

31.70 

87 

F. 

24  

16.90 

89 

F. 

25  

66.22 

100 

F. 

*The  count  of  one  vat  of  this 

series  was  82,170 

,000. 

It 

was  found  that 

when  the  counts 

of  the 

vats 

were  close  to 

gether 

the 

average  of 

these 

fol- 

lowed  a curve 

similar  to 

that  given  bv  the  mean 

temperature. 

\"ery 

larg 

e deviations 

from 

the 

usual  count  in  a given  daily  series  would  distort 
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the  average  sufficiently  to  destroy  any  simularity 
between  count  curve  and  temperature  curve.  This 
is  best  shown  in  graphic  form  in  Chart  1.  There 
was  no  demonstrable  relationship  between  the 
counts  and  the  changes  in  relative  humidity. 

CHART  ONE 

RELATION  OP  DAILY  COUNTS  TO  AVERAGE 
TEMPERATURE 

CHART  I ; 


Repeated  examinations  of  the  raw  milk  sam- 
ples for  the  presence  of  the  coli-aerogenes  group 
of  intestinal  bacteria  showed  that  these  organisms 
were  almost  universally  present.  However  when 
the  milk  was  examined  for  these  after  pasteuriza- 
tion, neither  these  nor  hemolytic  streptococci  could 
be  demonstrated. 

SUMMARY 

Standard  plate  counts  and  Breed  counts  were 
made  of  a number  of  samples  of  raw  milk.  Part 


of  these  were  taken  from  the  cans  of  individual 
producers,  part  from  vats  in  which  the  raw  milk 
was  stored  before  being  pasteurized.  In  a series 
of  fifty  samples  obtained  from  individual  pro- 
ducers, the  average  plate  count  was  6,600,000  per 
cc.  Hemolytic  streptococci  appeared  in  68%  of 
these. 

The  milk  of  ten  selected  producers  was  studied. 
The  average  standard  plate  count  was  9,500,000. 
Hemolytic  streptococci  appeared  in  80%  of  these 
samples  and  the  average  number  of  these  organ- 
isms per  cubic  centimeter  was  340,000.  A special 
set  of  plates  were  incubated  at  20  degrees  C.  to 
determine  the  number  of  organisms  which  would 
grow  at  this  temperature.  The  average  number 
per  cubic  centimeter  was  11,300,000. 

Breed  counts  were  made  of  the  raw  milk  stor- 
age vats.  These  revealed  that  these  counts  were 
often  enormous  and  that  their  number  followed 
the  curve  of  the  daily  mean  temperature.  This 
would  seem  to  indicate  improper  cooling  after 
milking. 

Rep>eated  examination  of  the  pasteurized  prod- 
uct prepared  from  the  milk  in  these  vats  showed 
that  members  of  the  coli-aerogenes  group  of  in- 
testinal bacteria  and  the  hemolytic  streptococci 
failed  to  survive  the  pasteurizing  process. 
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1.  Standard  Methods  of  Milk  Analysis,  5th  Edition. 

2.  Breed,  R.  S.:  N.  Y.  State  Agric.  Exp.  Sta.  Bull., 
No.  443,  1917. 


REPORT  OF  TUBERCULOSIS  SURVEY  IN  YORK  COUNTY* 

R.  E.  HARRY,  M.  D., 

York. 


The  Tuberculosis  Survey  of  York  county,  on 
which  I am  privileged  to  make  a report,  is  as  yet 
incomplete,  and  the  report  therefore  will  include 
only  the  figures  up  to  and  including  May  8,  1937. 
We  may  be  able  to  draw  some  interesting  conclu- 
sions from  even  an  incomplete  report  and  we  shall 
try  to  point  out  the  methods  used  in  conducting 
the  survey  in  the  hope  that  groups  who  make 
surveys  in  the  future,  and  I believe  they  will  be 
many,  may  profit  by  some  of  the  mistakes  which 
we  made  through  inexperience. 

In  1936,  there  was  appointed  by  the  Nebraska 
State  Medical  Association  a committee  on  Tu- 
berculosis whose  duties  were  many,  but  one  of 
whose  chief  aims  was  the  investigation  of  the 
tuberculosis  situation  in  the  state,  with  the  idea 

•Presented  before  the  annual  meeting,  Nebraska  State  Medical 
Association,  Omaha,  May  11-13,  1937. 


of  endeavoring  to  reduce  the  toll  exacted  by  this 
menace.  The  committee  sent  out  a questionnaire 
to  all  the  physicians  in  the  state,  asking  them  to 
report  the  number  of  cases  of  tuberculosis  under 
their  care  at  that  time.  Since  York  county  was 
the  first  in  which  all  the  doctors  returned  the 
questionnaire,  it  was  decided  by  the  committee 
to  ask  that  county  to  conduct  a county-wide  sur- 
vey on  tuberculosis.  At  a meeting  of  the  York 
County  Medical  Society  the  project  was  discussed 
thoroughly  and  while  not  all  the  doctors  favored 
such  a survey,  none  were  openly  opposed  to  it 
and  it  was  decided  to  proceed  at  once. 

The  project  was  started  in  the  fall  of  1936 
with  a series  of  educational  meetings.  At  these 
meetings  three  motion  pictures  were  shown.  “The 
Story  of  My  Life  by  T.B. “Contacts and 
“Behind  the  Shadows."  These  pictures  were 
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made  for  lay  audiences,  and  were  very  satisfac- 
tory in  pointing  out  graphically,  the  aims  and 
methods  of  such  a project.  The  meetings  were 
organized  by  a worker  loaned  to  us  by  the  Board 
of  Control  and  each  meeting  was  in  charge  of  a 
member  of  the  medical  society.  At  the  conclusion 
of  the  pictures,  the  project  was  discussed  and  the 
audience  was  given  an  opportunity  to  ask  ques- 
tions. These  meetings  proved  to  be  very  useful 
in  building  up  interest,  as  well  as  being  educa- 
tional. The  newspapers  of  the  county  have  been 
very  generous  with  space  for  news  stories  con- 
cerning the  survey. 

It  was  felt  at  the  outset  that  the  High  School 
group  offered  the  best  possibility  for  a start,  since 
it  was  an  organized  group  in  which  the  percent- 
age of  reactors  might  be  fairly  high.  Conse- 
quently the  school  boards  of  the  various  high 
schools  were  canvassed  for  permission  to  do  test- 
ing in  these  rooms.  Most  of  the  board  favored 
the  plan  on  the  first  presentation,  though  some 
did  hold  off  until  later.  As  soon  as  p>ermission 
was  given,  the  educational  work  was  carried  on 
or  repeated  as  the  case  might  be  and  parents  were 
urged  to  be  present  at  the  meetings.  Following 
this,  the  consent  slips  were  sent  out,  for  the  par- 
ent's signature,  for  each  test  was  done  only  with 
the  consent  of  the  parents.  When  the  consent 
slip  had  been  returned  signed,  the  survey  card 
was  filled  out  and  the  setup  was  ready  for  the 
testing  to  proceed. 

The  testing  was  done  routinely  with  Purified 
Protein  Derivative,  because  it  was  felt  that  that 
product  was  more  uniform  than  Old  Tuberculin, 
and  because  it  could  be  conveniently  ordered 
ahead  and  saved  for  future  testing.  The  tests 
were  made  and  read  on  three  alternate  days,  and 
for  testing  the  schools,  Monday,  Wednesday  and 
Friday  was  used.  The  first  strength  (1/10  cc. ) 
representing  2 hundred-thousandths  mg.  of  P.P.D. 
corresponds  to  1/10  cc.  of  Old  Tuberculin  in  the 
dilution  of  1 to  25,000.  This  dose  was  given  on 
Monday.  The  reading  was  made  on  Wednesday 
and  those  who  gave  negative  readings  were  re- 
tested with  1/10  cc.  of  the  second  strength  which 
is  250  times  the  strength  of  the  first  dose.  Read- 
ings were  again  made  on  Friday. 

The  testing  was  all  done  by  York  county  doc- 
tors, and  when  possible  the  doctors  did  the  test- 
ing in  their  own  communities.  Where  there  were 
several  doctors,  the  work  was  divided  as  evenly 
as  possible. 

As  regards  financing  the  testing : Generally  the 
school  districts  paid  for  the  testing,  the  material 
being  furnished  by  money  retained  in  the  county 


from  the  sale  of  Christmas  seals.  Occasionally 
a school  board  declined  to  pay  the  cost  and  in 
those  cases,  the  pupils  were  given  an  opportunity 
to  be  tested  by  paying  25  cents  per  individual. 
Where  a large  group  was  being  done,  as  in  test- 
ing the  city  schools,  the  doctors  received  pay  by 
the  hour  for  the  time  they  spent. 

Individuals  who  were  not  in  school  and  who 
desired  to  be  tested  were  asked  to  go  to  their 
own  physician  and  have  the  test  made. 

Following  the  tests,  all  positive  reactors  were 
visited  by  a nurse  who  was  furnished  by  the  Ne- 
braska Tuberculosis  Association,  and  it  was  care- 
fully explained  that  an  x-ray  of  the  chest  was  the 
necessary  step.  These  people  were  requested  to 
go  to  one  of  the  laboratories  in  the  county  and 
have  the  x-rays  made.  A reduced  charge  for 
this  work  had  previously  been  agreed  upon  by 
the  laboratories,  and  the  individuals  who  could  do 
so,  paid  for  their  own  x-rays.  In  cases  who 
could  not  pay  their  way,  the  finances  were  han- 
dled through  a committee,  using  pooled  funds 
from  the  Red  Cross  local  Chapter,  the  County 
Board  and  the  P.  T.  A.  The  Red  Cross  was 
the  heaviest  contributor  and  disbursed  this  fund 
with  the  aid  of  the  county  relief  director.  A 
surprisingly  large  number  of  people  were  able 
to  pay  for  this  work  themselves. 

As  soon  as  the  first  group  tests  were  complet- 
ed, the  families  of  children  who  reacted  positively 
were  canvassed  and  an  attempt  was  made  to  get 
the  remaining  members  of  the  family  tested,  for 
to  quote  Dr.  Allen  “Wherever  you  see  a cub  bear, 
there  is  a mama  bear  in  the  vicinity.”  Figures 
later  will  show  how  successful  were  these  at- 
tempts. 

Up  until  about  April  1,  most  of  the  group  test- 
ing had  been  done  in  the  city  and  village  schools 
of  the  county  and  in  most  of  them,  only  high 
school  groups  had  been  offered  the  test.  Many 
of  the  parents  had  likewise  been  tested.  Then 
we  began  to  get  requests  from  parents  in  the 
rural  districts  to  test  the  grade  school  children  in 
those  districts.  Many  of  these  families  have  chil- 
dren in  the  high  schools  who  had  been  tested  and 
the  parents  had  attended  the  educational  meet- 
ings. They  could  see  no  good  reason  why  the 
rural  schools  should  not  be  offered  the  test.  As 
a result  of  these  requests,  the  rural  school  boards 
were  canvassed  and  there  was  so  much  demand 
for  the  tests,  that  it  was  decided  to  offer  every 
school  child  in  York  county  an  opportunity  to  be 
tested. 

You  may  well  realize  that  the  above  was  quite 
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an  order  to  fill,  as  there  are  some  82  district 
schools  outside  the  villages  and  towns.  The  oi- 
ganizers  went  to  each  school  board  and  were 
given  permission  to  go  ahead.  All  the  boards 
except  two,  paid  for  the  testing. 

These  schools  were  arranged  in  groups  cen- 
tering on  the  towns  and  the  children  were  assem- 
bled there  for  testing.  There  were  a few  larger 
schools  where  testing  was  done  right  in  the  dis- 
trict. The  central  groups  ranged  in  size  from 
about  forty  to  about  275.  The  testing  was  done 
in  two  weeks.  As  we  got  a large  group  set  up 
for  testing  in  two  or  three  centers,  they  were 
tested  the  first  week.  The  rest  of  the  schools 
were  tested  the  following  week.  At  the  present 
writing,  there  are  two  small  groups  of  children 
who  have  not  been  tested.  They  are  from  outlying 
schools,  where  bad  roads  prevented  them  getting 
in  for  testing. 

Now  the  follow-up  will  begin,  with  the  nurse 
visiting  reactors,  urging  the  x-ray  and  also  urg- 
ing parents  and  other  members  of  the  family  to 
have  the  test  made. 


To  date  there  have  been  tested  in  York  coun- 
ty with  a total  population  of  18,000  the  following 
numbers : 


Per  Cent 

Total  Enrollment 

No.  Tested 

Neg. 

Pos. 

Reactors 

High  School..  1778 

1236 

1079 

157 

12.7 

Grade  School  2002 

1628 

1476 

152 

9.1 

Others  about  800 

with  about 

41%  reactors. 

The  last  figures  are  approximations  as  the 
totals  are  not  yet  complete. 


The  number  of  high  school  and  grade  students 
taking  the  test  is  2,759  out  of  a total  enrollment 
of  3,780,  or  73%  of  all  pupils  were  tested — of 
those  tested  301  or  10.9%  reacted  positively. 

There  are  three  rural  schools  in  the  county 
which  have  not  been  tested  as  yet,  but  they  are 
being  tested  at  present.  The  total  number  will 
be  about  forty  in  all. 

Others  referred  to  in  the  above  figures  in- 
clude teachers,  college  students,  reformatory  in- 
mates, employes,  food  handlers,  contacts,  janitors, 
office  employees,  convent  sisters  and  parents  of 
children  who  are  teachers. 

Up  to  April  1,  1937,  there  had  been  355  chest 
x-rays  of  reactors  and  expatients.  This  is  evi- 
dence of  the  thoroughness  of  the  follow-up  work 
done,  for  about  300  of  these  were  taken  on  a group 
of  362  reactors  w'hile  the  remainder  were  done  on 
e.xpatients  and  others  for  observation. 

The  x-ray  work  is  naturally  much  more  in- 


complete than  the  testing,  as  no  x-rays  have  been 
reported  since  the  April  summary.  There  will 
be  a large  number  of  x-rays  taken  as  a result  of 
test  since  April  1.  A complete  report  of  the  x-ray 
findings  will  be  made  at  a later  date.  There 
have  been  some  active  cases  of  tuberculosis  found, 
mostly  early  reinfective  type,  but  the  total  number 
will  not  be  known  until  tbe  report  of  the  x-ray 
studies  is  complete. 

As  we  can  see  from  the  above  figures  what 
began  as  a small  general  survey,  has  turned  out 
to  be  a mushroom.  The  aim  now  is  to  pick  up 
all  the  loose  ends  and  see  if  we  can  find  all 
the  early  cases  of  T.B.  in  York  county  as  well  as 
the  contagious  cases.  Even  though  we  may  fail 
in  this  high  aim,  the  project  will  have  been  emi- 
nently worthwhile  not  only  from  the  public  health 
angle,  but  as  an  educational  project  as  well,  for 
today,  residents  of  York  county  as  well  as  the 
physicians  are  T.B.  conscious. 

DISCUSSION 

DR.  GEORGE  COVEY,  (Lincoln):  How  much  has 
this  cost? 

DR.  HARRY:  The  survey  has  cost  $3,176,  or  less 
than  one  dollar  per  individual.  That  includes  testing 
as  well  as  x-ray.  This  money  has  been  raised  in  our 
county. 

DR.  L.  W.  RORK,  (Hastings):  Great  credit  should 
be  given  to  both  essayists  in  their  presentations.  Dr. 
Hancock  has  done  more  than  any  physician  should  be 
asked  to  do  in  getting  this  program  established. 

There  are  a few  points  that  might  be  of  interest  to 
you  in  the  survey  made  at  the  Hastings  State  Hos- 
pital. This  program  wms  entirely  independent  of  the 
survey  of  the  tuberculosis  committee.  There  were  in 
this  group,  over  a five-year  period,  1,160  patients  ex- 
amined, of  whom  nearly  50  per  cent  were  reactors. 
The  ages  were  from  fifteen  years  and  up. 

In  reference  to  the  tuberculin  reaction,  it  was  found 
that  the  degree  of  reaction  had  very  little  to  do  with 
the  intensity  of  the  disease.  It  was  also  learned  that 
all  non-skin  reactors  were  not  free  from  tuberculosis. 
It  has  now  been  established  that  an  individual  may 
not  be  a skin  reactor  and  yet  be  a tissue  reactor.  In 
this  survey  this  conclusion  was  arrived  at  by  obser- 
vation over  a period  of  several  months  and  by  serial 
x-ray  examinations. 

A good  percentage  of  the  reactors  did  not  show  ac- 
tivity in  the  lung. 

In  making  your  surveys  it  will  be  observed  that 
the  physical  appearance  of  the  individual,  particularly 
above  the  fifty  year  mark,  is  not  always  indicative  of 
his  lung  condition.  For  instance,  a man  about  sixty 
years  of  age,  about  five  feet  seven  inches  in  height, 
weight  200  pounds,  quite  vigorous,  a good  worker  and 
temperature  free.  He  was  a positive  reactor,  when 
the  Roentgen  examination  was  made  extensive  cavita- 
tion was  found  in  both  lungs.  The  sputum  examina- 
tion revealed  almost  culture  specimens  of  the  tubercu- 
lar bacilli.  This  case  illustrates  the  statement  that 
carriers  and,  particularly  silent  carriers,  are  our 
greatest  tubercular  problem  in  relation  to  public 
health. 

Doctor  : “You  cough  more  easily  this  morning.'" 

Patient:  “No  wonder.  I have  been  practising 
all  night.” 


BRAIN  TUMOR  COMPLICATING  PREGNANCY=^^ 

MAX  EMMERT,  M.  D„ 

Omaha. 


^letastatic  brain  tumor  is  a relatively  common 
occurrence,  accounting  for  5%  of  all  fatal  cases 
of  malignant  disease.  The  report  of  the  follow- 
ing case  is  justified  because  of  several  unusual 
factors,  namely,  (a)  the  age  of  the  patient,  (b) 
the  type  of  malignancy,  (c)  the  presence  of  preg- 
nancy. 

Mrs.  A.  O.,  aged  28,  para  1,  was  referred  August  2, 
1936,  complaining  of  weakness  and  headache. 

P.  H.:  She  had  always  enjoyed  good  health.  Her 
menstrual  life  began  at  14.  Menses  always  painful. 
She  was  married  at  25  and  is  the  mother  of  one 
child  18  months  old.  That  pregnancy  and  labor  were 
normal. 

Since  birth  she  has  had  a flat  hairless  "mole”  on 
the  upper  anterior  surface  of  the  left  arm.  This  has 
grown  slowly  without  symptoms  until  it  attained  the 
size  of  a small  hen’s  egg  and  became  discolored.  It 
was  removed  by  the  attending  physician  about  eight 
months  ago. 

She  is  in  the  last  month  of  pregnancy  at  the  present 
time.  During  this  gestation  there  has  been  transient 
appearances  of  albumin  in  the  urine.  No  symptoms 
except  several  minor  attacks  of  dizziness  for  several 
weeks  prior  to  the  present  illness.  She  has  lost  about 
20  pounds  in  weight  during  the  past  month. 

P.  I.:  Three  weeks  ago  she  fainted  and  fell,  striking 
the  right  side  of  her  face  and  head  against  a table. 
Since  that  time  she  has  suffered  from  a constant 
headache,  increasing  weakness,  numbness  in  the  right 
arm  and  leg,  polyuria,  dimness  of  vision  and  pain  in 
her  neck.  She  has  been  able  to  walk  until  two  days 
prior  to  admission.  There  has  been  some  edema  of 
the  ankles  for  several  days. 

P.  E.:  Temp.  99,  Pulse  100,  BP  120/70.  Eye  reflexes 
sluggish.  Eye  ground — slight  blurring  of  both  optic 
discs.  External  recti  muscle  paralysis  (Dr.  C.  S. 
James).  Mental  condition  stuperous.  Thorax  nega- 
tive. Abdomen — pregnancy  near  term.  Foetal  sounds 
audible.  Left  arm — scar  of  tumor  excision  at  the  up- 
per border  of  which  is  a firm  partially  discolored 
nodule  the  size  of  a bean.  About  the  base  of  this 
is  an  area  ^"x%"  of  dilated  venules.  No  axillary  or 
cervical  glands.  Marked  weakness  of  the  right  arm 
and  leg  with  a Bobinski  sign  and  pronounced  ankle 
clonus  on  the  right  side.  The  reflexes  are  sluggish. 
Blood— RBC  3,900,000,  WBC  8200,  Hb  85%,  S.L.  18%, 
L.L.  3%,  N.  66%,  N.P.N.  30.  Urine  1021,  Aik.,  Alb.  Tr., 
Sug.  0,  Acetone  3-|-,  urates  1-f-,  epi  cells  few,  pus  cells 
many. 

After  the  use  of  hot  packs,  subcutaneous  saline, 
intravenous  glucose,  magnesium  sulphate  and  potas- 
sium acetate  for  several  days  there  was  slight  im- 
provement in  symptoms. 

On  August  7 an  attempt  was  made  to  induce  labor 
with  quinine  which  resulted  with  three  general  con- 
vulsions, hard  labor  pains,  unconsciousness  for  10 
hours  and  failure  of  delivery. 

On  August  10  the  patient  was  delivered  by  Cesarian 
Section  of  a live  8-lb.  4-oz.  baby  girl.  Immediately 
following  this  procedure  respirations  went  to  5 and 
pulse  to  160  per  minute. 

August  11,  respirations  16,  pulse  100. 

Patient  died  August  19,  1936. 

Autopsy  of  head  only  (Dr.  Manning).  Deep  in  the 

♦Presented  before  the  annual  meeting,  Nebraska  State  Medical 
Association,  Omaha,  May  11-13,  1937. 


left  parietal  lobe  was  a dark  semifluctuating  tumor 
mass  the  size  of  a hen's  egg.  The  over-lying  brain 
tissue  showed  pressure  necrosis. 

PATHOLOGICAL  REPORT 

(Dr.  J.  P.  Tollman,  Univ.  of  Nebr.  Med.  School)  of 
the  brain  tumor  and  also  the  tumor  removed  from 
the  arm  by  the  attending  physician.  “There  are 
sections  from  the  tumor  removed  from  the  arm  which 
has  been  preserved  in  alcohol  for  some  months.  The 
tissue  is  reasonably  well  preserved  and  consists  of  a 
massive  irregular  growth  of  epithplial  cells.  These 
cells  vary  greatly  in  size  and  shape,  being  generally 
polygonal  although  pressure  has  caused  flattening  in 
some  places.  Nuclei  vary  considerably  in  size;  all 
are  vesicular  and  generally  contain  one  or  two  nu- 
cleoli. Multinucleated  cells  are  very  common  and  the 
usual  number  of  nuclei  is  two  or  three.  Mitotic  fig- 
ures are  fairly  numerous.  There  are  also  sections 
from  the  tumor  mass  in  the  brain.  The  tissue  here 
is  considerably  distorted  due  to  necrosis  and  hemor- 
rhage. Where  the  cells  are  well  preserved  they  are 
large,  generally  polygonal  in  shape  with  vesicular 
nuclei  and  numerous  multinucleated  cells  are  present. 
There  is  comparatively  little  stroma.  Considering 
the  tissue  in  which  this  growth  has  taken  place  there 
is  a striking  similarity  between  this  tissue  and  the 
tissue  from  the  arm.  In  neither  tumor  is  there  any 
indication  of  pigment  formation  and  the  cells  gener- 
ally are  larger  and  more  vesicular  in  character  than 
is  usually  seen  in  malignant  melanomas.  Diagnosis: 
Squamous  cell  carcinoma  with  metastasis  to  brain.” 

Brain  tumor  complicating  pregnancy  is  ap- 
parently unusual.  A survey  of  literature  for 
the  past  ten  years  reveals  the  report  of  one  case. 
(W.  H.  Meade,  Jr.,  Mich.  State  Med.  1935). 

So-called  primary  tumors  of  the  brain  are  often 
secondary  to  a silent  primary  focus  elsewhere  in 


Fig.  1.  Gross  section  of  tumor  removed  from  arm. 

the  body.  Malignant  neoplasms  of  the  lungs, 
breast  and  kidneys  are  especially  prone  to  brain 
metastasis.  Dunlop  of  the  Mayo  Clinic,  reporting 
95  cases  of  metastatic  brain  tumors  seen  over  a 
period  of  ten  years,  stated  that  five  cases  were 
primary  in  the  skin. 

It  is  difficult  to  visualize  a metastatic  brain 
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tumor,  barring  direct  extension  from  the  head, 
without  pulmonary  involvement. 

It  has  been  conclusively  demonstrated,  by  in- 
vestigators, that  malignant  cells  have  slow  amoe- 
boid activity,  (Carrel  & Burrows  1911),  the  prob- 
able exception  being  adenocarcinoma  and  squa- 
mous cell  carcinoma.  Malignant  emboli  consist 
of  a group  of  cells  rather  than  the  single  cell. 
These  emboli  must  lodge  in  the  lung  before  being 
transported  elsewhere  in  the  body.  These  emboli 
may  be  destroyed  in  the  lung  or  become  active 


Fig.  2.  Microscopic  section  of  tumor  of  arm. 


in  their  new  location,  in  which  case  they  penetrate 
through  the  thin- walled  capillaries,  causing  a 
malignant  thrombosis  in  the  small  pulmonary 
veins  which  forms  a new  focus  for  emboli  to  be 
carried  by  the  blood  stream  to  the  brain  and  else- 
where in  the  body.  These  small  pulmonary  em- 
boli may  be  invisible  in  gross  examination  and  are 
discovered  only  by  exhaustive  microscopic  investi- 
gation of  the  entire  lung  tissue. 

As  the  arterial  walls  are  especially  resistant  to 
malignant  invasion,  the  venpus  system  together 
with  the  h’mphatics  are  undoubtedly  the  chief 
channels  of  transportation  as  far  as  the  lungs. 
Carcinoma  of  the  lung  produces  cerebral  metas- 
tasis in  31%  of  cases  (Dasquet  1921),  the 
cerebrum  being  affected  more  frequently  than  the 
cerebellum.  There  does  not  seem  to  be  any  se- 
lectivity of  the  various  lobes  of  the  brain.  The 
metastases  occur  most  frequently  in  the  cortical 
gray  matter  or  immediately  below  it,  due  proba- 
bly to  the  rich  vascularity  and  arrangement  and 
calibre  of  the  vessels  in  this  zone.  (Gallavardin 
& \’arey  191T)-(Rich  1930). 

Early  metastasis  of  a malignant  tumor  may  be 
caused  by  irritation  and  massage.  Tuzzer  (1913) 
showed  in  experimental  work  that  by  massage  of 
subcutaneous  tumors,  lung  metastasis  was  pro- 


duced in  ()3%  of  cases  against  23%  in  controls. 
Wood  (1919)  claims  that  the  frequency  of  metas- 
tasis is  a function  of  the  time  the  tumor  remains 
in  the  body.  Experience  and  experimentation 
have  proven  that  excision  of  pieces  of  superficial 
or  ulcerating  growths,  performed  with  care,  may 
be  regarded  as  absolutely  safe.  However,  biopsy, 
while  not  causing  metastasis,  has  a tendency  to  in- 


Fig.  3.  Gross  section  of  brain  tumor. 


crease  the  rapidity  of  the  growth  of  the  primal  y 
tumor. 

Brain  tumor  may  remain  silent  for  period  of 
time.  As  the  age  of  the  greatest  incidence  is 
between  dO-to  years,  the  symptoms  produced  are 


Fig.  4.  Microscopic  section  of  brain  tumor. 


often  confused  with  those  of  vascular  disease, 
especially  when  the  onset  is  sudden,  resembling 
the  symptoms  of  apoplexy. 

The  most  common  and  outstanding  symptom 
is  headache  of  frontal  or  occipital  location  and 
paraxysmal  in  type.  The  point  of  maximum  in- 
tensity frequently  localizes  the  site  of  the  neo- 
plasm. This  headache  is  not  influenced  by  de- 
hydration. 

Mental  changes,  when  present,  consist  of  (a) 
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loss  of  interest,  (b)  reduced  power  of  attention, 
(c)  irritability  and  reduction  of  emotional  con- 
trol, (d)  manic  depressive  symptoms,  and  (e) 
epileptic  phenomena  which  may  be  general  or 
local.  Meningeal  irritation  is  not  common  and 
vomiting,  when  present,  is  a relatively  unobstruc- 
tive symptom.  Pyre.xia  is  frequently  present  and 
there  is  a degree  of  general  weakness  and  wasting 
in  over  ~i0%  of  cases.  Papilloedema  is  of  value, 
when  present,  indicating  intracranial  pressure.  It 
is  demonstrable  in  approximately  47%  of  cases. 
Cerebrospinal  fluid  pressure  is  high  in  brain  tu- 
mors and  one  of  the  best  indicators  of  intra- 
cranial pressure. 

CONCLUSION 

The  possibility  of  metastatic  brain  tumor 
should  be  considered  in  all  cases  of  malignant  dis- 
ease which  develop  brain  symptoms.  A persistent 
headache  of  the  paraxysmal  t}'pe,  which  cannot 
be  diagnosed  after  a thorough  physical  exam- 
ination. is  suggestive  of  a primary  brain  tumor 
and  indicates  the  necessity  for  examination  of  eye 
grounds  and  cerebrospinal  fluid  pressure. 

DISCUSSION 

DR.  .1.  P.  TOLLIMAN.  (Omaha):  Dr.  Emmert  has 
covered  very  well  the  principal  points  in  metastatic 


lesions  of  the  brain.  The  lantern  slides  show  the 
metastatic  tumor  to  be  larger  than  the  primary,  and 
the  photomicrographs  bring  out  the  similarity  of  the 
cell  types.  The  character  of  the  cells  allow  the  diag- 
nosis of  squamous  cell  carcinoma. 

The  question  of  management  of  these  cases  comes 
up.  We  see  occasional  cases  at  the  University  Hos- 
pital where  a patient  comes  in  with  evident  intra- 
cranial lesions,  and  marked  increase  in  pressure.  More 
often  than  not,  there  are  no  definite  localizing  char- 
acteristics. In  this  situation,  study  of  the  case  is  un- 
satisfactory. We  had  one  two  weeks  ago  in  which 
the  tumor  was  about  the  size  of  this  one.  The  pri- 
mary lesion  looked  more  like  a small  wen  than  a pri- 
mary malignant  tumor.  Most  of  these  lesions  we  have 
seen  have  been  sharply  circumscribed  nodules,  al- 
though in  literature  that  seems  uncommon. 

In  the  case  of  single  metastasis,  it  would  seem  pos- 
sible to  remove  the  tumor,  because  they  are  more 
sharply  limited  than  the  primary  brain  tumor.  How- 
ever, neurosurgeons  generally  feel  operative  proce- 
dure is  not  advisable,  because  other  metastases  are 
nearly  always  present,  and  may  be  far  extended. 
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RADIOSENSITIVITY  OF  TUMORS* 

J.  K.  MILLER,  M.  D., 

Pathologist,  Hastings  State  Hospital, 
Ingleside,  Nebraska. 


The  essentials  of  this  consideration  of  tumors 
are  to  be  found  in  that  masterly  monograph  of 
Stewart.  The  complexity  of  the  problem  is  man- 
ifest in  the  wide  field  embraced  by  the  subject  of 
tumors.  Ideas  of  radiosensitivity  change  with 
changes  in  radiologic  technique.  At  the  outset  it 
must  be  recognized  that  radiosensitivity  (R.S.) 
does  not  carry  with  it  a certainty  of  cure  by 
radiation,  nor  does  radioresistance  (R.R.)  im- 
ply incurability. 

In  the  fundamental  principles  governing  be- 
havior of  tumors  to  radiation,  there  are  consid- 
ered those  factors  reflecting  the  embyronal  qual- 
ity which  include  the  high  metabolism  with  abun- 
dant autolytic  ferments,  rapid  growth  with  ac- 
celerated mitosis  and  an  abundant,  delicate  and 
immature  vascular  supply.  Radiosensitivity  in- 
creases with  increasing  embyronal  quality  and 
anaplasia  of  the  tumor  tissue. 

Tumors  may  be  resistant  because  they  develop 
in  or  from  resistant  soil.  Tumors  arising  from 

♦Read  before  the  Adams  County  Medical  Society,  Hastings, 
Nebr. 


nervous  tissue,  neurogenic  sarcomas,  gliomas, 
and  melanomas,  seem  to  have  an  inherent  resist- 
ance. Tumors  of  squamous  cell,  glandular  and 
osseous  origin,  tending  to  reproduce  the  adult 
features  of  their  cellular  progenitors  become 
more  radioresistant.  This  tendency  is  accompa- 
nied by  the  production  of  a supporting  fibrous 
stroma  ( desmoplasia ) which  adds  to  the  resist- 
ance. The  patchy  destruction  of  some  tumors 
may  be  explained  on  an  inherent  resistance  of  in- 
dividual cells.  Infection  and  inflammation  of 
the  tumor  bed  inhibiting  the  concentration  of 
lymphocytes  and  plasma  cells  inimical  to  can- 
cer cells,  favors  radioresistance.  Cache.xia  and 
anemia  are  a hindrance  to  good  radiative  effects. 
Bone,  cartilage  and  fat  are  unfavorable  tumor 
beds  for  reactive  processes  to  radiation.  The 
fibrous  overgrowth  (“abortive  fibrosis'")  stim- 
ulated by  sublethal  radiation  increases  radio- 
resistance. Finally  the  effecacy  of  radiation 
therapy  is  materially  affected  by  the  accessibility 
of  the  tumor  to  interstitial  and  external  radiation. 
Peculiarities  of  behavior  of  certain  tumor  types 
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may  be  seen  in  the  light  of  these  principles,  bnt 
exceptions  to  the  rule  may  be  noted. 

HEAD  AND  NECK 

Squamous  cell  carcinoma  of  the  lip  and  buccal 
are  R.R..  but  accessible  and  responsive  to  inter- 
stitial radiation.  A radioepithelitis  of  the  oral 
cavity  appears  in  the  order  of  tonsils,  pillars, 
pharvngolaryngeal  folds,  floor  of  the  mouth,  epi- 
glottis, base  of  tongue,  vocal  cords  and  anterior 
tongue.  Radiosensitivity  varies  accordingly  and 
is  moderately  to  highly  sensitive,  ranging  from 
very  R.S.  lympho-epitheliomas  to  the  relative 
R.R.  squamous  cell  carcinomas.  Metastatic  nodes 
are  more  resistant  than  the  primary  mass. 
Tumors  of  the  nasal  mucosa  and  sinuses  whose 
pseudostratified  columnar  epithelium  produces 
transitional  cell  and  lympho-epithelomatous  can- 
cer, are  R.S.  and  their  metastatic  nodes  are  sensi- 
tive. In  this  group  sepsis  and  rarifying  osteitis 
of  adjacent  bone  are  complicating  factors.  The 
adamantinomas  do  not  lend  themselves  to  radia- 
tion. The  parotid,  submaxillary  and  minor  sali- 
vary glands  are  R.R.  and  the  mixed  types  are 
the  only  tumors  amenable  to  radiation. 

GASTROINTESTINAL  SYSTEM 

The  glandular  origin  of  gastrointestinal  can- 
cer presupposes  a radioresisfance.  The  epider- 
moid nature  of  eosophageal  tumors  favors  a sen- 
sitivitv.  but  radiation  is  discouraging.  Exclud- 
ing lymphosarcomas,  radiosensitive  gastric  can- 
cer is  rare.  Too  few  small  intestinal  tumors  are 
seen  to  evaluate  their  sensitivity.  Except  for  a 
few  bulky  papillary  adenocarcinomas  of  the  ce- 
cum, cancer  of  the  large  bowel  is  R.R.  How- 
ever, the  majority  of  rectal  cancers  is  sufficiently 
sensitive  to  permit  palliative  radiation. 

GENITO -URINARY  SYSTEM 

\Tdvar  and  vaginal  cancer,  epidermoid  in 
type,  acts  as  skin  and  cervical  cancer.  Grades 
I and  II  are  R.R.  and  radiation  is  defeated  by 
the  intolerance  of  the  adjacent  tissues,  a problem 
encountered  in  anal  cancer.  It  is  surprising  to 
note  that  much  of  the  accompanying  lymphatic 
involvement  is  merely  inflammatory.  Both  sur- 
gery and  radiation  are  discouraging  in  vaginal 
malignancy  and  the  course  is  rapidly  fatal. 

Treatment  of  cervical  cancer  is  being  rapidly 
removed  from  the  domain  of  surgery.  Being 
epidermoid  in  type,  results  from  radiation  may 
be  used  as  a guide  to  treapuent  of  all  epidermoid 
tumors.  The  cervix  will  tolerate  enormous  doses 
of  radiation,  and  lethal  radiation  may  be  deliv- 
ered. The  sensitivity  increases  as  we  go  from  the 
squamous  cell  to  the  plexiform,  the  transitional 


cell,  and  the  anaplastic  types.  In  corpus  carci- 
noma of  the  uterus.  Adenoma  malignum  I and  II 
respond  very  well  to  surgery ; adenocarcinoma 
III  and  anaplastic  carcinoma  IV  are  R.S.  and 
react  more  favorably  to  radiation  than  surgery. 
Despite  their  embyronal  nature,  the  chorionepi- 
theliomas  are  not  R.S. 

The  ovary  producing  complex  tumors  pre- 
sents a complex  sensitivity.  While  its  granulosa 
carcinoma  and  embyronal  tumors  similar  to  tes- 
ticular cancer,  are  moderately  R.S.,  surgery  is  the 
treatment  of  choice. 

Of  the  renal  tumors,  only  the  Wilms  tumor  of 
infancy  is  R.S.  There  is  often  startling  regres- 
sion but  recurrence  is  inevitable  and  surgery 
should  follow  maximum  radiation.  Papillary  and 
solid  renal  carcinoma  and  hypernephromas  are 
R.R.  The  published  results  on  bladder  malig- 
nancy point  to  a low  radiosensitivity.  Being 
glandular,  prostatic  cancer  is  R.R.  and  demands 
massive  doses  of  radiation.  The  pulmonary  and 
osseous  metastases  are  very  R.R. 

Adult  teratomas  of  the  testis  are  R.R. ; the 
seminomas  are  moderately  R.S. ; embyronal  carci- 
noma with  lymphoid  stroma  is  very  R.S.  and 
the  metastases  are  sterilizable.  The  embyronal 
adenocarcinomas  are  very  malignant,  only  mod- 
erately sensitive  and  give  the  most  hopeless  of 
metastases.  In  the  teratomas,  a quantitative  de- 
termination of  the  urinary  prolan  A is  of  both 
diagnostic  and  prognostic  value  as  shown  by 
Furgeson. 

BREAST 

Breast  cancer,  being  glandular  in  origin,  is 
generally  R.R.  and  requires  massive  radiation. 
Of  the  duct  cancers,  the  schirrous  type  with  its 
excessive  fibrous  overgrowth  is  R.R.  The  meta- 
static nodes  of  diffuse  duct  cancer  are  R.S.,  al- 
though the  primary  mass  is  not.  Nipple  carci- 
noma (Paget’s  disease)  is  R.S.  Inflammatory 
carcinoma  will  regress,,  but  wide  spread  meta- 
stases defeat  the  effort.  Anaplastic  carcinoma  of 
the  ducts,  often  seen  under  35  years  and  mistaken 
for  a benign  lesion,  is  extremely  R.S.,  but  end 
results  are  discouraging.  With  the  adenocarci- 
nomas, the  anaplastic  and  comedo  groups  are 
moderately  R.S. ; cyst-adenocarcinomas  with  a 
bleeding  nipple,  bulky  carcinomas,  sweat  gland 
types,  and  the  rare  gelatinous  cancers  are  R.R. 
A.xillary  metastases  of  breast  cancer  often  give 
excellent  regression  to  interstitial  and  external 
radiation.  Skeletal  colonies  respond  favorably, 
but  pulmonary  metastases  are  rarely  influenced 
by  radiation.  Irradiation  of  the  ovaries  seems  to 
retard  the  spread  of  breast  cancer. 
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BONE  TUMORS 

The  giant  cell  bone  tumors  are  very  R.S.  and 
frequent  cures  are  reported.  Recurrences  seen 
following  curettage  are  more  resistant,  and  the 
large  tumor  of  the  tibia  and  femur  do  poorly 
under  radiation.  Sclerosing  and  periosteal  osteo- 
genic sarcomas  are  ver)"  R.R.  and  while  telan- 
giectatic and  small  cell  types  will  regress,  cura- 
bility is  rare.  The  endothelial  myelomas  are 
R.S.,  but  prone  to  recur.  Of  the  metastatic  bone 
tumors,  only  the  lymphosarcoma  and  the  Hodg- 
kin tumor  are  really  amenable  to  radiation.  Radi- 
ation does,  however,  play  an  important  role  in 
the  relief  of  pain  from  bone  tumors. 

TUMORS  OF  NERVOUS  ORIGIN 

It  is  generally  conceded  that  radiation  will  not 
cure  any  glioma.  The  medullo-blastomas  and 
astro-cytomas  give  the  best  results.  Radiation 
should  be  tried  in  pituitary  tumors.  All  peripher- 
al neurogenic  tumors  are  R.R.  with  the  excep- 
tion of  the  retroperitoneal  and  suprarenal  neuro- 
blastomas which  are  ver}^  R.S.  The  melanomas, 
believed  to  be  neurogenic  in  origin,  are  very  ma- 
lignant. but  distressingly  resistant  to  radiation 
and  vigorous  surgery  is  imperative.  Orbital  and 
bulbar  tumors  regress,  but  recur. 

MISCELLANEOUS  GROUP  OF  TUMORS 

Squamous  cell  carcinoma  of  the  skin,  acting 
much  as  cervical  cancer,  is  R.R.  in  its  types  with 
adult  features,  but  will  tolerate  enormous  doses 
unless  it  is  in  the  region  of  osseous  tissue  or  vital 
organs.  Basal  cell  carcinoma  is  not  very  malig- 
nant but  very  R.S.,  although  the  presence  of  ade- 
noid and  cystic  features  decrease  its  R.S.  and 
a basal  cell  tumor  invading  bone  is  the  most  re- 
sistant of  tumors.  Angiomas  are  moderately 
R.S.,  but  Masson’s  angio-neuromyomas  and  Ka- 
posi’s angio-endotheliomas  are  R.R.  Fascial 
sarcomas  are  poorly  affected  by  radiation.  Lipo- 
sarcomas  and  myxosarcomas,  found  in  the  same 
regions  as  fascial  tumors,  are  R.S.  Synovial 
sarcomas  are  often  R.S.,  but  give  poor  end  re- 
sults. Xanthamatous  tumors  are  favorably  in- 
fluenced by  radiation. 

Lahey  believes  that  thyroid  malignancy  is  sur- 
gically hopeless  by  the  time  it  is  detectable.  The 
best  radiation  results  are  seen  in  the  low  grade 
papillary  cyst-adenocarcinomas.  The  small  cell, 
spindle  cell  and  giant  cell  carcinomas  of  the  thy- 
roid are  R.R.  In  the  adrenal,  the  neurocytomas 
are  very  R.S. ; the  medullary  tumors  metastisize 
widely,  but  little  is  known  of  their  sensitivity. 
Thymic  tumors  vary  markedly  in  structure,  and 
while  they  melt  down  under  radiation  they  are 
prone  to  recur.  The  anaplastic  type  are  R.R. 


Irradiation  of  lung  cancer  is  very  unsatisfac- 
tory, but  some  tumors  are  sufficiently  sensitive 
to  warrant  palliative  radiation.  Mediastinal 
tumors,  reticulo-endotheliomas,  Hodgkin’s  disease 
and  lymphosarcomas,  melt  away  often  with  start- 
ling rapidity  only  to  recur. 

Radiation  is  the  only  recourse  in  the  therapy 
of  the  leukemias.,  lymphomas  and  Hodgkin’s  dis- 
ease and  it  is  fortunate  that  all  are  very  R.S. 
If  a lymphoma  is  R.R.  it  is  probably  a giant 
reticulum  cell  sarcoma.  Prophylactic  radiation 
of  uninvolved  areas  does  not  prevent  subsequent 
involvement  by  these  malignant  processes. 

SUMMARY 

The  general  accessibility  of  epidermoid  cancer 
to  radiation  and  its  tolerance  of  enormous  doses 
in  most  regions  makes  that  type  of  tumor  suita- 
ble for  radiotherapy.  Glandular  tumors  have 
not  given  promise  of  curability  by  radiation.  Ex- 
ception is  seen  in  the  Wilm  tumor  and  the  R.S. 
teratomas.  Tumors  of  nervous  origin  seem  to 
have  an  inherent  resistance.  With  the  exception 
of  the  giant  cell  tumor  in  which  cures  are  fre- 
quently seen,  bone  cancer  is  very  radioresistant. 
Some  of  the  most  gratifying  results  from  radia- 
tion have  been  obtained  in  the  leukemias,  the 
l}'mphomas  and  Hodgkin  disease.  Any  survey 
of  present  day  treatment  of  cancer  by  radiation 
is  apt  to  be  discouraging  and  vague.  If  the  re- 
sult is  a stimulation  of  a further  study  of  the 
literature,  the  effort  has  been  well  rewarded. 

BIBLIOGRAPHY 

Sewart,  F.  F.:  Radiosensitivity  of  Tumors,  Archives 
of  Surg-ery,  1933,  Vol.  27,  pp.  979-1064. 

Lahey,  F.  H.:  (quoted  by  Stewart)  Radiology,  6; 
368,  1926. 

Ferguson,  R.  S.:  Quantitative  Behavior  of  Prolan 
A in  Teratoma  Testis,  Am.  J.  Cancer,  1933,  18:  p.  269. 
Pathologic  Physiology  of  Teratoma  Testis,  J.  A.  M.  A., 
1933,  101:  p.  1933. 

Young  Bride,  timidly:  “That  baby  tonic  you 
advertise,  does  it  really  make  babies  bigger  and 
stronger?” 

Drug  Store  Clerk:  “We  sell  lots  of  it,  and 
we’ve  never  had  a complaint.” 

Y.  B. : “Well,  I’ll  take  a bottle.” 

Completing  the  purchase  and  leaving  the  store, 
the  bride  returned  in  about  10  minutes  and  cor- 
nered the  clerk  again. 

Y.  B.,  whispering:  “I  forgot  to  ask.  Who 
takes  it — me  or  my  husband?” 

Screen  Actress : “I  have  a certificate  from  my 
doctor  saying  that  I cannot  act  today.” 

Manager:  “Why  go  to  all  that  trouble?  I 
could  have  given  you  such  a certificate  without 
cost.” 
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INTEGRATION 

The  Nebraska  State  Bar  Association  with  the 
consent  (and  possible  assistance)  of  the  Supreme 
Court  of  Nebraska  has  integrated  the  bar  of 
Nebraska. 

‘'Those  persons  who  on  January  1st,  1938,  are 
residents  of  the  State  and  are  licensed  to  practice 
law  in  this  State,  and  those  who  shall  thereafter 
become  licensed  to  practice  law  in  this  State  and 
are  residents  of  this  State,  shall  constitute  the 
membership  of  the  Nebraska  State  Bar  Associa- 
tion.” 

Provision  is  made  for  active  and  inactive  mem- 
ber. Active  members  pay  $o.00  dues  on  or  be- 
fore January  1st  of  each  year;  inactive  members 
pay  $1.00.  [Members  who  do  not  pay  their  dues 
within  si.xty  days  of  the  time  they  are  due  shall 
not  practice  in  the  courts  of  the  State  until  the 
dues  are  paid. 

Provision  is  made  for  an  Executive  Council 
consisting  of  one  member  for  each  Supreme  Court 
Judicial  District  and  three  members  at  large,  who 
shall  have  charge  of  the  program  and  entertain- 
ment, etc. 

A Committee  on  Unauthorized  Practice  shall 
consider  and  report  on  professional,  encroach- 
ment and  unauthorized  practice  of  the  law.  The 
ethical  standards  relating  to  the  practice  of  law 


in  this  State  shall  be  the  canons  of  Professional 
Ethics  of  the  American  Bar  Association. 

The  above  gives  a general  idea  of  the  integra- 
tion of  the  legal  profession  in  this  State. 

With  this  knowledge  before  us  one  can  not 
help  wishing  it  were  possible  to  integrate  the  med- 
ical profession  on  along  somewhat  the  same 
lines.  Legally  minded  and  organizationally  mind- 
ed members  might  be  able  to  work  out  a plan 
whereby  this  coiild  be  done. 


WHY  A PRESIDENT? 

This  heading  has  no  reference  to  President 
Franklin  D.  Roosevelt  nor  to  President  Roy 
Fonts,  but  it  does  refer  to  the  scores  of  county 
and  district  medical  society  presidents  in  Nebras- 
ka. To  be  elected  president  of  any  organization 
is  a distinct  honor  and  is  usually  eagerly  accept- 
ed— in  some  cases  actually  sought.  The  president 
during  his  term  of  office  is  the  head  of  the  pro- 
fession and  is  looked  up  to  as  the  leader.  Some- 
thing therefore  is  expected  of  him,  and  he  in  turn 
should  make  every  effort  to  not  only  show  his 
appreciation,  but  to  do  something,  either  scientific 
or  economic  for  the  organized  profession  he  is 
chosen  to  lead. 

How  man  presidents  in  these  minor  societies 
do  anything  but  preside?  A president  can  do 
something  by  giving  an  inaugural  address — he 
ow’es  that  to  those  who  elected  him  to  the  high 
position  he  occupies.  Within  very  recent  years 
an  Omaha  surgeon,  retiring  from  the  presidency 
of  the  local  society  gave  a review  of  the  work  of 
the  society  during  his  term  of  office,  a fine  re- 
port. Where  is  there  a county  or  district  society 
president  that  cannot  do  that  much? 

One  wonders  how  many  presidents  take  an 
active  interest  in  formulating  the  programs.  A 
complaint  of  one  society  recently  overheard  was 
that  there  were  too  many  neurops}^chiatric  pro- 
grams— that  the  programs  for  the  year  should  be 
better  balanced.  The  president,  as  the  head  of 
the  society  can  manage  that. 

Why  a president?  To  exercise  real  leadership. 


To  the  [Members  of  the  W'oman's  Au.xiliary  of 
the  Nebraska  State  [Medical  Association. 

I am  wishing  that  during  the  Christmas  season 
your  hearts  shall  be  filled  with  happiness  and 
Christmas  cheer  and  that  the  X’ew  Year  shall 
bring  a fulfillment  of  your  hopes  and  dreams. 

— Mrs.  Earl  Farnsworth, 
State  President. 
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THE  OMAHA-MIDWEST  CLINICAL 
ASSEMBLY 

The  Eifth  Assembly  of  the  Omaha-Midwest 
Clinical  Society  will,  as  the  previous  annual  as- 
semblies, go  clown  in  the  medical  history  of  Ne- 
braska as  a successful  effort  to  bring  postgrad- 
uate study  to  the  physicians  practicing  within  this 
area.  The  19:17  attendance  compared  favorably 
with  the  last  few  sessions,  and  considering  inter- 
national, national,  and  district  conventions  held 
synchronously  in  the  near  vicinity,  the  Midwest 
may  feel  justly  proud  of  the  large  numbers  of 
repeaters  and  new  visitors  taking  part  in  the 
session. 

On  Sunday  evening 
preceding  the  regular 
Assembly,  the  Surgeon 
General  of  the  United 
States  Public  Health 
Service,  Dr.  Thomas 
Parran,  addressed  a lay 
audience  of  over  3000 
in  the  Municipal  Audi- 
torium on  syphilis  as  a 
menace  to  community 
health.  Dr.  Parran  also 
delivered  a radio  address 
on  syphilis  Monday  aft- 
ernoon, October  18.  In 
this  connection  it  is  well 
to  observe  that  during 
the  entire  week  of  the 
Assembly  radio  ad- 
dresses were  delivered 
daily  by  the  guests  in 
attendance.  These  talks 
carry  information  on  the 
principles  of  health.  The 
subjects  are  assigned  by 
the  sponsoring  group  of 
the  particular  speaker.  Judging  from  the  willing- 
ness of  the  station  managers  to  afford  their 
broadcasting  facilities,  the  topics  are  quite  popu- 
lar with  the  public. 

The  scientific  sessions,  in  the  opinion  of  the 
writer,  were  all  that  could  be  desired.  On  occa- 
sion, it  is  true,  a paper  might  seem  a bit  overly 
theoretical,  but  the  speaker  as  a rule  would  vindi- 
cate himself  on  his  subsequent  appearance  by  com- 
bining scientific  theory  with  sound  clinical  pro- 
cedure. As  in  years  past,  the  guest  speakers  rep- 
resented teachers  outstanding  in  these  respective 
fields  of  the  various  medical  colleges  in  the 
United  States. 

Round  Table  discussions  led  by  these  guest 


speakers  were  a popular  feature.  Modeled  on 
the  plan  followed  at  the  recent  meeting  of  the 
College  of  Physicians  at  St.  Louis,  questions  pre- 
viously submitted  to  the  respective  section  chair- 
men were  answered  with  detailed  discussion. 
Here  and  there  the  guest-leader  would  single  out 
a physician  from  the  audience  with  the  request 
to  enlarge  upon  the  subject.  As  would  be  ex- 
pected, the  time  allotted  to  these  round-tables  was 
too  brief  to  answer  all  of  the  questions  thus  sub- 
mitted. Another  new  feature  inaug'urated  at  the 
1937  session  was  the  panel  discussions  held  on  the 
last  day  of  the  Assembly.  Previously  the  last 

day  was  devoted  to  hos- 
pital clinics  which  suf- 
fered from  rather  small 
attendance,  due  mainly 
to  distances  separating 
these  hospitals.  This  year 
the  panels  were  held  at 
the  Hotel  and  consisted 
of  interesting  general 
topics.  These  were  well 
attended  and  the  physi- 
cians seemed  pleased 
with  the  innovation. 

The  scientific  exhibits, 
as  usual,  received  much 
attention.  Pathologic 
specimens,  microphoto- 
graphs of  diseased  tis- 
sue, x-ray  plates  with 
historical  data  and  diag- 
nostic findings,  wax 
models  depicting  ordi- 
nary as  well  as  unusual 
dermatologic  conditions, 
photographic  displays  of 
metabolic  disorders, 
charts,  movies  of  vari- 
ous clinical  procedures,  even  an  iron  lung  (Drink- 
er Respirator),  all  contributed  to  the  enthusiasm 
over  the  exhibits.  They  were  exceedingly  well 
attended. 

Of  no  minor  importance  were  the  technical  ex- 
hibits. Many  reputable  firms  were  represented, 
and  in  addition  to  color  which  they  provided  in 
ample  measure,  their  material  assistance  to  the 
Assembly  we  are  quite  certain,  judging  by  num- 
bers alone,  was  quite  appreciable. 

Good  fellowship  pervaded  the  entire  Assem- 
bly. It  is  our  impression  that  not  only  a prof- 
itable, but  indeed  a corking  good  time  was  had 
by  all. 


Christmas 


Oh!  It’s  Christmas  time  that’s  cornin’,  ah  am 
thinkin’  o’  th’  noo, 

An’  th’  glory  o’  th’  singin’  o’  th’  carols  that 
we’ll  do. 

An’  th’  smilin’  bairnie  faces  as  they’re  lichted 
oop  wi’  glee. 

It’s  a time  that’s  aw’fu’  precious  an’  signifi- 
cant tae  me. 

There’s  a somethin’  ’boot  th’  Christmas  that 
digs  deep  intil  th’  soul. 

Boon  deep  intil  th’  conscience  where  oor  morals 
seem  tae  roll. 

An’  its  touchin’  tae  th’  hert  strings  as  we  live 
oor  lives  alang. 

This  birthday  o’  a Christmas;  it’s  a day  for 
gift  an’  sang. 

Let  us  then  mak  mair  o’  Christmas,  for  th’ 
joy  it  brings  tae  a’. 

For  th’  boundless  love  it  brought  us,  frae  be- 
ginnings verra  sma’. 

For  th’  hope  an’  cheer  an’  courage,  for  oor 
friendships  near  an’  far, 

An’  th’  cross  that  leads  tae  Heaven,  an’  th’ 
bricht  an’  shinin’  star. 

— Weelum. 

(Dr.  William  Foster,  Detroit) 
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COOPERATION  MUST  CONTINUE 

Thirty  years  ago  nearly  200  people  out  of  ev- 
ery 100,000  of  our  population  were  dying  from 
tuberculosis.  During  these  years  three  and  one- 
half  million  men,  women,  and  children  have  died 
from  this  preventable  disease  but  had  the  mor- 
tality rate  prevailed  an  additional  two  and  one- 
half  million  would  have  died.  Today  the  tuber- 
culosis mortality  rate  is  55  per  100,000  in  this 
country  and  there  are  more  than  500,000  people 
sick  with  tuberculosis. 

The  chief  concern  of  the  thousands  of  men 
and  women  working  with  the  national,  state  and 
local  tuberculosis  associations  is  to  find  tuber- 
culosis in  its  early  stage  when  cure  may  be  more 
easily  effected.  The  greatest  number  of  deaths 
occur  between  the  ages  15  and  45  for  which  age 
group  tuberculosis  is  still  the  leading  cause  of 
death.  In  spite  of  the  steady  improvement  of 
diagnostic  methods  only  13  per  cent  of  cases  ad- 
mitted to  sanatoria  are  found  to  be  in  the  early 
stages  of  the  disease  and  this  means  there  are 
far  too  many  unrecognized  cases  in  the  commun- 
ity infecting  their  families  and  neighbors.  Only 
by  finding  every  single  case  can  the  disease  be 
stamped  out. 

Early  examination,  skillful  diagnosis  and 
prompt  treatment  are  the  factors  which  make  the 
disease  curable  and  preventable.  Suspicious  cases 
should  be  promptly  examined,  and  examinations 
even  where  the  disease  is  not  suspected  are  im- 
portant. 

All  this  means  that  the  cooperation  given  the 
campaign  during  these  thirty  years  must  be  con- 
tinued. The  public  has  done  its  share  generous- 
ly in  the  past  and  now  has  another  opportunity 
to  continue  its  interest  and  help.  Tuberculosis  is 
everybody’s  problem  for  tuberculosis  undiscov- 
ered endangers  you.  Let’s  help  to  bring  it  under 
complete  control  by  buying  Christmas  Seals. 
Look  for  the  double-barred  cross  on  the  seals  you 
buy  and  use.  the  symbol  of  the  world-wide  fight 
against  man's  oldest  disease  enemy. 


WHAT  HA^’E  YOU  DONE  FOR 
YOUR  iMEDICAL  SOCIETY? 

Have  you  paid  your  dues? 

Have  you  attended  the  meetings  of  your  So- 
ciety ? 

Do  you  remain  away  because  you  think  you 
have  nothing  to  learn? 

Do  you  fail  to  attend  because  you  cordially  dis- 
like some  member  or  members  of  the  Society? 

Do  you  fail  to  attend  because  your  card  club 
meets  on  the  same  date? 


Do  you  know  that  the  most  learned  physician 
may  learn  something  new  at  each  meeting  he  at- 
tends? 

Do  you  know  that  the  most  learned  physician 
who  may  not  have  heard  anything  new  at  a meet- 
ing is  always  stimulated  to  do  better  work  by 
what  he  hears  and  sees  at  a medical  meeting? 

Do  you  know  that  it  is  good  for  your  physical 
and  mental  well  being  to  meet  the  other  doctors 
in  your  society  at.  least  once  a month  ? 

Do  you  know  that  if  there  were  no  medical  so- 
cieties, medicine  would  cease  to  be  one  of  the 
learned  professions? 

Do  you  know  that  it  is  a great  privilege  to  be 
the  right  kind  of  a member  of  the  medical  profes- 
sion? 

Do  you  know  that  it  is  a struggle  for  even  the 
most  talented  to  be  the  right  kind  of  a doctor? 

Chicago  Medical  Society  Bulletin. 

NOW  BIRTH  CONTROL  IS  LEGAL 

On  November  30,  1936,  the  United  States  Cir- 
cuit Court  of  Appeals  for  the  Second  Circuit 
handed  down  to  the  medical  profession  its  bill  of 
rights  in  the  field  of  contraception.  The  Court’s 
decision  marks  the  successful  termination  of  a 
sixty-year  struggle  to  make  clear  that  the  federal 
obscenity  laws  do  not  apply  to  the  legitimate  ac- 
tivities of  physicians.  That  a doctor  may  now 
prescribe  a contraceptive  in  the  interests  of  life 
and  health,  is  a notable  victory. 

In  the  United  States  Circuit  Court  of  Appeals 
for  the  Second  District,  in  a case  entitled  United 
States  of  America  against  Dr.  Hannah  M.  Stone, 
interpreting  the  so-called  Comstock  Act  of  1873, 
which  was  entitled  “An  act  for  the  suppression 
of  trade  in,  and  circulation  of  obscene  literature 
and  articles  of  immoral  use”  the  Court  said ; 

“We  are  satisfied  that  this  statute  . . . was 
not  to  prevent  the  importation,  sale  or  carriage 
by  mail  of  things  which  might  intelligently  be 
employed  by  conscientious  and  competent  physi- 
cians for  the  purpose  of  saving  life  or  promoting 
the  zvcll  being  of  their  patients.” 

Since  there  was  no  appeal  from  the  decision 
of  the  Circuit  Court  of  Appeals,  the  decision 
stands  as  the  law  of  the  land. 


COUSIN  MARRIAGES 
Biologically,  cousin  marriages  as  such  are  no 
different  from  any  other  marriages.  Their  sue-  r 
cess  depends  on  the  kind  of  heredity  the  two  part-  | ■] 
ners  carry.  If  both  carry  strong  traits,  the  chil-  ft  , 
dren  get  a double  dose  of  these  and  are  benefited  □' ’t 
accordingly.  If  both  carry  weak  traits,  the  chil- ^ ( 
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dren  are  penalized  to  correspond.  Hence  cousin 
marriage  should  be  considered  desirable,  biolog- 
ically speaking,  in  strong  stock  but  undesirable 
in  weak  stock.  In  practice,  if  two  healthy  and 
normal  cousins  come  from  sound  families,  with 
no  evidence  of  serious  inheritable  defects  for 
three  generations  on  either  side,  there  is  no  rea- 
son for  discouraging  them  if  they  want  to  marry. 
No  one  can  guarantee  that  their  children  will  be 
flawless ; no  one  can  guarantee  this  for  any  of 
us  in  any  sort  of  a mating.  There  is  inevitably 
a small  risk  statistically  about  any  parenthood. 
No  one  would  avoid  parentage  for  this  reason, 
any  more  than  he  would  spend  his  life  indoors, 
because  he  knows  that  he  runs  a certain  small  sta- 
tistical risk  of  death  in  an  automobile  accident 
every  time  he  goes  outdoors.  Life  cannot  be  lived 
at  all  without  some  risk. 

— Hygeia,  Nov.,  1937. 

NEBRASKA  TUBERCULOSIS 

ASSOCIATION  _ 

Thirty  years  ago  tuberculosis  killed  230,000 
persons.  Last  year,  70,000  died  of  this  disease. 
This  tremendous  reduction,  amounting  to  over  75 
per  cent  decrease  was  made  possible  through  the 
organized  fight  against  this  dread  disease. 

There  are  three  major  factors  in  this  battle 
against  tuberculosis.  First  of  all  the  advance  in 
medical  knowledge  has  placed  in  the  hands  of  doc- 
tors, x-ray,  tuberculin  testing  and  surgery. 
There  has  not  been  found  a way  to  immunize  peo- 
ple against  tuberculosis  as  is  done  against  diph- 
theria, but  leading  health  authorities  agree  that 
enough  is  now  known  about  the  disease  to  con- 
trol it. 

The  educational  campaign  forms  the  second 
flank  of  attack  on  tuberculosis.  The  problem  now 
is  to  so  concentrate  upon  an  intensive  educational 
campaign  that  every  citizen  will  learn  how  tuber- 
culosis is  prevented,  how  it  is  found  when  present 
in  the  body  and  how  it  is  cured.  Once  this  is  ac- 
complished, tuberculosis  will  fade  out  of  the  pic- 
ture as  a serious  health  menace. 

The  third  great  factor  is  the  support  of  this 
cause  by  the  people.  It  is  the  most  important  part 
of  the  fight.  Scientists,  doctors  and  nurses  carry 
on  the  fight  along  the  medical  front.  Tuberculo- 
sis Associations  gain  on  the  enemy  along  the  edu- 
cational front.  But  in  the  final  analysis,  these  ef- 
forts are  largely  dependent  upon  the  people. 

Control  of  tuberculosis  is  within  sight.  With 
this  goal  in  mind,  the  Nebraska  Tuberculosis  As- 
sociation is  holding  its  thirty-first  annual  Christ- 
mas Seal  sale.  . . Thanksgiving  Day  through 
Christmas.  . . 


Greatest  headway  in  193G  against  the  disease 
was  made  in  Delaware,  where  the  first  Christmas 
Seals  were  sold  in  1907,  in  Wyoming  and  in  Ne- 
braska. Delaware  reported  that  its  rate  dropped 
from  G1.3  deaths  per  100,000  population  in  1935 
to  48.3  in  193G,  its  number  of  deaths  decreasing 
from  157  to  125.  In  193G  Nebraska  had  253 
deaths  against  30G  for  the  previous  year.  Wyo- 
ming’s rate  dropped  from  22.4  to  15.0. 

Dr.  John  F.  Allen,  president  of  the  Nebraska 
Tuberculosis  Association,  stated  recently:  “We 
realize  as  we  never  did  before  that  if  we  are  to 
save  the  valuable  young  lives  in  our  Nebraska 
communities,  we  must  begin  our  search  early  and 
arrest  the  beginning  cases  before  they  have  time 
to  develop.” 

Ninety-five  per  cent  of  the  money  raised 
through  the  Christmas  Seal  sale  is  spent  within 
the  state  for  the  eradication  of  tuberculosis.  The 
remaining  five  per  cent  is  sent  to  the  National 
Tuberculosis  Association  to  be  used  in  research 
work  and  to  pay  for  the  consultation  service  to 
the  state  associations.  Fifty  per  cent  remains  for 
health  work  in  the  community  in  which  the  money 
is  raised. 


IMPORTANT  NOTICE 
Communications  from  various  sources  are  be- 
ing sent  to  medical  societies  and  individual  phy- 
sicians. Let  us  suggest  that  these  communica- 
tions be  carefully  considered  before  they  are 
signed.  Many  of  them  are  at  variances  with 
clearly  set  up  policies  of  the  A.  M.  A. 


EDITORIAL  paragraphs 

A new  wing  has  been  added  to  St.  Mary’s  hos- 
pital, Nebraska  City. 

A very  interesting  and  valuable  series  of  arti- 
cles “Bad  Habits  in  Good  Babies”  by  Dr.  Her- 
man Jahr,  Omaha,  is  running  in  Hygeia.  Not 
every  one  can  attain  acceptance  in  Hygeia. 

According  to  studies  made  by  Dr.  Merrill 
Moore  of  Boston,  Wednesday  and  Sunday  are 
the  most  depressing  days  of  the  week,  as  judged 
from  the  prevalence  of  suicides  on  these  two  par- 
ticular days. 

There  seems  to  be  a shortage  of  graduate 
nurses  at  present.  Only  a few  years  ago  trained 
nurses  were  offering  to  do  domestic  labor  for 
their  living,  because  there  was  no  call  for  trained 
nurses.  The  explanation  is  not  at  hand. 

Application  blanks  are  now  available  for  space 
in  the  Scientific  Exhibit  at  the  San  Francisco 
Session  of  the  American  Medical  Association, 
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June  13-17,  1938.  The  Committee  on  Scientific 
Exhibit  requires  that  all  applicants  fill  out  the 
regular  forms.  Application  blanks  may  be  ob- 
tained from  the  director,  Scientific  Exhibit,  Am- 
erican Medical  Association,  535  North  Dearborn 
Street,  Chicago,  Illinois. 

No  census  has  been  taken  of  tuberculous  wan- 
derers, but  a conservative  estimate,  based  on  ob- 
servations of  transient  officers,  is  that  their  num- 
ber exceeds  1,000  in  the  states  of  Colorado,  Ari- 
zona, New  Mexico,  western  Texas  and  south- 
ern California.  This  number,  however,  includes 
only  the  obvious  consumptives — obvious,  that  is, 
to  the  non-medical  social  worker.  If  a more  thor- 
ough and  precise  case-finding  search  were  made, 
including  X-ray  examinations,  the  army  of  in- 
digent tuberculous  in  the  Southwest  would  doubt- 
less exceed  5,000. — Tuberculosis  Abstracts,  Oct., 
1937. 

In  Chicago’s  downtown  loop  area  where  an- 
nually the  dirt  deposited  out  of  the  atmosphere 
averages  a thousand  tons  per  square  mile,  elec- 
trical engineers  are  producing  the  cleanest  air  in 
the  world.  Before  being  distributed  through  the 
lower  floors  of  the  Eield  Building,  air  is  cleaned 
by  an  electrostatic  process  developed  by  the  Wes- 
tinghouse  Research  Laboratories  which  removes 
up  to  99  per  cent,  by  weight,  of  all  particles  in 
the  atmosphere,  even  those  which  are  as  small  as 
four-millionths  of  an  inch  in  diameter  and  almost 
sub-microscopic.  In  every  cubic  foot  of  city  at- 
mosphere millions  of  tiny  particles  may  remain 
continually  suspended  and  it  has  been  found  that 
they  can  be  removed  only  by  this  ingenious  elec- 
trical treatment. 

“The  medical  profession  is  determined  to  re- 
sist vigorously  all  efforts  likely  to  provide  the 
ill  with  the  mere  dregs  of  a medical  service”  as 
would  result  from  state  medicine.  Dr.  R.  G.  Le- 
land,  director  of  the  American  Medical  associa- 
tion bureau  of  medical  economics,  told  members 
of  the  Omaha  Rotary  dub.  “The  American 
people  will  do  well  to  consider  the  warnings  of 
the  medical  profession  before  permitting  any 
enormous  bureaucratic  medical  service  to  be  load- 
ed on  their  backs,”  Dr.  Ldand  said.  “The  real 
(|uestion  before  the  people  is  not  how  more  med- 
ical service  of  an  inferior  kind  can  be  procured 
at  a low  cost,  but  how  better  to  maintain  the  pres- 
ent service  without  curtailing  research  and  de- 
grading the  profession  and  thus  interfering  with 
medical  progress,”  he  said.  President  Roosevelt’s 
assertion  that  50  percent  of  the  people  are  not  re- 
ceiving proper  medical  treatment  is  based  on 
faulty  figures.  Dr.  Leland  said,  placing  5 per  cent 
as  more  nearly  correct. 
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George  O.  Remy,  Ainsworth,  Nebr.;  native  of  In- 
diana; Medical  College  of  Ohio,  1877;  in  practice  in 
Indiana  for  seven  years  following  graduation;  home- 
steader-physician in  Brown  county,  Nebr.;  in  1884; 
in  practice  successively  in  Craig,  Pender  and  Norfolk 
following  which  he  returned  to  Ainsworth,  Brown 
county,  where  he  remained  until  his  retirement  from 
practice  several  years  ago,  and  since;  member,  Ne- 
braska State  Medical  Association;  a man  interested 
in  all  the  activities  of  his  community  and  state;  a 
man  of  friendly  disposition;  a philosopher  and  poet 
of  some  note;  died  suddenly  at  the  dinner  table  Octo- 
ber 2.3,  1937,  aged  fifty-six  years. 

A daughter  and  son,  Dr.  Charles  E.  Remy,  Chicago, 
survive. 

Harry  B.  Fenner,  Om.aha;  Chicago  Homeopathic 
Medical  College,  1884;  at  one  time  a member  of  the 
faculty  of  his  alma  mater;  resident  of  Omaha  for 
forty-two  years;  for  many  years  in  the  business  of 
manufacturing  artificial  limbs;  since  retirement  from 
active  work  made  a hobby  of  repairing  broken  dolls 
for  childen;  died  October  25,  1937,  aged  eighty  years. 

A wife  and  son  survive. 


CLINICAL  ORTHOPEDIC  SOCIETY  MEETING 

The  Clinical  Orthopedic  Society  held  its  twenty- 
fifth  anniversary  meeting  in  Chicago,  October  14,  15, 
and  16,  under  the  presidency  of  Dr.  .1.  E.  M.  Thomp- 
son, of  Lincoln,  Nebraska. 

Clinics  were  held  at  Cook  County,  Albert  Merritt 
Billings,  St.  Luke’s  and  Research  and  Educational 
Hospitals,  and  the  Illinois  and  Northwestern  Medical 
Schools. 

A feature  of  the  banquet  was  a bronze  plaque  of 
Dr.  .John  Lincoln  Porter,  of  Chicago,  the  first  Presi- 
dent of  the  Society.  One  of  these  plaques  was  pre- 
sented to  each  member  and  a gold  plaque  to  Dr. 
Porter.  The  plaque  was  modeled  and  designed  by 
Dr.  .J.  E.  M.  Thompson. 

Among  others  from  Nebraska  who  attended  and 
took  part  were  Doctors  .1.  P.  Lord,  H.  W.  Orr  and 
Robert  D.  Schrock. 


CHILD  WELFARE,  CRIPPLED  CHILDREN 
SERVICES 

L.  B.  425,  passed  by  the  last  session  of  the  Nebraska 
Legislature,  designated  the  State  Board  of  Control  as 
the  official  state  agency  for  the  administration  of 
Crippled  Children  Services.  A general  Advisory  Com- 
mittee was  created  under  L.  B.  415  passed  at  the  same 
legislative  session.  L.  B.  415  also  raised  the  age 
limit  for  children  receiving  Crippled  Children  Services 
from  sixteen  to  twenty-one  years  of  age.  The  State 
Board  of  Control  is  authorized  by  the  Legislature  to 
develop  a State-Federal  program  for  services  to  crip- 
pled children.  JTnder  Section  2.  Title  V,  of  the  Federal 
Social  Security  Act,  federal  funds  are  made  available 
to  states  with  approved  plans  on  a 50-50  matching 
basis.  It  is  the  intent  of  the  program  to  extend  into 
rural  areas  and  areas  of  particular  economic  stress, 
services  to  include  location  of  the  handicapped  child, 
making  available  expert  diagnostic  facilities  with 
subsetiuent  ambulatory  or  hospital  care,  together  with 
such  convalescent  and  after  care  as  is  indicated. 
Cripi^led  Children  Services  is  not  intended  to  be  a 
general  medical  program,  rather,  services  of  physical- 
ly handicapped  children  of  indigent  parents  in  need 
of  specialized  services  that  are  not  available  in  rural 
areas  and  areas  of  economic  distress. 

GENERAL  PLAN  OF  ADMINISTRATION 

The  Boai'd  of  Control,  through  the  Executive  Secre- 
tary, Department  of  Assistance  and  Child  Welfare, 
has  delegated  responsibility  for  Crippled  Children 
Services  to  the  Director  of  the  Child  Welfare  Division. 
Helen  .Still  Hansen,  Supervisor  of  Crippled  Children 
Services,  is  responsible  to  the  Director  of  the  Child 
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Welfare  Division  for  the  functioning  of  the  program, 
general  supervision,  disposition  of  applications  and 
recommendations  to  the  Director  for  certification  on 
crippled  children  cases.  The  field  work  is  handled 
by  the  District  Child  Welfare  Consultants  tog-ether 
with  their  other  Child  Welfare  duties.  A medical 
social  service  worker  and  an  orthopedic  nurse  are 
assigned  on  the  Crippled  Children  Services  staff. 

A Medical  Social  Service  Worker,  Caroline  Elledge, 
on  the  Child  Welfare  Division  staff,  is  responsible  to 
the  Supervisor  of  Crippled  Children’s  Services  for  de- 
velopment of  an  interpretative  and  coordinating  serv- 
ice between  the  surgeons  and  the  District  Child  Wel- 
fare Consultant  prior  to  hospitalization  and  subse- 
quently in  processes  of  after  care. 

The  Orthopedic  Nurse,  Catherine  Gehrman,  on  the 
Child  Welfare  Division  staff,  is  a state  coordinating 
agent  for  local  health  agencies,  is  responsible  for 
county  crippled  children’s  consciousness,  and  person- 
ally supervises  progress  of  children  during  the  period 
of  hospitilization  in  private  hospitals.  She  is  available 
for  county  organization  work  for  Crippled  Children 
Services  on  request  of  local  officials. 

The  Child  Welfare  Division  is  guided  in  its  function 
by  a General  and  by  a Technical  Advisory  Committee. 
The  General  Advisory  Committee  was  provided  for 
by  L.  B.  415  of  the  recent  legislature,  and  is  composed 
of  nine  persons  (two  of  whom  are  physicians)  and 
represents  community  agents  interested  in  the  handi- 
capped child.  The  Technical  Advisory  Committee  is 
composed  of  four  orthopedic  surgeons,  a general  sur- 
geon, and  an  oral  surgeon,  a medical  physician  and 
a pediatrician. 

WHO  IS  THE  CRIPPLED  CHILD? 

The  Nebraska  statutes  include  two  definitions  of 
the  Crippled  Child:  Section  4 of  L.  B.  415,  passed  in 

regular  session  of  1937;  and  Section  4,  Chapter  30 
(H.  R.  19)  1935  Special  Session  Laws. 

For  practical  purposes,  an  administrative  definition 
recommended  by  the  General  Advisory  Committee 
(created  by  L.  B.  415)  will  guide  in  the  function  of 
the  program.  “In  selecting  children  for  hospitaliza- 
tion, professional  services,  convalescent  and  other 
care,  preference  should  be  given  to  children  under  16 
years  of  age  suffering  from  orthopedic  conditions 
offering  obvious  promise  of  recovery  or  improvement 
to  whom  shall  be  given  as  complete  medical  and  so- 
cial services  as  possible.”  This  is  not  to  be  interpret- 
ed as  restricting  services  to  orthopedic  conditions  or  to 
children  under  16. 

WHO  IS  ELIGIBLE  FOR  CRIPPLED  CHILDREN’S 

SERVICES  ? 

Eligibility  or  ineligibility  is  a decision  of  the  Direc- 
tor of  the  Child  Welfare  Division.  In  order  that  no 
child  may  be  deprived  of  available  remedial  service, 
the  County  Assistance  Committee  is  urged  to  make 
no  disposition  of  a particular  case  without  clearing 
through  the  Child  Welfare  Division.  The  conditions  of 
eligibility  may  eliminate  a child  arbitrarily,  but  often 
there  are  resources  available  with  which  to  meet  a 
particular  problem. 

DIAGNOSIS 

As  previously  stated,  the  preference  will  be  given  to 
the  child  under  16  years  of  age  with  orthopedic  handi- 
cap. Other  crippling  conditions  such  as  hare  lip,  cleft 
palate,  congenital  cataract,  extrophy  of  the  bladder, 
burns  requiring  plastic  surgery  and  comparable  con- 
ditions will  in  certain  instances  be  regarded  as  elig- 
ible. The  selection  of  cases  for  certification  is  on  the 
individual  need  of  the  patient  with  consideration  of 
existing  facilities  for  care. 

PROGNOSIS 

Children  suffering  from  crippling  conditions  consid- 
ered by  the  medical  specialists  not  to  offer  reasonable 


chance  for  improvement  oi-  recovery  will  be  hospital- 
ized only,  funds  permitting,  where  the  patient  will  be 
made  less  unhappy  and  his  family  less  burdened. 

AGE 

Crippled  Children’s  Services  are  available  to  crip- 
pled children  up  to  21  years  of  age  although  preference 
will  be  given  to  those  under  16  years  of  age.  Children 
otherwise  eligible  for  services  will  not  be  rejected  if 
they  are  over  16  years  of  age. 

FINANCIAL 

The  Child  Welfare  Division  will  assume  financial 
responsibility  on  the  basis  of  social  and  economic 
data  submitted  by  the  County  Assistance  Director. 
The  financial  responsibility  assumed  in  part  or  in  total 
is  dependent  on  the  circumstances  of  the  family  and 
the  cost  of  needed  medical  care.  The  narrative  re- 
port must  state  the  recommendation  of  the  County 
Assistance  Director  as  to  the  ability  of  the  parent  to 
pay  all  or  part  of  needed  services. 

MENTAL  QUALIFICATION 

Preference  w’ill  be  given  to  children  whose  mental- 
ity is  such  that  they  are  capable  of  doing  satisfactory 
school  work  consistent  with  opportunity.  The  serv- 
ices of  a clinical  psychologist  and  psychiatrist  will  be 
available  in  the  selection  of  border  line  cases,  or, 
funds  permitting,  mentally  sub-normal  children  who 
can  be  made  better  able  to  care  for  themselves. 

RESIDENCE 

The  usual  residence  requirements  of  the  State  will 
obtain  in  Crippled  Children’s  Services.  The  child 
must  have  resided  in  the  state  for  12  months,  or  in 
the  instance  of  a child  under  1 year,  the  mother  must 
have  resided  in  the  state  for  the  12  months  prior  to 
application.  No  child  should  be  rejected  on  the  con- 
dition of  non-residence  only,  as  it  is  usually  possible 
to  arrange  care  for  this  child. 

TRANSPORTATION 

Transportation  is  paid  by  the  Child  Welfare  Division 
only  after  evidence  is  presented  showing  every  effort 
has  been  made  to  provide  funds  locally.  It  is  very 
important  that  local  interest  be  stimulated  through 
local  organizations  for  the  provision  of  transportation. 
The  amount  set  aside  in  the  Crippled  Children  Divi- 
sion Budget  is  very  small  and  will  not  begin  to  cover 
the  cost  of  transportation  for  all  children.  It  is  very 
important  that  the  parents  pay  and,  if  they  are  un- 
able to  do  so,  that  the  county  worker  contact  local 
organziations  and  make  the  necessary  arrangements. 
If  all  efforts  fail,  then  the  state  agency  may  be  re- 
sponsible if  after  proper  individual  investigation  of 
the  case  it  appears  advisable  to  do  so. 

PROCESSES  OP  APPLICATION  FOR  CRIPPLED 
CHILDREN’S  SERVICES 

The  County  Assistance  Committee  through  the 
County  Assistance  Director  has  a very  strategic  and 
responsible  position  in  making  the  Crippled  Children 
Service  program  effective.  It  is  the  County  Director 
who  receives  the  original  application  of  the  parent  or 
guardian  of  the  handicapped  child  on  form  CC-1. 

The  narrative  of  social  and  economic  data  should 
be  submitted  in  the  form  appended  and  should  include 
recommendations  of  payment  conditions.  No  child 
will  be  certified  by  the  Director  of  the  Child  Welfare 
Division  for  services  until  proof  of  economic  need,  in 
whole  or  in  part,  has  been  established  by  the  County 
Assistance  Director. 

The  report  of  the  family  physician  with  his  rec- 
ommendations should  be  obtained  and  submitted  at 
the  same  time  as  the  narrative  and  application  form. 
In  the  event  that  the  family  have  no  physician  whom 
they  are  free  to  consult,  this  information  with  a de- 
scription of  the  handicap  should  be  forwarded  to  the 
Child  Welfare  Division.  No  child  under  care  of  <a 
phj’sician  should  be  referred  for  services  without  the 


482 


THE  SOCIETIES 


Nebr.  S.  M.  Jour. 
December,  1937 


recommendation  of  the  attending  physician.  Medical 
report  form  C lA  is  no  longer  required. 

On  the  basis  of  data  submitted  by  the  County  As- 
sistance Director,  the  Supervisor  of  Crippled  Chil- 
dren’s Services  will  advise  the  County  Director  in  the 
next  step  of  orthopedic  examination,  when  this  is  pos- 
sible and  where.  The  initial  examination  will  be  made 
by  one  of  the  approved  orthopedic  surgeons  of  the 
State,  among  whom  are: 

Dr.  Wm.  R.  Hamsa  527  Medical  Arts  Bldg.  Omaha 

Dr.  Herman  F.  Johnson  831  Medical  Arts  Bldg.  Omaha 

Dr.  James  Martin  1418  Medical  Arts  Bldg.  Omaha 

Dr.  H.  Winnett  Orr  308  Sharp  Bldg.  Lincoln 

Dr.  Robt.  D.  Schrock  831  Medical  Arts  Bldg.  Omaha 

Dr.  J.  E.  M.  Thomson  1023  Sharp  Bldg.  Lincoln 

If  the  patient  has  a cleft  palate  or  a hare  lip,  he 
may  be  examined  by  Dr.  William  Shearer,  1226  Medi- 
cal Arts  Building,  Omaha.  The  surgeon  will  refer  the 
child  to  other  specialists  if  other  than  orthopedic  or 
oral  surgery  is  indicated. 

The  report  of  the  examining  physician  adds  to  the 
data  on  which  the  Crippled  Children’s  Unit  decides  the 
medical  and  social  plan  for  the  patient.  This  decision 
in  regard  to  economic  need  is  based  on  the  investi- 
gation of  the  County  Assistance  Director.  When  a 
plan  is  made  for  a child,  the  child’s  parents,  the 
County  Assistance  Director,  and  the  referring  physi- 
cian are  notified  by  the  Child  Welfare  Division. 

Hospitals  used  have  an  orthopedic  surgeon  and 
pediatrician  on  their  staffs  who  are  certified  by  their 
respective  national  organizations.  These  hospitals 


include; 

Name  Location  Support 

Bryan  Memorial  Hospital Lincoln  Private 

Lincoln  General  Hospital Lincoln  Private 

St.  Elizabeth’s  Hospital Lincoln  Prlv'ate 

State  Orthopedic  Hospital Lincoln  Public 

Clarkson  Hospital  Omaha  Private 

Immanuel  Lutheran  Deaconess 

Hospital  Omaha  Private 

Methodist  Episcopal  Hospital Omaha  Private 

St.  Joseph’s  Creighton  Memorial 
Hospital  Omaha  Private 


The  period  of  hospitalization  is  determined  by  the 
surgical  need  of  the  child,  the  type  of  convalescent 
care  necessary  and  the  child’s  social  circumstances. 
During  hospitalization,  particular  effort  is  made  to 
keep  the  child’s  family  advised  of  his  condition  and 
progress. 

The  parent  and  referring  local  physician  may  indi- 
cate choice  of  staff  surgeons  and  hospital  preferred. 

appliances 

Appliances  are  purchased  by  the  Crippled  Children’s 
Di^dsion  on  the  recommendation  of  the  orthopedic  sur- 
geon when  the  parent  is  financially  unable  to  assume 
this  responsibility.  Whenever  it  is  possible,  it  is  most 
important  that  the  local  agencies  in  the  county  be 
contacted  and  that  they  arrange  to  help  the  family 
with  this  payment.  Particularly  when  the  cost  of  the 
appliance  is  small  do  we  feel  that  it  is  important  for 
the  individual  parent  to  assume  this  responsibility, 
and  only  in  exceptional  cases  will  small  costs  be  pro- 
vided by  the  State.  Shoes  are  an  item  of  clothing 
and  it  is  very  important  that  they  be  regarded  as  a 
responsibility  of  the  local  community.  Braces  and  all 
appliances  purchased  by  the  state  should  be  returned 
after  their  use  has  been  discontinued  by  the  ortho- 
pedist in  charge.  We  are  very  anxious  that  this  be 
done  in  order  that  parts  of  the  old  appliances  may  be 
used,  thus  reducing  the  expense  of  such  items. 

THE  POST-HOSPITAL  PERIOD 

The  Crippled  Children’s  Services  have  developed 
certain  private  homes  for  convalescent  care  of  the 
patient  no  longer  in  need  of  hospital  care  but  de- 
manding constant  care  not  possible  in  the  usual  fam- 


ily group.  The  standards  for  these  homes  have  been 
carefully  defined  and  extreme  care  is  exercised  in  the 
certification  of  these  facilities. 

Social  case  work  is  necessary  to  prepare  the  pa- 
tient’s household  both  physically  and  psychologically 
for  the  return  of  the  patient.  Diet,  cleanliness  and 
general  hygiene  add  to  periodic  medical  observation 
to  conserve  the  original  investment  of  physical  care. 

To  develop  healthy,  constructive  attitudes  in  the 
family  toward  the  handicapped  child  is  a major  part 
of  the  case  worker’s  efforts. 

It  is  important  that  the  county  worker  familiarize 
herself  with  the  condition  of  the  patient  on  his  return 
to  the  community  and  keep  the  Child  Welfare  Divi- 
sion informed  of  the  child’s  adjustment,  physical  con- 
dition, etc.  Every  effort  is  made  to  keep  the  County 
Assistance  Director,  the  family  and  the  referring  phy- 
sician informed  of  the  patient’s  progress  during  medi- 
cal care  with  condition  and  recommendations  at  the 
time  of  hospital  discharge. 

— Harry  J.  Becker,  Director. 


THE  SOCIETIES 

An  unique  and  outstanding  medical  society  meet- 
ing was  that  of  the  Southwestern  Nebraska  Medical 
Society,  October  31,  “Stop,  look  and  listen!” 

BREAKFAST 

TIME — One  hour  before  sunrise. 

PLACE — Home  of  Dr.  George  Hoffmeister,  Imperial. 

DUCK  HUNTING  AND  FISHING 

TIME — Following  breakfast. 

PLACE — Lake,  eight  miles  south  of  Imperial.  If 
you  don’t  care  to  hunt  or  fish,  come  out  to  the  cabin 
anyway;  it  will  be  warm  and  comfortable  and  a good 
place  to  exchange  stories.  But  be  sure  to  let  us 
know  if  you  want  to  hunt,  so  that  adequate  pits  can 
be  arranged. 

LUNCH 

TIME — One  p.  m.  Mountain  Standard  Time. 

PLACE — The  cabin. 

Case  reports  follow:  Dr.  John  N.  Stewart,  Stratton, 
“Primary  Cancer  of  the  Lungs.”  Dr.  R.  R.  Reed,  Mc- 
Cook, “Encephalitis.”  Drs.  Hoffmeister  and  Smith, 
Imperial,  “Foot  In'fectlon,  Complicated  by  Septicemia 
and  Abscess  of  the  Rectus  Muscle.” 


The  regular  meeting  of  the  Lancaster  County 
Medical  Society  was  held  October  5 at  the  medical 
society’s  room  in  the  Sharp  Building,  Dr.  A.  D.  Mun- 
ger,  presiding.  Twenty-five  members  were  present. 

The  scientific  program  for  the  evening  consisted  of 
the  presentation  of  the  following  subjects: 

(1)  Public  Health — A Future,  by  Dr.  P.  H.  Bartholo- 
mew. This  paper  was  discussed  by  Dr.  A.  D.  Munger. 

(2)  Mitral  Stenosis — Cause,  Frequency  and  Line  of 
Treatment  Before  Decompensation  Sets  In,  by  Dr.  A. 
L.  Smith.  This  paper  was  discussed  by  Drs.  Blum  and 
Reinhard. 

The  Lancaster  County  Medical  Society  met  on  Octo- 
ber 19,  Dr.  A.  D.  Munger  presiding.  About  forty  mem- 
bers were  present. 

The  scientific  program  of  the  evening  was  pre- 
sented by  members  of  the  staff  of  the  College  of 
Pharmacy,  The  University  of  Nebraska.  Dr.  R.  A. 
Lyman,  Dean  of  the  College  of  Pharmacy  introduced 
the  various  speakers.  The  program  consisted  of  the 
following  numbers: 

(1)  “Studies  on  the  Value  of  Enteric  Coatings,” 
Professor  F.  S.  Bukey. 

(2)  “Chlor-Mercuri-Carvacrol,  A Possible  New 
Antiseptic  and  Fungicide,”  Dr.  J.  B.  Burt. 

(3)  “A  Few  Selected  Reports  from  the  Fifth  Nor- 
dic Physiologists’  Congress  at  Upsala,  Sweden,  Aug- 
ust, 1937,”  Dr.  Harald  Hoick. 
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(4)  “A  Demonstration  of  Some  of  the  Ointments 
and  Vehicles  Manufactured  in  Accordance  With  the 
Uecjuirements  of  the  U.  S.  P.  XI,”  Helene  I.  Redford. 

The  regular  meeting  of  the  Omaha- Douglas  Coun- 
ty Medical  Society  was  held  in  the  Medical  Arts  Audi- 
torium on  Tuesday,  Oct.  12,  1937.  The  meeting  was 
called  to  order  at  8 p.  m.  by  President  Wearne. 

The  minutes  of  the  Council  meeting  and  regular 
meeting  of  September  28  were  read.  There  being  no 
changes  or  corrections,  these  minutes  stand  as  read. 

I^resident  Wearne  then  called  upon  Dr.  J.  Fred- 
erick Langdon  to  read  the  resolution  on  the  recent 
passing  of  Dr.  Frank  J.  Schleier. 

There  being  no  further  business,  the  scientific 
program  was  opened  by  Dr.  M.  C.  Howard,  who  gave 
a case  report  on  coronary  thrombosis,  which  was 
discussed  by  Dr.  C.  R.  Baker. 

The  next  paper  was  given  by  Dr.  W.  R.  Hamsa, 
titled  “The  Evaluation  of  Scoliosis  Treatment.”  Dis- 
cussion by  Dr.  R.  D.  Schrock  and  Dr.  H.  F.  Johnson. 

Dr.  F.  Lowell  Dunn's  topic  was  “The  Treatment  of 
Arthritis,”  with  discussion  by  Dr.  E.  E.  Simmons 
and  Dr.  L.  T.  Hall. 

Attention  was  called  by  President  Wearne  to  the 
public  meeting  to  be  held  at  the  Omaha  Auditorium, 
on  Sunday,  October  17,  at  8 p.  m.,  at  which  time  Dr. 
Thomas  Parran,  Surgeon  General,  United  States  Pub- 
lic Health  Service,  Washington,  D.  C.,  will  talk  on 
“Syphilis  and  the  Public  Health.”  The  support  of 
each  member  was  asked. 

Attention  was  also  called  to  the  joint  meeting  of 
this  Society  and  the  Omaha  Mid-West  Clinical  So- 
ciety, to  be  held  at  the  Paxton  Hotel  on  October  20, 
at  8:15  p.  m. 

Meeting  adjourned  at  9:30  p.  m. 

The  Northeast  Nebraska  Five  Counties  Medical 
Society  held  the  November  meeting  at  the  Hotel 
Stratton,  Wayne,  on  the  second,  following  a dinner: 

Dr.  F.  Lowell  Dunn,  Omaha,  “Arthritis  and  Treat- 
ment”; Dr.  James  Kelley,  Omaha,  “X-ray  Diagnosis 
and  Therapy  for  the  Physician  With  Limited  Equip- 
ment;” Dr.  Bartholomew,  U.  S.  P.  H.,  Lincoln,  “Sy- 
philis, Its  Treatment  and  Control.” 

The  Howard  County  Medical  Society  met  October 
18  at  St.  Paul,  Dr.  E.  C.  Hanisch  being  host.  Dr.  D. 
C.  Hankey,  Council  Bluffs,  was  guest  speaker. 
A moving  picture  was  shown. 

The  Cass  County  Medical  Society  met  at  Weeping 
Water,  Dr.  and  Mrs.  L.  N.  Kunkel  being  hosts  to  a 
dinner.  Dr.  John  Thompson  and  Dr.  C.  H.  Arnold, 
Lincoln  put  on  the  program.  Colored  movies  illus- 
trated the  talks. 

All  the  regular  licensed  M.  D.’s  of  the  county  are 
members  of  this  society,  and  the  aim  of  these  meet- 
ings is  to  promote  the  advance  of  medical  science, 
a group  of  discussions  and  presentation  by  some  doc- 
tor of  various  recent  advances  in  medicine. 

A group  of  40  doctors,  members  of  the  Sixth  Coun- 
cillor District  of  the  Nebraska  State  Medical  Asso- 
ciation assembled  at  the  McCloud  hotel  in  this  city 
Monday  evening  for  a dinner  and  discussion  meeting. 

Following  the  dinner  addresses  in  the  interest  of 
public  health  were  delivered  by  Dr.  Homer  Davis  of 
Genoa,  president-elect  of  the  Nebraska  State  Medical 
association;  Dr.  P.  H.  Bartholomew  of  Lincoln,  di- 
rector of  the  state  department  of  public  health;  and 
his  assistant.  Dr.  E.  P.  Zimmerer,  also  of  Lincoln. 

Madison  Six  County  Medical  Society  will  hold  its 
December  meeting  on  Tuesday  the  15th  at  Hotei 
Norfolk.  Dr.  George  W.  Covey,  President  Nebitd^k'a' 
State  Medical  Association,  will  be  the  guest  ot‘‘  'Clio 
society  and  will  discuss  informally  matter^s  Of  gen- 
eral interest  to  members.  Election  of  officers  for 
1937.  General  business.  Social  hour.  EYidge  and 


monopoly.  Be  sure  to  bring  the  wife.  Good  News — 
It's  time  to  pay  1937  dues.  Eleven  dollars  please  and 
the  sooner  the  better  for  all  concerned.  The  Season’s 
Greetings. 
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Dr.  E.  F.  Noonan  has  moved  from  Elba  to  Creigh- 
ton. 

Dr.  H.  Evers  of  Lincoln  went  on  a hunting  trip  in 
October. 

At  North  Platte,  the  car  of  Dr.  Harvey  Clark  was 
stolen  recently. 

Dr.  and  Mrs.  H.  E.  Harvey,  Lincoln,  visited  in 
Dallas,  Texas,  recently. 

Dr.  and  Mrs.  Oliver  Everett,  Sun  Valley  Lodge,  la., 
visited  in  Lincoln  recently. 

Dr.  Russell  I.  Williams  has  become  associated  with 
Dr.  M.  B.  Wilcox,  Holdrege. 

A son  of  Dr.  J.  F.  Premer,  Benkelman,  lost  a leg 
recently  from  a shot  gun  accident. 

Dr.  and  Mrs.  D.  C.  Hilton,  Lincoln,  have  returned 
from  an  extended  trip  east  and  south. 

Dr.  J.  W.  Carr  has  moved  from  Ulysses  to  Seward 
and  is  associated  with  Dr.  J.  F.  Sandusky. 

Dr.  and  Mrs.  C.  Lewellen  of  Exeter  recently  cele- 
brated their  twenty-fifth  wedding  anniversary. 

Dr.  C.  .1.  Verges  of  Norfolk,  who  has  been  seriously 
ill  from  an  infection  of  his  hand,  is  much  improved. 

Dr.  Z.  L.  Kay,  aged  McCook  physician  was  re- 
cently reported  critically  ill  but  is  now  convalescent. 

Dr.  Irvan  C.  Berlein,  recently  of  Detroit,  has  be- 
come a member  of  the  staff  of  the  Norfolk  State  Hos- 
pital. 

“Medicine  as  a Career,”  was  discussed  by  Dr. 
Charlotte  Seiver,  Fremont,  at  the  Y.  M.  C.  A.  re- 
cently. 

Dr.  and  Mrs.  J.  E.  Davis,  Albion,  visited  their  son, 
Dr.  Valentine  Davis  and  family  at  Kirksville,  Mo., 
recently. 

Dr.  O.  L.  Seng,  in  practice  at  Hay  Springs  for  six 
years  has  located  at  Alliance  in  association  with  Dr. 
J.  S.  Broz. 

Dr.  Edward  Maloney  of  Omaha  and  Miss  Genevieve 
Mills  of  Santa  Rosa,  California,  were  married  on 
October  28. 

Dr.  Tom  English  of  Anselmo  has  recently  been  ap- 
pointed supervisor  of  Public  Health  Service  for  Cus- 
ter County. 

The  marriage  is  announced  of  Dr.  Max  Coe  of 
Wakefield  and  Miss  Miriam  Hobson  of  Carson,  Iowa, 
October  31,  1937. 

Silver  Creek,  Nebr.,  has  an  opening  for  a physi- 
cian. Silver  Creek  has  a population  of  500  and  Dr. 
Elwood’s  office  is  being  vacated. 

Dr.  Claude  Fordyce,  former  well  known  Nebraska 
physician  and  author,  has  located  at  St.  .Joseph,  Mo., 
in  eye,  ear,  nose  and  throat  work. 

Dr.  Horace  Shreck  of  Holdrege  has  left  for  a trip 
to  Europe  for  the  purpose  of  medical  studies.  Dr. 
Robert  Best  is  planning  a similar  trip. 

Dr.  B.  N.  Greenberg  of  York  was  elected  to  fellow- 
ship in  the  American  College  of  Physicians  during 
the  last  convention  of  the  College  in  Chicago. 

Mr.  M.  C.  Smith,  executive  secretary  of  the  Ne- 
braska State  Medical  Association  recently  spoke  on 
State  Medicine  before  the  Lincoln  Rotary  club. 

Voluntary  cash  contributions  to  pay  for  the  $85,- 
000.00  building  program  at  St.  Marys  Hospital  in 
Nebraska  City  totalled  $11,000.00  at  the  end  of  Octo- 
ber. 

Pr.  Hpiper  Davis,  Genoa,  spoke  before  the  Business 
a,nd;  Projfessi6r,,nV\Vomen's  club  of  Fullerton  on  “What 
Every  Person  Shouid  Know  About  High  Blood  Pres- 
sure.,” 

Dr”  C.  M.  Pierce  of  Ci’awford  is  a member  of  the 
comVnittee  appointed  by  ch.5-'‘jState  Medical  Society 
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for  distribution  of  convalescent  polio  serum  in  his 
district. 

We  record  with  sorrow  the  passing  of  Dr.  G.  O. 
Remy,  an  old  time  practicing  physician  of  Ainsworth 
and  Brown  County.  Dr.  Remy  was  found  dead  on 
October  29,  1937. 

Dr.  Earl  Wise,  an  Ord  product  recently  visited  his 
parents,  after  a seven  months’  cruise  on  the  S.  S. 
President  Adams  as  ship  surgeon,  making’  two  trips 
around  the  world. 

Defective  wiring  in  the  car  of  Dr.  Clyde  W.  Wil- 
cox of  Broken  Bow  caused  it  to  catch  on  fire  recently 
while  it  W'as  parked  in  front  of  his  office.  Not  much 
damage  was  done. 

Dr.  R.  D.  Martin,  who  'was  for  many  years  associated 
with  Foote  Eye,  Ear,  Nose  and  Throat  Clinic  at  Has- 
tings, has  moved  to  Grand  Island  and  opened  an  office 
in  the  Masonic  Temple  Building. 

Dr.  R.  G.  Leland,  Director  of  the  Bureau  of  Med- 
ical Economics  of  the  American  Medical  Association 
addressed  the  Rotary  Club  of  Omaha  on  October  28, 
on  the  deficiencies  of  State  Medicine. 

Filmore  and  Saline  County  doctors  met  at  Exeter 
on  October  28.  On  the  program  were  Dr.  A.  E.  Ben- 
nett, Dr.  Donald  J.  Wilson  and  Dr.  Geo.  E.  Robert- 
son, all  of  Omaha.  Dr.  W.  S.  Wiggins  was  in  charge 
of  local  arrangements. 

Dr.  Ella  P.  Sumner,  Hastings,  an  outstanding  wom- 
an physician  of  Hastings,  recently  celebrated  her 
birthday  by  revealing  that  she  had  graduated  from 
the  Omaha  Medical  College  and  that  Governor  Silas 
Holcomb  had  signed  her  diploma  in  1895. 

Dr.  .1.  E.  M.  Thomson.  Lincoln  orthopedist,  is  also 
somewhat  of  an  artist,  sculptor  and  painter.  He  re- 
cently created  a bronze  plaque  of  Dr.  John  L.  Porter, 
first  president  of  the  Clinical  Orthopedic  Society  and 
had  copies  presented  to  each  member  of  the  society 
on  the  occasion  of  his  own  presidency  of  the  society. 

St.  Francis  Hospital  at  Grand  Island  recently  cele- 
brated its  Golden  Jubilee.  The  Sisters  of  St.  FTancis 
entertained  the  members  of  the  Tri-County  Medical 
Society  and  their  wives  at  a banquet  October  28. 
Dr.  B.  R.  McGrath  was  toastmaster.  Brief  talks  were 
given  by  Doctors  Amil  Johnson,  Earl  Farnsworth, 
J.  G.  Woodin. 

The  Division  of  Child  Health  cooperating  with  the 
Nebraska  State  Medical  Association,  sponsored  a 
program  for  the  Dundy  County  Health  Association  at 
Benkelman,  October  15.  Dr.  H.  M.  Jahr,  Omaha, 
spoke  on  “Bad  Habits  in  Good  Children’’  and  Dr.  J. 
Warren  Bell,  spoke  on  the  general  plan  of  the  Divi- 
sion of  Maternal  and  Child  Health. 

A bequest  of  $1,600.00  for  cancer  research  was  giv- 
en to  the  Creighton  University  Tumor  Clinic  at  St. 
Joseph  Hospital  by  the  late  Martha  J.  Stoltnow,  for- 
merly an  Omaha  Public  School  teacher.  The  bequest 
was  made  in  recognition  of  the  work  done  by  the 
tumor  clinic  during  the  seven  years  of  its  existence. 
The  bequest  will  form  the  nucleus  of  an  endowment 
fund,  the  income  from  which  will  be  used  for  fur- 
thering cancer  research. 

Omaha  and  Douglas  County  are  having  a difficult 
time  over  the  County  Hospital  administrators.  It 
seems  that  the  nurses  are  refusing  to  accept  script 
in  lieu  of  cash  for  salaries,  and  the  entire  nursing 
personnel  has  given  notice  to  resign  or  be  paid.  At 
a meeting  of  citizens  it  was  decided  that  Omaha 
business  men  would  undertake  to  cash  the  script 
providing  that  the  professional  administration  of  the 
hospital  be  designated  to  the  Executive  Committee 
of  the  Medical  staff. 
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THE  MANAGEMENT  OF  FR’ACTURES,  DISLO- 
CATIONS, AND  SPRAINS,  by  Johfi  Albert  Key,  B.  S., 
M.  D.,  St.  Louis,  Mo.,  ClinlcaJ  Professor  of  Otlho- 
pedic  Surgery,  Washington  -University  School  of  Med- 
icine; Associate  Surggo,^n,.  Barnes,  Children’s,  and  Jew- 


ish Hospitals  and  H.  Earle  Conwell,  M.  D.,  F.  A.  C.  S., 
Birmingham,  Ala.,  Consulting  Orthopedic  Surgeon  to 
the  Tennessee  Coal,  Iron  & Railroad  Company,  and 
the  Orthopedic  and  Traumatic  Services  of  the  Em- 
ployees’ Hospital;  Associate  Orthopedic  Surgeon  to 
the  American  Cast  Iron  Pipe  Company;  Attending 
Orhopedic  Surgeon  to  the  Crippled  Children’s  Hos- 
pital, St.  Vincent’s  Hospital,  South  Highlands  Hos- 
pital, Hillman  Hospital  and  Children’s  Hospital,  Bir- 
mingham, Alabama.  Member  of  the  Fracture  Com- 
mittee of  the  American  College  of  Surgeons,  American 
Academy  of  Orthopedic  Surgeons  and  the  Advisory 
Fracture  Committee  of  the  American  Medical  Associa- 
tion. Second  Edition.  St.  Louis.  The  C.  V.  Mosby 
Company.  1937.  Thirty-two  mo.  $12.50.  1246  pages. 

METHODS  OF  TREATMENT  by  Logan  Clenden- 
ing,  M.  D.,  Clinical  Professor  of  Medicine;  Medical  De- 
partment of  the  University  of  Kansas;  Attending 
Physician,  University  of  Kansas  Hospitals;  consulting 
Physician,  Kansas  City  General  Hospital;  Physician 
to  St.  Luke’s  Hospital,  Kansas  City,  Missouri,  With 
Chapters  on  Special  Subjects  by  H.  C.  Andersson, 
M.  D.;  Ursulla  Brunner,  R.  N.;  J.  B.  Cowherd,  M.  D.; 
Paul  Gempel,  M.  D.;  H.  P.  Kuhn,  M.  D.;  Carl  O. 
Rickter,  M.  G.;  F.  C.  Neff,  M.  D.;  E.  H.  Skinner, 
M.  D.;  E.  R.  DeWeese,  M.  D.;  and  O.  R.  Withers, 
M.  D.  Sixth  Edition  St.  Louis,  The  C..V.  Mosby  Com- 
pany. 1937.  Thirty-two  mo.  $10.00.  879  pages. 

CRIPPLED  CHILDREN,  THEIR  TREATMENT 
AND  ORTHOPEDIC  NURSING,  by  Earl  D.  McBride, 
B.  S.,  M.  D.,  F.  A.  C.  S.,  Assistant  Professor  of  Ortho- 
pedic Surgery,  University  of  Oklahoma,  School  of 
Medicine;  Attending  Orthopedic  Surgeon  to  St.  An- 
thony Hospital;  Associate  Orthopedic  Surgeon  to 
Oklahoma  City  General  and  Wesley  Hospitals;  Visit- 
ing Surgeon  to  W.  J.  Bryan  School  for  Crippled  Chil- 
dren; Chief  of  Staff  to  Reconstruction  Hospital,  Okla- 
homa City,  Okla.;  Member  of  American  Academy  of 
Orthopedic  Surgeons,  in  Collaboration  with  Winifred 
R.  Sink,  A.  B.,  R.  N.,  Educational  Director,  Grace 
Hospital  School  of  Nursing,  Detroit,  Mich.;  Formerly 
Head  Nurse  of  James  Whitcomb  Riley  Hospital  of 
the  Indiana  University  Group;  Instructor  of  Nurses, 
Indiana  University  School  of  Nursing;  Educational 
Director,  General  Hospital,  Mansfield,  Ohio.  Second 
Edition.  St.  Louis,  The  C.  V.  Mosby  Company.  1937. 
Thirty-two  mo.  $3.50.  379  pages. 

EYESTRAIN  AND  CONVERGENCE,  by  N.  A. 
Stutterheim,  M.D.  (Rand)  Arts  (Staats-Examen,  Hol- 
land); Part-Time  Ophthalmic  Surgeon  to  the  Johan- 
nesburg School  Clinic,  Transvaal  Education  Depart- 
ment; Late  Assistant  Eye  Clinic,  University,  Leyden. 
H.  K.  Lewis  & Co.,  Ltd.  1937  London.  Sixteen-mo. 
89  pages. 

THE  DIAGNOSIS  AND  TREATMENT  OF  SEX- 
UAL DISORDERS  IN  THE  MALE  AND  FEMALE 
INCLUDING  STERILITY  AND  IMPOTENCE,  by 
Max  Huhner,  M.D.,  Formerly  Chief  of  Clinic,  Genito- 
urinary Department,  Mount  Sinai  Hospital  Dispen- 
sary; Attending  Genitourinary  Surgeon,  Bellevue  Hos- 
pital, Out-Patient  Department;  Assistant  Gynecolo- 
gist, Mount  Sinai  Hospital  Dispensary,  New  York 
City.  Fellow,  American  Urological  Association;  Fel- 
low, New  York  Academy  of  Medicine;  Fellow,  Genito- 
urinary Surgery,  New  York  Academy  of  Medicine; 
Fellow,  American  Medical  Association.  Member,  New 
York  Urological  Association,  Society  of  Medical  Jur- 
isprudence, Medical  Society  of  the  County  of  New 
York,  Etc.  Author  “Sterility  in  the  Male  and  Female 
and  It’s  Treatment”;  “A  Practical  Treatise  on  Dis- 
orders of  the  Sexual  Function  in  the  Male  and  Fe- 
male’*’; articles  on  Sexual  Neuroses  and  on  Sterility 
in  The.  Reference  Handbook  on  the  Medical  Sciences; 
artic'lG. 'on  Sterility  in  the  Encyclopedia  Sexualis,  etc., 
etc.  Thirty-two  mo.  490  pages.  $5.00.  F.  A.  Davis 
Company.  1914-16  Cherry  St.,  Philadelphia,  Pa. 
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LINCOLN,  NEBRASKA  LOs  ANGELES,  CALIFORNIA 


Old  Wav...  . CURING  RICKETS  in  the 
^ CLEFT  of  an  ASH  TREE 

For  many  centuries, — and  apparently  down  to  the  present  time,  even  in  this 
country — ricketic  children  have  been  passed  through  a cleft  ash  tree  to  cure 
them  of  their  rickets.  Frazer*  states  that  the  ordinary  mode  of  effecting  the 
“cure”  is  to  split  a young  ash  sapling  for  a few  feet  and  pass  the  child,  naked, 
either  three  times  or  three  times  three  through  the  fissure  at  sunrise.  As  soon 
as  the  ceremony  is  performed,  the  tree  is  bound  tightly  up  and  the  fissure  plas- 
tered over  with  mud  or  clay.  The  belief  is  that  just  as  the  cleft  in  the  tree  will 
be  healed,  so  the  child’s  body  will  be  healed,  but  that  if  the  rift  in  the  tree  remains 
open,  the  deformity  in  the  child  will  remain,  too. 

’Frazer,  J.  G. ; The  Golden  Bough,  vol.  1.  New  York.  Macmillan  & Co.,  1923. 

New  Way.... 

Preventing  and  Curing  Rickets  with 
OLEUM  PERCOMORPHUM 


Nowadays,  the  physician  has  at  his  command.  Mead’s  Oleum  Percomorphum,  a natural  vitamin  D prod- 
uct which  actually  prevents  and  cures  rickets,  when  given  in  proper  dosage. 

Like  other  specifics  for  other  diseases,  larger  dosage  may  be  required  for  extreme  cases.^Ttts' 
say  that  when  used  in  the  indicated  dosage.  Mead’s  Oleum  Percomorphum  is  a specific  in  atei<^,:alN'Cast 
of  rickets,  regardless  of  degree  and  duration.  Mead’s  Oleum  Percomorphum  because  o£/it9^^^  vitamins 
A and  D content  is  also  useful  in  deficiency  conditions  such  as  tetany,  osteomalacia  ?v^;^xeroph^l^hiii^Y 
Mead’s  Oleum  Percomorphum  is  not  advertised  to  the  public  and  is  now  obtainable  at  ^ug  stores  at  a new 
economical  price  in  10  c.c.  and  50  c.c.  bottles  and  10-drop  capsules.  fl 
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Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson 
products  to  cooperate  in  preventing  their  reaching  unauthorized  persons 
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The  present  erusade  to  stamp 
out  syphilis  will  bring  to  light 
many  patients  suffering  from  syph- 
ilitic involvement  of  the  central 
nervous  system. 

The  usefulness  of  Tryparsamide 
Merck  in  the  treatment  of  Neuro- 
syphilis has  been  established  by 
many  different  and  critical  investi- 
gators. Be  prepared  to  give  your  pa- 
tients full  advantage  of  this  remark- 
able remedy,  the  use  of  which  is 
simple,  inexpensive,  and  accessible 
to  the  patient  through  the  service 
of  his  personal  physician.  Return 
the  attached  coupon  for  clinical 
reports  and  treatment  methods. 


MERCK  & CO.  Inc. 


RAHWAY,  N.  J. 


Please  send  clinical  reports  and 
treatment  methods  on  Tryparsamide 
Merck. 


Name ]\I.  D.  City  . 
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complete  printing 
service  is  at  your 
disposal-consult  the 
Planners  and  Producers 
of  Productive  Printing 
in  Lincoln. 


Lincoln  Printing  Co. 

Maul  Brothers 

llth  at N St.  Lincoln, Nebr.^ 


Attention  ''Doctors'' 

Lincoln  Splint  and  Brace  Shop 

Braces  of  All  Kinds  Made  and 
Repaired 
PROMPT  SERVICE 

JAMES  CASEY,  Prop. 

Phone  L9444  327  Sharp  Bldg. 

LINCOLN,  NEBR. 


a 

Complete 
^ Service^ 
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BINDING 
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Commercial  Printing 

NORFOLK,  NEBRASKA 

Our  Voice  of  the  Air  --  WJAG 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing'  its  advertisers. 
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Research,  Constant  Research 

continues  to  improve  the  quality  of  Mead*s 
Brewers  Yeast*  in  the  following  respects, 
without  increased  cost  to  the  patient: 

X*  Vitamin  B potency  raised  to  not  less  than  25  International  units  per  gram. 
Z*  Bottles  now  packed  in  light-proof  cartons,  for  better  protection. 

3*  Improved  bacteriologic  control  in  harvesting  and  packing. 

4*  And  NOW,  since  August  1, 1936,  all  bottles  are  packed 
in  vacuum.  This  practically  eliminates  oxidation. 
Mead's  Yeast  stays  fresh  longer,  as  you  can  tell  by 
its  improved  odor  and  flavor ! 

★ A dietary  accessory  for  normal  persons,  for  the  prevention  and  treatment  of  conditions 
characterized  by  partial  or  complete  deficiencies  of  vitamins  Bi  and  G,  as  in  beriberi,  perni- 
cious vomiting  of  pregnancy,  anorexia  of  dietary  origin,  alcoholic  polyneuritis,  pellagra. 

Mead's  Brewers  Yeast  Tablets  in  bottles  of 250  and  1000.  Mead's  Brewers  Yeast  Powder 
in  6 oz.  bottles.  Not  advertised  to  the  public.  Samples  to  physicians,  on  request, 

MEAD  JOHNSON  & COMPANY,  Evansville,  Indiana,  U.  S.  A. 


please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  reaching  unauthorized  persons. 
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"A  PRAIRIE  DOCTOR 
OF  THE  EIGHTIES" 

Some  personal  recollections  and  some  early 
medical  and  social  history  of  a prairie  state. 

(With  Illustrations) 

Francis  A.  Long,  M.D. 

You  will  want  to  read  this  book.  It  will 
contain  about  300  pages  of  interesting  and  in- 
structive reading  including  about  30  pages  of 
illustrations. 

Every  person  living  in  Nebraska  will  enjoy 
this  book. 

If  your  order  is  received  before  December 
10th,  you  can  still  purchase  it  for  the  special 
pre-publication  price  of  $2.50. 

SEND  YOUR  ORDER  AT  ONCE! 

Just  fill  in  your  order  and  clip  this  ad. 

S THE  HUSE  PUBLISHING  COMPANY  ; 

) Norfolk,  Nebraska.  f 

\ Please  send  me copies  of  Dr.  F.  A.  Long’s  ) 

S Book  “A  PRAIRIE  DOCTOR  OF  THE  EIGHTIES,”  \ 
) at  the  special  pre-publication  price  of  $2.50.  ? 

\ Name ) 

( Address \ 


^^^Behind 

Mercurochrome 

(dibrom-oxymercuri-fluorescein-sodium) 

is  a hackgrotmd  of 


Precise  manufacturing  methods  in- 
suring uniformity 

Controlled  laboratory  investigation 

Chemical  and  biological  control  of 
each  lot  produced 


Extensive  clinical  application 

Thirteen  years’  acceptance  by  the 
Council  of  Pharmacy  and  Chem- 
istry of  the  American  Medical 
Association 


A booklet  summarizing  the  impor- 
tant reports  on  Mercurochrome  and 
describing  its  various  uses  will  be 
sent  to  physicians  on  request. 


Hynson,  Westcott  & Dunning,  Inc. 

BALTIMORE,  MARYLAND  -TJUi.r-T*. 


LABORATORIES  OF  CLINICAL 
PATHOLOGY 


731-6  Medical  Arts  Bldg.,  Omaha,  Nebraska 


A.  S.  RUBNITZ,  M.  D.,  Director 


ELECTROCARDIOGRAPHY 

Tissue  Diagnosis,  Chemical,  Bacteriological, 
Serological,  and  Metabolic  Determinations. 


“The  laboratories  are  approved  and  accepted  by 
the  Council  on  Medical  Education  and  Hospitals.” 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers. 
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LINCOLN 
GENERAL 
HOSPITAL 

Departments  of  Surgery,  Orthopedics,  Urology,  Obstetrics,  Internal 
Medicine,  Pediatrics,  Proctology,  Dental  Surgery,  and  Pathology. 

The  Lincoln  General  Tumor  Clinic,  through  the  cooperation  of  con- 
sultants in  related  fields,  makes  accessible  to  the  individual  patient  the 
full  resources  available  at  the  present  day  for  the  diagnosis  and  treatment 
of  cancer,  including  adequate  x-ray  and  radium  facilities. 


Correspondence  invited. 


Pure  refreshment 
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This  Book  is  due  on  the  last  date  stamped 
below.  No  further  preliminary  notice 
will  be  sent.  Requests  for  renewals  must 
be  made  on  or  before  the  date  of  expiration. 


DUE 

SEP . 7 1938 

'".Y  » 


RETURISI 

SEP 


^962 


A fine  of  twenty-five  cents  will  be  charged  for 
each  week  or  fraction  of  a week  the  book  is 
retained  without  the  Library’s  authorization. 


